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You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

HygrOtOIlchlorthalK  .ne^usl 

Makes  water,  not  waves. 


r 

1^^ 

Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one- half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  hy. 


Does  the 

hntianxiety 

^cjent 

you  now 
prescribe.. 


assure  you  of  smooth 
predictable  action? 


have  a 30-year 
safety  record? 


minimize 

side  effect  surprises? 


consider  your 
patient's  pocketbook? 


Here's  one  that  does!  Dll’tllOflll 

DU  111  DU  I SODIUM' 

(SODIUM  BUTABARBITAL) 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates. 
Precautions:  Exercise  caution  in  moderate  to  severe  hepatic 
disease.  Elderly  or  debilitated  patients  may  react  with  marked 
excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose 
levels,  skin  rashes,  "hangover"  and  systemic  disturbances  are 
seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg. 
t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg.  Available  as: 
Tablets,  1 5 mg.,  30  mg.,  50  mg.,  1 00  mg.;  Elixir,  30  mg.  per  5 cc. 
(alcohol  7%).  Buticaps®  [Capsules  Butisol  Sodium  (sodium 
butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 

(lUTflTVTPTT  1 McNeil  Laboratories,  Inc., 

Fort  Washington,  Pa.  19034 
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The  gas/acid  group  of  disorders 

“The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas. ..neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with- 
in comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet , select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid , select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  A.:  Med.  Times  3^:150  (Feb.)  1966. 


Announcing  the  “Antgasid” 


Silain-Gel 


Tablets  : simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

one  dose  does  both:  frees  captured  gas... neutralizes  free  acid 


AH  ROBINS 


A.H.  Robins  Company,  Richmond,  Virginia  23:20 


The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt , predictable  antisecretory  action  of  the  bella- 
donna alkaloid , atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 


—The  lowest  priced  tetracycline— nystatin  combination  available— 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF 
DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation 
and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients, 
including  individual  psychotherapy,  group  therapy,  psychodrama,  electro-con- 
vulsive therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with 
families,  family  therapy,  and  extensive  and  well  organized  activities  program, 
including  occupational  therapy,  art  therapy,  music  therapy,  athletic  activities  and 
games,  recreational  activities  and  outings.  The  treatment  program  of  each  patient 
is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be 
realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  avail- 
able on  grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treat- 
ment program  and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in 
the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 


Not  too  little,  not  too  much, 
but  just  right! 


"Just  right"  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients'  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available 
to  the  prolession  on  request. 

Eli  Lilly  and  Company 
Indianapolis , Indiana  46206 
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DELIVERY  OF  GYNECOLOGIC 
AND  OBSTETRIC  HEALTH  CARE 

LAWRENCE  L.  HESTER,  JR.,  M.D.° 


Physicians  have  concerned  themselves  with 
patient  care  and  have  involved  themselves 
little  with  the  mechanisms  of  its  delivery.  Our 
concern  has  been  keeping  abreast  of  the  con- 
stant medical  advances  so  that  better  patient 
care  results  from  the  introduction  into  our 
practice  of  new  and  approved  medical  treat- 
ments and/or  procedures.  Our  concern  was, 
and  perhaps  is,  to  our  individual  patients  and 
not  to  society  as  a whole.  Thus,  with  the 
increase  in  demand  for  health  care,  we  as 
physicians  must  fulfill  the  health  needs  of  our 
patients  and  also  the  demands  of  society.  It 
is  obvious  that  the  present  and  future  supply 
of. physicians  is  limited,  thus  the  better  utiliza- 
tion of  our  time  as  physicians  as  well  as  the 
development  of  other  means  to  deliver  health 
care,  must  be  given  first  priority. 

Today  everyone  is  clamoring  for  health 
care  — “everyone  has  the  right  to  private 
medical  care”.  As  the  Federal  Government 
increases  the  scope  of  Medicare  (T-18),  and 
Medicaid  (T-19)  programs  begin  in  some 
states,  the  physician  is  asked  to  provide 
private  medical  care  for  more  patients.  Yet 
the  time  available  to  provide  medical  care  for 
his  retinue  of  faithful  patients  is  reduced  by 
the  constantly  increasing  load  of  paper  work. 
If  a physician  maintains  conscientiously  ade- 

0 Professor  and  Chairman.  Department  of  Obstet- 
rics and  Gynecology,  Medical  University  of  South 
Carolina,  Charleston,  South  Carolina. 


quate  and  complete  office  notes,  hospital 
records,  and  answers  correspondence  regard- 
ing patients,  then  there  is  less  time  for  patient 
care.  In  addition,  it  is  mandatory  that  he 
attend  at  least  50  per  cent  of  hospital  staff 
meetings,  or  he  will  lose  his  hospital  privi- 
leges. Besides  he  must  serve  on  the  Tissue 
Committee,  Chart  Committee,  Records  Com- 
mittee, and  the  Utilization  Review  Com- 
mittee. 

In  discussing  time  consuming  chores,  one 
must  consider  the  various  and  sundry  insur- 
ance forms.  There  is  just  not  time  enough 
to  peruse  each  completed  blank  to  be  sure 
that  it  is  correct.  One  must  depend  upon  an 
honest,  conscientious  secretary  to  handle  this 
onerous  job,  even  though  some  blanks  are 
returned  several  times  for  the  correction  of 
mistakes.  It  is  obvious  to  each  physician  that 
he  should  be  paid  for  his  services,  but  it  is 
just  as  obvious  that  time  does  not  permit 
careful  scrutiny  of  completed  insurance  forms 
once  a physician  has  an  established  practice. 
The  routine  administration  of  one’s  practice, 
of  a group  practice,  or  one’s  contribution  to 
efficient,  adequate,  and  complete  hospital 
care  is  a devil  with  a ravenous  appetite  for 
consumption  of  one’s  time.  It  is  hopeless  to 
assume  that  these  chores  can  be  delegated  to 
someone  other  than  a physician.  The  only  dim 
light  on  the  horizon  is  one  of  better  dictating 
and  transcribing  equipment.  One  may  now 
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dictate  progress  notes  while  making  hospital 
rounds;  operative  records  and  discharge  sum- 
maries driving  to  and  from  the  office,  or 
between  hospitals.  Hence,  one  must  utilize 
every  spare  minute  to  prevent  inundation  by 
incomplete  office  and  hospital  records.  To 
emphasize  this  problem  more  is  the  fact  that 
almost  every  night,  even  after  spending  10  to 
12  hours  in  the  office  and  hospital,  one 
trudges  home  with  a bulging  briefcase.  Home- 
work is  now  indispensable  for  most  if  we  are 
to  survive  in  medicine’s  pursuit  of  recorded, 
relevant  information. 

Health,  Education  and  Welfare  officials 
estimate  that  there  is  a shortage  of  50,000 
physicians  in  the  United  States.  Besides  the 
physician  shortage,  there  is  a greater  demand 
for  healdi  care.  How  are  we  to  meet  this  crisis 
in  the  delivery  of  health  care,  specifically 
obstetric  and  gynecologic  care?  This  crisis 
can  be  diminished  by  the  better  utilization 
of  paramedical  personnel,  and  by  the  more 
efficient  practice  of  obstetrics  and  gynecology. 

Many  chores  and  functions  are  performed 
each  day  by  us  that  could  be  performed  as 
well  or  better  by  someone  with  less  training. 
Could  we  not  utilize  nurse  midwives,  psy- 
chologists, and  physician  assistants  in  our 
practice?  Is  it  necessary  for  a history  to  be 
obtained  by  a physician?  It  appears  that  a 
more  detailed  history  could  be  obtained  by  a 
psychologist,  nurse  midwife,  social  worker, 
or  one  trained  specifically  in  this  field. 

Are  there  certain  procedures  that  could  be 
performed  by  trained  paramedical  personnel? 
Is  it  necessary  for  a physician  to  obtain  a 
cytological  smear?  No,  this  procedure  can  be 
done  by  one  with  special  training,  a trained 
assistant.  Cervical  biopsies  should  be  per- 
formed by  a physician,  although  I foresee  the 
day  when  nurse  midwives  could,  and  perhaps 
should,  do  them.  Although  a yearly  pelvic 
examination  should  be  performed  by  a phy- 
sician, there  are  occasions  when  a cytological 
smear  is  indicated,  yet  a pelvic  examination 
has  recently  been  done.  A trained  assistant  is 
ideal  for  obtaining  cytological  smears  on  all 
adult  female  hospital  admissions,  as  well  as  on 
all  adult  female  outpatients.  Needless  to  say, 
there  are  many  custodial  institutions  that  pro- 


vide only  supervisory  medical  care.  Routine 
yearly  cytological  examinations  can  be  pro- 
vided to  this  high  risk  group  of  females,  yet  a 
physician  would  be  involved  only  in  those 
patients  with  abnormal  cervical  cytology. 

The  European  nurse  midwife  performs 
many  of  the  duties  and  functions  of  an 
American  obstetrician.  For  financial  reasons 
and  because  of  sad  experiences  with  the 
“grannie”  midwife,  nurse  midwifery  has  been 
discouraged  in  the  United  States.  Now  is  the 
time  to  examine  and  change  our  opinions  and 
concepts  regarding  our  professional  colleague. 
She  must  assume  a vital  role  in  the  delivery 
of  obstetrical  services  to  private  as  well  as 
indigent  patients  in  the  future.  Nurse  mid- 
wives should  provide  much  of  the  prenatal 
care  with  the  obstetrician  responsible  for  the 
initial  physical  examination  and  the  prenatal 
care  of  all  complicated  obstetrical  patients. 
She  would  be  responsible  for  dietary  and  pre- 
natal instructions  to  the  expectant  mother,  an 
essential  part  of  maternal  support  that  ob- 
stetricians assume  all  patients  know.  She 
would  spend  much  time  with  each  patient, 
reassuring  them  and  gaining  their  confidence. 
Perhaps  the  nurse  midwife  would  be  present 
in  the  labor  suite  when  the  patient  enters. 
This  familiar  face  would  provide  support  to 
the  patient,  being  of  more  value  than  any 
sedative  or  hypnotic.  The  anxiety  of  worrying 
whether  or  not  the  obstetrician  would  arrive 
in  time  for  the  delivery  would  be  eliminated. 
The  nurse  midwife  should  deliver  most  of  the 
uncomplicated  patients,  perform  and  repair 
midline  episiotomies,  and  follow  postpartum 
patients  that  have  no  complications.  Even  if 
the  obstetrican  delivers  the  patient,  additional 
time  is  available  to  him  for  office  or  hospital 
work,  and  his  time  is  not  wasted  in  the  labor 
call  room  watching  television.  This  indispen- 
able  nurse  should  provide  individual  or  group 
postpartal  instructions,  including  contra- 
ceptive advice.  The  function  of  a nurse  mid- 
wife in  a private  obstetrical  practice  has  been 
outlined,  but  she  would  be  even  more  dear  in 
providing  obstetrical  care  to  the  large  group 
of  patients  that  do  not  have  an  obstetrician  or 
physician.  She  would  work  in  the  clinics  see- 
ing all  returning  normal  obstetrical  patients 
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after  initial  physical  examinations,  providing 
thorough  prenatal  care  for  them,  normal 
delivery,  and  also  postpartal  and  contraceptive 
care.  Guidelines  and  rules  would  be  made 
regarding  normalcy  in  obstetrics,  vaginal 
examinations,  episiotomies  and  repair,  the 
ordering  of  drugs,  and  the  insertion  of  intra- 
uterine contraceptive  devices.  Many  are  con- 
vinced, including  myself,  that  we  must  train 
more  nurse  midwives  and  incorporate  them 
into  the  active  practice  of  obstetrics  and  gyne- 
cology. 

Nurse  midwifery  will  fail  if  it  insists  upon 
being  independent  as  to  its  educational  and 
service  responsibilities.  The  leaders  in  obstet- 
rics and  gynecology  must  be  involved  in 
nurse  midwifery  programs,  believe  that  they 
provide  a vital  function,  and  support  their 
growth  and  development.  The  nurse  midwife 
cannot  establish  practice  in  hospitals  or  clinics 
without  being  invited,  thus,  it  appears  essen- 
tial that  we  lead  and  not  be  led.  For  if  we  are 
to  be  led  and  told  what  a midwife  may  and 
may  not  do,  our  interest  will  falter,  then 
cease. 

The  chief  obstruction  to  incorporating  para- 
medical personnel  into  the  delivery  of  health 
care  is  the  physician.  We  accept  the  argu- 
ments against  their  use  and  fail  to  promulgate 
the  fact  that  the  only  way  the  increasing 
demand  for  health  services  can  be  met  is 
through  expanding  the  health  role  of  nurses 
and  related  paramedical  personnel.  Thus,  the 
greatest  deterrent  to  meeting  the  health  crisis 
is  not  the  patient’s  reluctance  to  communicate 
and  receive  health  care  from  a non-physician, 
but  the  physician’s  inability,  in  most  in- 
stances, to  change  his  beliefs  regarding  die 
patient-physician  relationship.  This  new  deliv- 
ery of  health  care  with  a third  party  or  parties 
being  interjected  between  the  physician  and 
patient  will  result  in  decreased  physician 
worship  and  hence  our  ego  will  receive  less 
stimulation.  It  may  be  difficult  for  us,  even 
as  mature  physicians,  to  accept  the  fact  that 
with  the  passage  of  time,  we  will  be  con- 
cerned less  with  the  direct  delivery  of  health 
care,  but  more  with  overall  management. 
Whether  we  like  it  or  not,  health  care  delivery 
is  going  to  change,  and  we  must  spend  some 


of  our  time,  energy,  and  intelligence  in  help- 
ing to  effect  a salubrious  transformation. 

Let  us  examine  now  the  available  physician 
manpower  for  the  delivery  of  obstetrical  and 
gynecologic  health  care.  The  newest  specialty 
is  Family  Practice  and  the  initial  written 
certifying  examination  was  given  in  Febraury, 
1970,  to  more  than  2,000  candidates.  The 
residency  programs  in  Family  Practice  are 
being  strengthened  and  improved,  and  these 
programs  are  of  three  years’  duration  with 
emphasis  upon  ambulatory  medicine,  pedi- 
atrics, and  internal  medicine.  There  will  be 
rotations  through  surgery,  psychiatry,  and 
gynecology  with  special  attention  directed 
towards  office  gynecology.  Thus,  it  would 
appear  that  the  new  family  practitioner  will 
follow  in  the  footsteps  of  the  present  general 
practitioner  as  regards  the  makeup  of  his 
practice.  A few  family  practitioners  in  group 
practice  will  be  interested  in  obstetrics,  but 
only  success  of  this  new  specialty  beyond  our 
fondest  hopes  will  provide  relief  to  the 
obstetric  manpower  crisis. 

Board  qualified  and  certified  obstetricians 
and  gynecologists  are  in  demand  for  group 
practice  as  well  as  partnership  with  estab- 
lished physicians.  They  are  also  recruited  for 
directors  of  residency  training  programs, 
maternal  and  infant  care  projects,  family 
planning  projects,  and  to  work  in  Office  of 
Economic  Opportunity  Community  Health 
Centers.  Also,  as  physicians  become  older, 
their  dislike  increases  for  night  and  weekend 
work  and  the  practice  of  obstetrics  is  forsaken. 
Although  the  manpower  crisis  is  here  in  our 
specialty,  it  will  probably  increase  since  medi- 
cal students  are  showing  less  interest.1  Dur- 
ing the  past  five  years  less  than  5 per  cent  of 
the  medical  graduates  have  selected  obstetrics 
and  gynecology  for  postgraduate  training.1 
The  lack  of  interest  is  shown  by  the  steady 
decrease  in  residency  positions  filled  by 
United  States  and  Canadian  graduates.  As  of 
July  1,  1967,  37  per  cent  of  the  first  year  resi- 
dents on  duty  were  foreign  graduates;  30 
per  cent  in  university  and  affiliated  programs 
and  54  per  cent  in  non-affiliated  residencies. 
By  July,  1968,  43  per  cent  of  the  first  year 
residents  were  foreign  graduates,  34  per  cent 


January,  1971 


3 


GYNECOLOGIC  AND  OBSTETRIC  CARE 


in  university  and  affiliated  programs,  and 
65  per  cent  in  non-affiliated  residencies.  It  is 
estimated  that  10-15  per  cent  of  the  foreign 
graduates  that  complete  then-  training  here 
will  also  eventually  practice  in  the  United 
States.  These  statistics  bear  a grim  warning  to 
all,  that  our  health  power  is  decreasing  while 
the  demand  is  rapidly  increasing. 

The  last  recommendation  is  that  each  of  us 
should  constantly  strive  to  improve  the 
efficiency  of  his  practice.  This  can  only  be 
done  by  practicing  obstetrics  and  gynecology 
in  a group  or  partnership.  Solo  practice  is 
inefficient  and  can  no  longer  be  afforded  by 
the  consumer.  The  faithful  patients  that  wait 
in  physicians’  waiting  rooms  hour  after  hour 
for  a 5 or  10  minute  superficial  examination 
deserve  better  medical  care  and  must  be  given 
more  attention  by  us. 

In  providing  excellence  in  health  care,  our 
office  force  must  be  expanded  by  employing 
additional  health  personnel.  This  would  in- 
clude nurse  midwives,  obstetrical  assistants, 
health  educators,  and  psychologists  in  the 
larger  groups.  Health  care  is  now  too  often 
delivered  between  the  physician  and  a single 
patient.  This  is  not  only  inefficient,  but  the 
physician  is  always  in  a hurry,  assumes  the 
patient  knows  more  than  she  does,  and  the 
patient  is  reluctant  to  ask  questions.  So  much 
of  health  care  in  obstetrics  and  gynecology 
lends  itself  to  group  presentations  and  dis- 
cussions. In  the  future,  a health  educator  will 


be  indispensable  in  helping  us  to  provide 
knowledge  and  information  to  our  patients 
regarding  prenatal  care,  postpartal  care,  the 
yearly  physical  examination,  family  planning, 
the  menopause,  self-breast  examination,  and 
perhaps  information  regarding  artificial  ter- 
mination of  pregnancy.  She  would  use  film 
strips,  movies,  slides,  and  tapes  in  presenting 
the  various  topics.  The  presentations  would  be 
followed  by  a question  and  answer  period  to 
remove  any  doubt  and  to  relieve  patient 
anxieties.  The  physician  may  participate  in 
the  discussion  if  time  permits.  Better  patient 
education  is  a must  and  should  be  done  in 
groups  to  conserve  time  and  for  more  com- 
plete subject  coverage. 

SUMMARY 

The  entire  world  is  envious  of  our  advances 
in  medicine,  of  our  concern  for  the  child  that 
need  rehabitative  cardiac  surgery,  and  of 
our  facilities  for  home  or  hospital  dialysis  of 
the  patient  with  renal  failure.  Yet,  we  have 
failed  to  provide  the  delivery  of  adequate 
health  care  to  the  ghetto  areas,  rural  com- 
munities, and  small  towns  in  America.  The 
health  care  crisis  in  Obstetrics  and  Gynecol- 
ogy must  be  recognized  and  an  effort  made  to 
diminish  or  eliminate  it.  Although  we  may 
become  more  efficient  in  the  practice  of 
obstetrics  and  gynecology,  the  expanded  use 
of  nurse  midwives  and  paramedical  personnel 
is  the  only  immediate  solution  to  the  health 
power  crisis. 
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Diazepam®  is  a benzodiazepine  derivative 
useful  in  the  relief  of  tension  and  anxiety 
states,  muscle  spasms,  withdrawal  from  acute 
alcoholic  intoxication,  and  as  an  adjunct  to 
minor  surgical  procedures.1  Intravenous 
diazepam  has  become  widely  adopted  as 
an  effective  agent  for  amnesia  in  cardio- 
version. 2-3'1-D'0'7  its  efficacy  in  cardioversion  as 
well  as  indications  that  no  deleterious  effects 
on  heart  rate  or  blood  pressure  have  been 
noted'  led  us  to  believe  that  it  would  be  an 
ideal  agent  for  amnesia  in  patients  undergoing 
coronary  arteriography,  left  ventriculography, 
and  left  heart  catheterization.  This  procedure 
is  usually  of  relatively  short  duration,  requires 
cooperation  of  the  patient  and  alertness  to 
the  point  of  being  able  to  hold  one’s  breath, 
cough  on  command,  be  conscious  of  chest 
pain,  etc.  One  frequently  experiences  marked 
bradycardia  on  injecting  a coronary  artery 
and  this  may  be  potentiated  by  the  use  of 
narcotics  for  sedation. 

Methods 

The  patient  received  no  pre-medication 
prior  to  entering  the  cardiovascular  laboratory 
and  upon  arrival  was  placed  on  the  rotating 
table.  The  antecubital  or  femoral  area  was 
exposed  depending  upon  whether  the  Sones 
or  Judkins  technique  was  to  be  used.  The 
patient  was  then  given  diazepam  intra- 
venously at  a rate  of  5 mgm  per  minute  until 
slurring  of  speech  occurred.  The  area  was  then 
prepped,  draped,  and  the  procedure  carried 
out.  A cuff  blood  pressure  and  a pulse  rate 
were  obtained  prior  to  injecting  the  diazepam 
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and  an  electrocardiogram  and  intra-arterial 
pressure  obtained  30  minutes  after  receiving 
diazepam. 

This  procedure  was  carried  out  on  54  male 
and  6 female  patients  over  a 1 year  period 
with  or  suspected  of  having  coronary  artery 
disease  ranging  in  age  from  21  to  67  with 
an  average  age  of  45.9  years.  The  diazepam 
dose  ranged  from  8 mgm  to  20  mgm  with  an 
average  of  10.1  mgm. 

Results  and  Discussion 

Most  patients  arrived  in  the  cardiovascular 
laboratory  in  a calm  state  in  spite  of  the 
absence  of  prior  medication.  In  only  1 in- 
stance was  additional  diazepam  necessary. 
Even  though  the  average  time  to  complete 
recovery  from  the  effects  of  diazepam  was  64 
minutes  and  the  average  duration  of  the  pro- 
cedure was  126  minutes,  the  patient  usually 
was  quite  relaxed  and  calm  once  one  was 
well  into  the  procedure  and  any  initial  fright 
was  dispelled. 

There  was  no  significant  change  in  blood 
pressure  or  pulse  following  administration  of 
the  diazepam.  No  respiratory  depression  was 
noted. 

There  was  in  some  cases  a few  minutes  of 
light  sleep  immediately  after  the  injection, 
however,  in  all  instances  the  patient  was  alert 
enough  to  easily  obey  commands  and  co- 
operate when  the  coronary  arteries  were 
injected  with  contrast  material  and  was  al- 
ways alert  enough  to  notify  the  operator  of 
chest  pain.  No  prolonged  heavy  sedation 
occurred  and  the  patient  was  usually  com- 
pletely recovered  on  leaving  the  laboratory. 

There  was  only  one  patient  who  remem- 
bered the  event  as  unpleasant  24  hours  later. 
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This  patient  was  extremely  emotionally  labile 
and  became  hyper-excited  after  receiving 
intravenous  diazepam.  Large  doses  of  nar- 
cotics were  necessary  to  complete  the  pro- 
cedure. One  patient  was  given  intra-arterial 
diazepam  into  the  brachial  artery  via  the 
catheter  as  a supplemental  dose  and  de- 
veloped extremely  severe  pain  in  his  arm 
which  regressed  shortly.  One  death  occurred 
in  the  group  in  an  individual  who  expired 
after  the  procedure  with  a low  output  syn- 
drome who  had  severe  intractable  heart  fail- 
ure due  to  far  advanced  coronary  artery  dis- 
ease. There  appeared  to  be  no  relationship  to 
the  use  of  diazepam. 


Summary 

Diazepam  8 mgm  to  20  mgm  was  admin- 
istered intravenously  to  60  consecutive  pa- 
tients undergoing  coronary  arteriography 
without  any  prior  pre-medication.  The  agent 
proved  to  be  quite  satisfactory  as  an  amnesic 
agent  in  59  of  the  60  patients.  Adequate 
amnesia  and  relaxation  were  obtained,  but 
the  patient  was  alert  enough  to  cooperate 
fully  and  report  chest  pain.  Supplemental 
diazepam  was  required  in  only  one  patient 
even  though  in  a number  of  instances  the 
patients  were  fully  alert  prior  to  the  termina- 
tion of  the  procedure.  Diazepam  should  not 
be  administered  intra-arterially. 
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Headache  and  the  Eye — W.  E.  Waters.  Lancet 
2:1-4  (July  4)  1970. 

Groups  of  individuals  with  headache,  unilateral 
headache,  or  migraine,  and  a fourth  group  who 
had  not  had  a headache  in  the  previous  year,  were 
identified  by  questionnaire  in  a random  sample  of 
a general  population.  Four  hundred  fourteen  in- 
dividuals were  examined  for  visual  acuity  and 
ocular  muscle  imbalance.  These  tests  gave  little 
evidence  that  visual  defects  were  more  frequent 
in  those  with  headache  or  those  with  migraine 
compared  with  individuals  without  headache  in 
the  same  population.  The  only  statistically  sig- 
nificant difference  found  between  the  four  groups 
was  that  hyperphoria  with  near  vision  was  more 
frequent  in  the  migraine  group.  In  the  general 
population,  headaches  are  seldom  caused  by  de- 
fects in  visual  acuity  or  ocular  muscle  imbalance. 


Doctor  and  Nurse:  Changing  Roles  and  Re- 
lationships— B.  Bates.  New  Eng  J Med  283:129- 
133  (July  16)  1970. 

Among  many  patient  needs,  the  physician  con- 
centrates on  diagnosis  and  treatment  and  must 
work  with  others  to  provide  comprehensive  care. 
Although  caring,  helping,  comfort,  and  guidance 
are  fundamental  to  nursing,  forces  within  medi- 
cine, nursing,  and  society  tend  to  constrict  the 
nurse’s  role  to  tasks  delegated  by  medicine.  An 
interprofessional  relationship  characterized  by 
medical  authoritarianism  and  nursing’s  depend- 
ence blocks  realization  of  the  full  potentials  of 
the  doctor-nurse  team.  Patient  care  suffers  ac- 
cordingly. New  approaches  include  the  clinical 
nurse  specialist,  the  expanded  role  of  the  nurse, 
and  the  physician’s  assistant. 
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SOUTH  CAROLINA  HEART  ASSOCIATION 
CARDIOVASCULAR  CASE  OF  THE  MONTH 

CAROTID  SINUS  SYNCOPE  TREATED 
WITH  DEMAND  PACEMAKER 


Syncope  is  often  a presenting  complaint  of 
middle-aged  and  elderly  patients  and  may 
lead  to  severe  injury,  death,  or  incapacitation. 
There  are  many  causes  of  syncope  in  this  age 
group  which  may  be  on  a metabolic,  circula- 
tory or  neuropsychiatric  basis.  Some  of  the 
most  common  causes  of  syncope  are  vaso- 
depressor syncope  or  the  common  faint,  ortho- 
static hypotension,  cerebral-occlusive  syncope, 
cardiac  arrhythmias,  Stokes-Adams  attacks, 
and  hypoglycemia.  The  correct  diagnosis  of 
syncope  is  often  missed  and  a chance  to 
remove  this  distressing  symptom  by  corrective 
therapy  is  lost.  A diagnosis  often  overlooked 
is  carotid  sinus  syncope  due  to  a hyperactive 
carotid  sinus  reflex.  The  first  case  report  of 
successful  treatment  with  a demand  pacer 
was  by  Voss  in  1970. 1 

Case  Report 

The  patient  was  a 68-year-old  white  male  executive 
with  a history  of  syncopal  attacks  since  1954.  He 
had  been  found  to  be  a mild  diabetic  during  follow- 
up for  these  episodes  and  was  given  tolbutamide  500 
mg  each  morning.  ECG’s  were  always  normal.  These 
attacks  had  always  been  thought  to  be  on  a hypo- 
glycemic basis. 

In  December,  1968,  the  patient  was  admitted  to 
the  Medical  University  Hospital  because  of  a 3-day 
history  of  tingling  and  weakness  of  his  left  side. 
While  hospitalized,  he  showed  a rapid  recovery  of 
function.  He  underwent  a right  brachial  retrograde 
arteriogram  which  revealed  no  significant  abnormality. 
ECG,  and  brain  scan  were  normal.  The  EEG  was 
abnormal  due  to  slowing  in  the  right  temporal  and 
Rolandic  areas.  He  had  2 episodes  of  palor,  sweating 
and  syncope  in  the  hospital.  Blood  sugars  were  drawn 
and  then  50  per  cent  glucose  was  given  intravenously 
and  he  recovered  in  several  minutes.  The  blood 
sugars  were  reported  as  normal.  Tolbutamide  was 
discontinued  and  he  was  discharged  with  the  diag- 
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nosis  of  cerebrovascular  atherosclerosis,  cerebral 
thrombosis  and  diabetes  mellitus  with  hypoglycemic 
attacks. 

On  July  28,  1969,  the  patient  was  again  admitted 
to  the  Medical  University  Hospital  because  of  con- 
tinued “blackouts”.  In  June,  after  breakfasting  with 
a friend,  he  was  walking  to  the  cashier’s  desk  when 
he  felt  apprehensive,  began  to  perspire  and  then 
“blacked  out”  for  30  minutes.  A blood  sugar  was 
drawn  and  reported  normal.  No  post  ictal  state  or 
neurologic  deficit  was  present  when  he  regained 
consciousness.  On  admission  to  the  Medical  University 
Hospital,  neurologic  exam  revealed  only  minor  changes 
in  touch  and  reflex  and  a left  Babinski  sign.  These 
were  felt  to  be  residua  of  his  cerebrovascular  attack 
in  1968. 

On  July  29,  slight  non-obstructing  massage  was 
applied  to  the  right  carotid  sinus  and  a seven  second 
period  of  asystole  was  documented  on  the  ECG.  This 
was  repeated  on  the  left  side  and  a seven  second 
period  of  asystole  with  presyncopal  symptoms  was 
produced. 

On  July  31,  carotid  arteriograms  revealed  a 76 
per  cent  occlusion  in  the  left  carotid  sinus.  It  was  felt 
that  this  plaque  was  a definite  threat  to  his  dominant 
hemisphere  and  should  be  removed  surgically.  It 
was  also  felt  this  might  alleviate  his  carotid  sinus 
hypersensitivity.  A temporary  transvenous  pacemaker 
was  inserted  and  the  patient  underwent  carotid 
endarterectomy  August  8,  1969.  Post-operatively,  the 
patient  had  an  episode  of  sinus  node  arrest  and 
the  pacemaker  functioned  properly  to  maintain  his 
rhythm.  Due  to  continued  evidence  of  carotid  sinus 
hypersensitivity,  a permanent  demand  pacemaker 
was  inserted  on  August  14,  1969,  and  set  on  a 
demand  rate  of  70  per  minute.  The  pacemaker  func- 
tioned normally  but  the  patient  had  two  episodes  of 
hypotension  the  following  week  which  were  repro- 
ducible with  carotid  massage.  He  continued  to 
improve  and  was  discharged  on  August  28,  1969,  after 
receiving  maximum  hospital  benefit. 

He  has  been  seen  several  times  in  follow-up  in 
the  last  year  and  is  free  of  symptoms  and  works  16 
hours  a day.  At  one  follow-up  visit  carotid  massage 
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Figure  1.  Sinus  arrest  after  slight  non  obstructing 
massage  of  left  carotid  artery. 

Discussion 


produced  some  weakness  but  no  syncope. 

The  Carotid  Sinus  Syndrome  has  been  de- 
fined as  the  occurrence  of  spontaneous  symp- 
toms precipitated  by  a hypersensitive  carotid 
sinus  reflex.  Stimulation  of  the  carotid  sinus 
will  induce  detectable  circulatory  changes  in 
many  subjects.  The  diagnosis  is  permissible 
only  if  it  reproduces  in  whole  or  in  part  the 
symptoms  of  which  the  subject  complains.2 

Symptoms  which  may  occur  are  dizziness, 
vertigo  without  nausea  or  vomiting,  weakness, 
ringing  in  the  ears,  epigastric  distress,  syncope, 
convulsive  episodes,  focal  attacks  and  mental 
changes.  Pallor  and  hyperpnea  often  occur 
with  the  onset  of  the  attack  and  facial  flushing 
occurs  during  recovery. 

Circulatory  changes  which  occur  have  been 
studied.  The  syndrome  has  been  divided  into 
( 1 ) cardio-inhibitory  ( 2 ) vasodepressor  and 
(3)  cerebral  types.3  The  cardio-inhibitory 
response  is  dominated  by  marked  sinus  brady- 
cardia, sinus  arrest,  asytole  or  SA  arrest  with 
idioventricular  escape  rhythm.  The  blood 
pressure  falls  with  the  onset  of  the  attack, 
and  even  during  the  recovery'  period  with 
onset  of  sinus  tachycardia  the  pressure  re- 
mains low.  Hypotension  and  weakness  have 
been  reported  to  last  1 or  2 days.4 

The  vasodepressor  type  response  is  shown 
by  a fall  in  blood  pressure  with  very  little 
change  in  heart  rate.  This  seems  to  be  due 
chiefly  to  changes  in  peripheral  flow  and 
peripheral  vascular  resistance. 

The  cerebral  type  is  not  characterized  by 
either  a change  in  heart  rate  or  blood  pressure 
and  is  felt  by  many  writers  not  to  be  a true 
entity.5 

Atropine  can  abolish  the  cardio-inhibitory 
response;  however  it  has  little  effect  on  peri- 
pheral changes  and  hypotension  of  the  vaso- 
depressor response.2’3’6 

Syncope  is  due  to  the  transient  cerebral 


ischemia  due  to  decreased  blood  flow  to  the 
brain  with  the  fall  in  the  blood  pressure.  Focal 
signs  are  probably'  due  to  underlying  cere- 
brovascular disease. 

Factors  which  seem  to  contribute  to  the 
Carotid  Sinus  Syndrome  are:4 

Sex  — male  85-94  per  cent. 

Age  — 70  per  cent  are  50-70  years  of  age. 

Drugs  — mecholyl,  digitalis,  nitrites,  caf- 
feine, calcium  gluconate  and  niacin 
accentuate  vagal  hypersensitivity. 
This  effect  is  diminished  by  atropine, 
epheclrine,  epinephrine  and  quini- 
dine. 

Heart  disease  — coronary  atherosclerosis 
and  hypertension.  Sigler  felt  that 
this  syrndrome  was  a warning  of 
severe  myocardial  disease  and  at- 
tributes many  cases  of  sudden  death 
without  infarction  to  this  disease.  He 
felt  that  vagal  endings  in  the  heart 
were  sensitized  and  not  carotid  sinus 
receptors.  He  felt  reflexes  from  the 
biliary  tract,  tracheobronchial  tree, 
pulmonary  pleura  and  GI  tract  could 
be  mediated  through  the  vagus  nerve 
to  cause  asystole,  especially  danger- 
ous during  surgery.  Myocardial  in- 
farction has  occurred  with  sy'ncoped 

In  our  case  the  patient  showed  both  cardio- 
inhibitory  and  vasodepressor  reactions  to 
carotid  stimulation  as  he  still  has  some  dis- 
comfort to  stimulation  even  after  pacemaker 


insertion.  However,  his  symptoms  in  his  daily 
activity  are  abolished  and  he  is  again  function- 
ing in  a normal  capacity. 


Figure  2.  Sinus  pause  following  a normal  beat 
producing  a paced  rhythm  for  two  beats.  Beat 
four  is  a fusion  beat.  Acceleration  of  sinus  node 
returns  normal  sinus  rhythm. 
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Many  cases  of  the  Carotid  Sinus  Syndrome 
are  missed  because  of  a lack  of  awareness  of 
the  physician  and  the  protean  nature  of  the 
disorder.  The  Carotid  Sinus  Syndrome  should 
be  considered  when  a middle-aged  or  elderly 


patient  presents  with  symptoms  of  transient 
attacks  consistent  with  either  focal  or  general- 
ized cerebral  ischemia.  It  is  a disorder  which 
can  be  easily  diagnosed  at  the  bedside. 
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Influence  of  Some  Ovulation-Inhibiting  Hormone 
Combinations  on  Scalp  Hair  Growth— H.  Zaun  (Univ- 
ersitats-Hautklinic,  Homburg'Saar,  West  Germany). 
Deutsch  Med  Wschr  95:1433-1436  (July)  1970 
Hair-root  patterns  (trichogram)  were  made  in  112 
women  before  and  several  times  during  the  adminis- 
tration of  oral  contraceptives.  All  contraceptives  ( ovu- 
lation inhibitors)  may  cause  qualitatively  similar 
changes  in  hair  growth,  but  there  is  a correlation  be- 
tween the  incidence  of  certain  forms  of  response  and 
the  type  of  hormone  combination  administered.  Hor- 
mone influence  is  largely  dependent  on  the  state  of 
hair  growth  at  the  onset  of  contreeptive  administra- 
tion. If  scalp  hair  growth  is  normal,  it  may  remain  un- 
altered by  contraceptive  medication.  In  a considerable 
proportion  of  women  with  normal  hair  growth,  there 
is  a transistory  increase  in  the  number  of  hairs  that 
go  into  the  resting  phase.  This  seems  to  occur  less 
frequently  when  biphasic  ovulation  inhibitors  are 
used  than  with  one-phase  preparations.  Occasionally 
there  is  a marked  loss  of  hair.  Mostly  hair  growth  re- 
turns to  normal  quickly  and  spontaneously,  even 
though  contraceptives  continue  to  be  taken;  contra- 
ceptive-induced loss  of  hair  is  no  reason  to  discon- 
tinue the  preparation.  In  women  who,  before  treat- 
ment had  an  abnormally  high  proportion  of  telogenic 
hairs,  there  occurred,  almost  regularly  a continuous 
and  lasting  improvement  in  hair  growth.  This  effect 
was  obtained  with  all  preparations  that  were  tested 
and  can  be  used  in  the  treatment  of  certain  forms  of 
loss  of  hair. 


Areflexia,  Not  Essential  Sign  of  Isolated  Brain 
Death— H.  E.  Duven  (Universitats-Kinderklinic,  Mar- 
burg/Lahn,  West  Germany)  and  H.  W.  Kollrack. 

As  a result  of  modern  resuscitative  methods,  iso- 
lated (“dissociated”)  brain  death  is  occurring  more 
frequently  and  raises  manifold  problems,  therefore 
requiring  the  formulation  of  reliable  diagnostic  cri- 
teria. In  addition  to  a number  of  clinical  signs  and 
certain  findings  on  neuroradiological  diagnosis,  are- 
flexia has  been  accepted  as  an  obligatory  sign  of 
isolated  brain  death  by  the  majority  of  authors.  A 
case  is  described  which  illustrates  that  this  is  not 
necessarily  true.  It  is  not  survival  of  single  neuronal 
cell  groups,  but  functional  loss  of  brain  structures 
essential  for  existence  which  is  the  decisive  factor. 


Regidation  of  Temperature  During  Surgical  Anes- 
thesia in  the  Adult  Patient— Laurie  L.  Brown,  Charles- 
ton, S.  C.  Southern  Med  J (Nov.)  1970. 

A number  of  factors  have  a role  in  depressing  the 
temperature  in  patients  during  certain  surgical  pro- 
cedures. Control  of  hypothermia  is  important  par- 
ticularly in  the  recovery  phase  because  of  possible 
hypoxia.  Assisted  respiration  with  relatively  high 
flows  of  gas  during  the  operation  would  appear  to 
be  a significant  factor  in  the  prevention  of  the  dread- 
ed and  often  fatal  hyperpyrexia. 
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The  patient  was  the  second  born  of  mono- 
zygous  twins  delivered  at  thirty-two  weeks 
gestation  to  a twenty-five  year  old,  gravida 
II,  white  female.  Birth  weight  was  four 
pounds.  At  the  time  of  birth,  the  patient  had 
respiratory  distress  characterized  by  cyanosis 
and  sternal  retractions  but  responded  to 
oxygen  and  intratracheal  suction.  In  the 
nursery,  she  took  formula  well  and  gained 
weight  steadily.  At  one  month,  she  was  dis- 
charged weighing  five  pounds  and  three  quar- 
ter ounces. 

During  the  first  year,  the  twins’  growth  and 
development  were  quite  similar  and  except 
for  poor  weight  gain  were  thought  to  be 
fairly  normal  for  prematures.  At  thirteen  and 
one  half  months  the  patient  weighed  seven- 
teen pounds,  six  ounces  and  height  was 
twenty-eight  and  five-eighths  inches.  How- 
ever, her  parents  were  small:  the  father  five 
feet,  four  inches  and  the  mother  five  feet  and 
three  inches.  She  pulled  up  and  stood  with 
support.  Two  teeth  were  present. 

Between  sixteen  and  eighteen  months  the 
twins  started  to  walk,  although  the  patient 
did  not  have  quite  the  dexterity  of  her  twin. 
In  fact,  the  parents  noted  that  while  walking, 
the  gait  was  always  a bit  unusual,  since  there 
tended  to  be  an  overextension  of  the  knees. 


Before  the  age  of  two,  the  children  climbed 
over  all  manner  of  objects  and  were  talking 
and  able  to  feed  themselves.  During  the  first 
two  years  of  life,  they  were  never  sick  except 
for  several  minor  upper  respiratory  infections. 

At  about  the  age  of  two,  the  parents  recog- 
nized that  something  was  wrong.  The  twins 
were  more  irritable  and  fussy.  They  would 
fall  after  taking  several  steps.  One  twin  would 
regain  her  upright  position  and  continue  to 
walk,  but  the  patient  would  crawl  after  she 
once  fell  to  the  floor.  Also,  they  seemed  to 
have  difficulty  holding  their  heads  in  the 
erect  position.  After  sitting  for  a short  period 
of  time,  the  heads  would  bob  towards  the 
side. 

Pediatrician’s  examination  at  the  age  twenty- 
five  months  revealed  weight  of  eighteen 
pounds,  twelve  ounces  and  height  of  thirty- 
two  and  one  half  inches.  He  recorded  that  the 
patient’s  head  tended  to  droop  forward  and 
her  knees  were  bent  back  considerably.  Mus- 
cle tone  was  poor  but  on  passive  movement 
would  become  tight.  Reflexes  were  hyper- 
active. He  noted  twelve  teeth  to  be  present. 

Over  the  next  several  months  the  parents 
noted  a gradual  deterioration  of  the  twins’ 
condition.  Specifically,  they  noted  that  their 
extremities  at  times  were  rigid  and  that  in  the 
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recumbent  position  the  legs  were  frequently 
crossed  and  extended  with  the  feet  bent  for- 
ward and  turned  in  at  the  ankles.  Gradually, 
the  arms  became  affected  in  the  same  man- 
ner and  were  frequently  held  in  extension. 
The  fists  were  clenched  tightly.  It  became 
progressively  more  difficult  for  them  to  feed 
themselves.  For  example,  they  had  difficulty 
holding  a cracker  as  it  would  fall  from  their 
grasp.  Furthermore,  they  made  no  effort  to 
talk.  They  could  not  sit  without  support  and 
preferred  lying  on  their  abdomens. 

Neurologic  consultation  at  age  twenty-nine 
months  confirmed  the  parents’  observations. 
The  twins  appeared  to  be  identical  in  every 
respect  and  were  quite  irritable.  Instability 
of  the  head  was  noted,  as  was  development  of 
rigid  muscle  tone  and  extension  of  the  limbs 
and  crossing  of  the  legs  on  passive  movement 
of  the  limbs.  However,  at  times  the  limbs 
were  not  rigid  while  the  children  were  being 
held  in  their  parents’  laps.  The  fists  were 
clenched.  There  were  no  involuntary  move- 
ments noted  nor  were  there  cranial  nerve  or 
sensory  disturbances  detected.  There  had 
been  considerable  muscular  atrophy  but  no 
fasciculations  were  noted.  Optic  discs  were 
normal.  The  pupils  were  equal  and  reacted 
to  light.  The  tendon  reflexes  were  active  and 
equal.  Abdominal  reflexes  were  absent  and 
plantar  stimulation  caused  no  response.  The 
consultant  thought  that  they  were  mentally 
retarded.  However,  they  were  moderately 
alert  and  obviously  recognized  the  spoken 
voices  and  also  understood  content  of  some  of 
the  conversations  directed  to  them.  For  ex- 
ample, they  smiled  when  their  grandmother’s 
name  was  mentioned. 

At  age  thirty-one  months,  the  twins  were 
evaluated  at  the  National  Institutes  of  Health. 
Skull  films  were  normal  and  an  electro- 
encephalogram was  interpreted  as  being 
normal  for  age.  Toxoplasmosis  dye  tests  were 
done  and  the  urine  was  examined  for 
phenylpyruvic  acid,  galactose,  and  meta- 
chromatic  bodies.  The  patient  also  underwent 
a craniotomy.  They  failed  to  gain  weight 
despite  arduous  efforts  to  feed  them.  During 
their  stay  at  the  National  Institutes  of  Health 
they  had  unexplained  temperature  elevations. 


At  three  years  of  age,  the  patient  had  pneu- 
monia and  otitis  media  which  were  treated 
with  Chloromycetin.  Shortly  thereafter  she 
developed  seizures  characterized  by  stiffening 
of  the  trunk  and  drawing  her  head  back  and 
occasionally  to  the  left  side.  Usually  there 
were  no  accompanying  jerking  movement  of 
the  head  or  limbs.  Occasionally  there  were 
clonic  movements  of  the  right  upper  extremity. 
These  attacks  of  rigidity  lasted  several  seconds 
and  were  repetitive.  They  were  prone  to 
occur  during  feeding  but  did  occur  at  other 
times.  Phenobarbital  lessened  the  frequency 
and  severity  of  the  attacks.  Her  twin  also 
experienced  similar  seizures. 

Examination  at  three  years  revealed  them 
to  be  emaciated.  They  were  intermittently 
relaxed  and  rigid  and  made  no  attempt  to 
change  their  position.  The  pupils  were  dilated 
and  fixed  and  severe  optic  atrophy  was  noted 
bilaterally.  They  were  able  to  recognize  cer- 
tain things  which  took  place  about  them. 
When  pleased,  they  made  a peculiar  little 
noise.  However,  the  degree  of  recognition 
was  quite  limited. 

Over  the  ensuing  six  months,  the  patient 
continued  to  deteriorate  and  to  lose  weight. 
During  the  last  months  of  her  life,  she  de- 
veloped slurring  of  speech  and  progressive 
difficulty  in  swallowing.  She  was  admitted  to 
Greenville  General  Hospital  at  three  years  and 
nine  months  extremely  emaciated,  weighing 
fifteen  pounds,  for  the  purpose  of  tube  feed- 
ing. General  examination  revealed  a marked 
loss  of  subcutaneous  fat,  mild  dehydration  of 
skin  and  mucous  membranes,  and  scattered 
dry  rales  on  pulmonary  auscultation.  There 
was  a slight  flexion  contracture  deformity  of 
the  right  elbow.  She  was  extremely  weak  and 
responded  only  slightly  to  noxious  stimuli. 
The  pupils  were  dilated  and  reacted  only 
sluggishly  to  light.  There  was  bilateral  optic 
atrophy  and  horizontal  nystagmus.  The  tone 
was  generally  increased.  There  were  general- 
ized hyperreflexia  and  a bilateral  Babinski 
reflex. 

In  the  hospital,  the  child  had  episodes  of 
spiking  fever  and  expired  eight  days  following 
admission. 

Laboratory  data  of  last  admission  showed 
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a hemoglobin  of  10.9  grams  per  100  milliliter 
with  a white  cell  count  of  9,100  with  58  seg- 
mented forms,  2 juveniles,  35  lymphocytes,  1 
monocytes,  4 eosinophils.  Urinalysis  was  nor- 
mal. Chest  x-ray  film  report:  Lung  fields  show 
a little  increase  in  the  lung  markings  but  no 
infiltrates  or  consolidations  are  seen. 

Family  History:  The  identical  twin  sister, 
who  was  living  at  the  time  of  the  patient’s 
death,  was  thought  to  have  the  same  disease 
process.  In  addition,  there  is  a two  year  old 
male  sibling  who  was  thought  by  National 
Institutes  of  Health  to  be  afflicted  with  the 
same  disease.  There  is  an  eight  year  old 
female  sibling  who  has  a severe  mental  defect 
with  a low  I.Q.  Additional  information  re- 
garding family  history  is  not  available. 

Dr.  Gilbert  Young:  A child’s  physician 
must  remember  that  as  a child  grows,  his 
nervous  system  develops.  The  growth  and 
maturation  of  the  brain’s  complex  physiologic 
functions  are  reflected  in  the  child’s  behav- 
ioral changes.  He  should,  therefore,  be  care- 
fully observed  and  a comparison  made  be- 
tween his  growth  and  neurological  develop- 
ment. 

When  a child,  or  any  other  patient  for  that 
matter,  presents  as  a diagnostic  problem,  the 
clinical  data  should  be  arranged  in  a chrono- 
logical sequence  so  as  to  be  most  useful.  The 
patient’s  findings  and  course  of  the  disease 
process  may  then  be  compared  and  con- 
trasted with  known  syndromes  or  diseases 
whose  symptoms  resemble  those  of  the  pa- 
tient. I have  followed  this  general  sequence 
in  ascertaining  such  facts  from  the  protocol 
as  may  enable  us  to  arrive  at  a diagnosis.  I 
can  find  no  support  for  the  presence  of  a 
brain  tumor.  Familial  diseases  such  as  neuro- 
fibromatosis or  tuberous  sclerosis  cannot  be 
substantiated.  There  is  no  appropriate  family 
history  and  cutaneous  or  external  stigmata  of 
these  diseases  are  absent.  Hydrocephalus  is 
excluded  by  the  normal  size  of  the  head.  It  is 
necessary  to  consider  those  progressive  dis- 
eases which  are  characterized  by  early  signs 
of  dystonia,  spasticity  and  derangement  of 
speech  and  swallowing.  Leigh’s  infantile  sub- 
acute necrotizing  encephalopathy  is  char- 
acterized by  vomiting  and  refusal  of  food 


accompanied  by  weakness,  tremor,  ataxia, 
rigidity,  impaired  vision  and  deafness.  This 
disease  characteristically  occurs  during  the 
first  year  of  life,  the  first  case  reported  in  1951 
by  Leigh  being  seven  months  of  age  and 
dying  within  a period  of  six  weeks.  Spongy 
degeneration  of  the  white  matter  or  Canavan’s 
disease  usually  manifests  itself  at  from  two  to 
nine  months  of  age  with  death  occurring  by 
the  age  of  two.  Flaccidity  of  the  limbs  is  fol- 
lowed by  spasticity.  Optic  atrophy  and 
pseudobulbar  palsy  are  characteristic  and 
convulsions  may  occur.  Friedreich’s  ataxia 
and  familial  spastic  paraplegia  are  unlikely 
as  they  invariably  have  a later  onset  and  are 
characterized  by  very  slow  progression.  In 
some  families  there  is  an  associated  optic 
atrophy.  Hallervorden-Spatz  syndrome  is  an 
uncommon  process  usually  having  an  onset 
at  eight  to  ten  years  of  age.  There  is  a rust- 
brown  discoloration  of  the  globus  pallidus 
and  reticular  zone  of  the  substantia  nigra. 
This  presents  a most  striking  picture,  par- 
ticularly as  a large  portion  of  the  pigmentary 
material  is  positive  for  iron.  Dystonias  and 
dyskinesia  characterize  this  condition  which 
has  been  familial  in  some  instances.  Seitel- 
berger’s  neuroaxonal  dystrophy  of  infancy  is 
apparently  sex-linked,  occurring  in  girls,  with 
very  rapid  progression  of  blindness,  sensory- 
motor  quadriplegia  and  idiocy.  Such  cases 
remain  relatively  stable  until  death.  The 
symptomatology  is  different  from  that  which 
we  have  in  this  ease. 

We  next  have  to  consider  that  group  of  dis- 
eases which  are  collectively  termed  cerebral 
sclerosis.  These  diseases  produce  diffuse 
demyelinization  of  the  cerebral  white  matter 
with  eventual  scarring.  It  seems  likely  that 
this  patient  suffered  from  a white  matter  dis- 
ease as  dystonia  was  the  initial  and  outstand- 
ing symptom,  followed  by  spasticity  and  sub- 
sequent derangement  in  deglutition.  Diseases 
of  the  gray  matter  announce  their  presence 
by  convulsive  disorders  long  before  other 
symptoms  appear.  Seizures  made  their  appear- 
ance quite  late  in  this  child’s  course.  Classifi- 
cation of  the  scleroses  is  undergoing  consider- 
able adjustment  as  many  of  these  entities  are 
proving  to  be  metabolic  or  enzymatic  de- 
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rangement  with  clear-cut  genetic  patterns  of 
inheritance.  Schilder’s  disease  or  encephalitis 
periaxialis  diffuse  is  the  classical  prototype  of 
this  group.  However,  it  is  rarely  familial.  The 
other  types  of  diffuse  sclerosis  are  now  termed 
leucodystrophies  and  are  characterized  by 
widespread  and  progressive  degeneration  of 
the  white  matter  and  are  usually  inherited  as 
a mendelian  recessive.  They  are  characterized 
by  deposits  of  excessive  lipids  which  many 
believe  to  be  the  outcome  of  inherited  fault  in 
myelination.  In  Krabbe’s  disease  or  globoid  cell 
leucodystrophy  there  is  accumulation  of  cere- 
brosides.  The  age  of  onset  is  usually  about  six 
months  when  the  child  becomes  fretful  and 
cries  constantly.  Apathy,  stupor  and  rigidity 
follow  and  deafness.  These  patients  are 
usually  dead  in  twelve  to  eighteen  months. 
Sudanophilic  leucodystrophy  is  another  type 
with  a later  age  of  onset  than  in  this  case  and 
characterized  by  cortical  blindness,  deafness, 
hemiplegia  and  tetraplegia.  An  even  com- 
moner type  of  this  disease  is  metachromatic 
leucodystrophy.  The  familial  nature  of  this 
disorder  is  well  established.  It  usually  mani- 
fests itself  about  the  age  of  two.  Gait  dis- 
turbance, dystonia,  rigidity,  optic  atrophy, 
convulsions,  dysphagia  and  wasting  all 
characterize  this  condition,  and  all  were  pres- 
ent in  this  case.  I believe  that  the  family 
history,  age  of  onset,  the  sequence  of  symp- 
toms and  the  duration  of  the  disease  are  more 
in  keeping  with  this  entity,  than  any  of  the 
others  that  we  have  considered  in  the  differ- 
ential diagnosis. 

Dr.  Donald  Hiers:  We  are  indebted  to  Dr. 
Arthur  Dreskin  of  Greenville  General  Hospital 
who  contributed  this  fascinating  case,  This 
child  died  of  a fulminant  bronchopneumonia, 
but  the  basic  underlying  disease  process  was 
metachromatic  leucodystrophy.  The  brain 
was  slightly  smaller  than  normal  and  had  a 
gritty  sensation  upon  slicing.  The  subcortical 
cells  were  packed  with  an  eosinophilic  mate- 
rial in  these  PAS  stains  which  represents  a 
storage  product  due  to  an  enzymatic  defect. 
This  material  has  a characteristic  appearance 
when  stained  with  various  basic  aniline  dyes, 
notably  cresyl  violet,  appearing  reddish-pur- 
ple with  a brownish  overcast.  There  was  a 


Figure  1.  A histologic  section  of  central  white 
matter  shows  the  presence  of  the  storage  material 
within  cytoplasm  of  many  cells.  x250. 


marked  neuronal  deficit  in  the  brain  sections 
as  well  as  depletion  of  Purkinje  cells.  The 
remaining  neurones  also  contained  an  abun- 
dance of  this  eosinophilic  and  metachromatic 
material  as  do  the  glial  elements.  This 
material  represents  a sulfatide  or  sulphated 
cerebroside  and  represents  a disturbance  in 
cerebroside  metabolism. 

As  cerebroside  is  a constituent  of  the  myelin 
sheath,  a defect  in  its  elaboration  or  com- 
position may  well  result  in  the  massive 
demyelinization  which  characterizes  this  dis- 
ease. There  is  well  marked  gliosis  in  the 
damaged  areas  and  here  we  see  the  connec- 
tion with  the  term  “cerebral  sclerosis”,  al- 
though knowledge  of  the  basic  metabolic 
defect  responsible  for  these  changes  has  only 
recently  been  appreciated.  This  disease  might 
be  more  appropriately  named  a sulfatide 
lipodystrophy.  The  sulfatide  deposits  are  not 


Figure  2.  A higher  magnification  of  subcorti- 
cal cells  shows  the  profound  accumulation  of  the 
sulfatide  (arrow)  within  cell  cytoplasm.  x400. 
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Figure  3.  Biliary  duct  cells  within  a section  of 
liver  are  distorted  by  the  sulfatide  storage  product 
(arrow)  x400. 


limited  to  the  nervous  system  but  also  occur 
in  the  retina,  renal  tubular  epithelium,  pan- 
creas, gallbladder  mucosa  and  the  zone 
reticularis  of  the  adrenal  cortex.  It  was  for- 
merly believed  that  these  deposits  represented 
an  extra-neural  spill-over,  but  this  is  no  longer 
held.  Deposits  in  other  organs  is  an  indica- 
tion of  the  generalized  nature  of  the  metabolic 
defect.  The  metachromatic  material  may  be 
detected  in  the  urine  and  rectal  biopsies  have 
yielded  diagnostic  material  by  the  presence  of 
metachromatic  sulfatide  within  the  myenteric 
plexuses.  Peripheral  nerve  biopsy  has  also 


proved  to  be  a useful  diagnostic  aid.  As 
greater  knowledge  of  this  and  related  con- 
ditions evolve  it  seems  likely  that  a kinship 
to  such  storage  diseases  as  Tay-Sachs,  Gau- 
cher’s and  Niemann-Pick  disease  will  become 
more  firmly  established. 

FINAL  PATHOLOGICAL  DIAGNOSES: 
METACHROMATIC  LEUCODYSTROPHY 
WITH  INVOLVEMENT  OF  CENTRAL 
NERVOUS  SYSTEM,  KIDNEYS,  GALL- 
BLADDER, PANCREAS  AND  ADRENALS. 

This  disease  is  universally  fatal  and  no 
treatment  is  presently  available.  The  best  that 
can  be  offered  is  genetic  counseling. 

Dr.  Rhett  Talbert:  Dr.  Hiers’  final  remarks 
prompt  me  to  make  a few  observations.  One 
may  ask  what  purpose  is  served  by  presenting 
an  esoteric  case  that  is  not  only  uncommon 
but  inevitably  progresses  to  a fatal  outcome. 
The  answer  lies  in  our  ever  increasing  under- 
standing of  the  complex  chemistry  of  the 
central  nervous  system.  Just  eight  years  ago 
the  metabolic  defect  responsible  for  the  de- 
ficiency of  dopamine  in  the  causation  of 
Parkinson’s  disease  was  unknown.  Surely  other 
diseases  of  unknown  etiology  will  yield  their 
secrets  as  our  biochemical  engineering  skill 
increases. 
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SOUTH  CAROLINA  MATERNAL  MORTALITY  REVIEW 
1964-1968 


WILLIAM  W.  KELLETT,  III,  M.D. 
EDWARD  J.  DENNIS,  III,  M.D. 


The  Maternal  Health  Committee  was 
established  twenty  years  ago  by  the  South 
Carolina  Medical  Association  for  the  purpose 
of  evaluating  and  reviewing  maternal  deaths 
in  South  Carolina.  This  committee,  composed 
of  physicians  from  varying  specialties  and 
locales,  meets  periodically  to  review  the 
maternal  deaths  in  South  Carolina. 

The  involved  physician  is  obligated  to 
report  the  death  to  the  Bureau  of  Vital  Sta- 
tistics of  the  State  Health  Department,  and 
submit  a summary  of  the  case  to  the  Maternal 
Health  Committee.  In  each  case,  the  physician 
is  asked  to  attend  the  committee  meeting  to 
aid  the  committee  in  the  evaluation  of  his 
case. 

As  certain  problems  become  apparent,  the 
committee  makes  recommendations  in  an 
effort  to  upgrade  maternity  care  in  our  state. 
Unfortunately,  South  Carolina’s  vast  rural 
population  and  a lack  of  physicians  and  facili- 
ties make  for  many  untimely  maternal  deaths 
each  year. 

A maternal  death  is  “a  death  from  any  cause 
of  a woman  during  pregnancy  or  within  90 
days  of  the  termination  of  pregnancy,  irre- 
spective of  the  duration  of  the  pregnancy  at 
the  time  of  termination  or  the  method  by 
which  it  is  terminated”. 

For  purposes  of  comparison  a retrospective 
survey  of  maternal  deaths  in  South  Carolina 
from  1964-1968  was  done. 


Department  of  Obstetrics  and  Gynecology,  Medi- 
cal University  of  South  Carolina,  Charleston,  South 
Carolina  29401. 


Live 

TABLE  I 

Non- 

Maternal 
Deaths 
( per  10,000 

Births 

White  White 

live  births ) 

1964  56,874 

33,262  23,612 

36  (6.4) 

1965  52,449 

30,258  22,191 

41  (7.8) 

1966  50,653 

30,118  20,535 

36  (7.1) 

1967  49,822 

29,996  19,826 

27  (5.44) 

1968  49,158 

30,416  18,742 

32  (6.72) 

Table  II  lists 

the  1968  cases 

according  to 

age  and  legitimacy. 

TABLE  II 

Married  Single 

White 

12  12 

0 

Non-White 

20  13 

7 

32  "25 

7 

Table  III  shows  the  age  and  parity  distribu- 

tion  for  1968. 

TABLE  III 

Age 

Average 

White 

18-40 

26.1  years 

Non-White 

15-47 

26.6  years 

Gravidity 

1 

9 

2 

5 

3 

4 

4 

6 

5 

2 

5-10 

3 

+10 

2 

? 

1 

It  is  interesting  to  note  in  Table  IV,  the 
major  causes  of  maternal  deaths  in  South 
Carolina  for  the  five-year  period. 
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TABLE  IV 

CAUSES  OF  DEATH 


Total 

Hemorrhage 

(%) 

Toxemia 

(%) 

Sepsis 

(%) 

% of 

Total 

Other  Leading  Cause 

1964 

36 

11  (31%) 

3(8%) 

6 ( 17% ) 

56% 

Pulmonary  Embolus 
5 (13%) 

1965 

41 

9 (22%) 

7 ( 17% ) 

6 ( 14% ) 

53% 

Pulmonary  Embolus 
8 (19%) 

1966 

36 

12  (33%) 

5(14%) 

4(11%) 

58% 

Pulmonary  Embolus 

3 (8%) 

CVA 

3 (8%) 

1967 

27 

9 (33%) 

3(11%) 

6 (22%) 

66% 

Heart  Disease 

4 (16%) 

1968 

32 

6 (19%) 

5 (16%) 

3 (10%) 

45% 

CVA 

4 (13%) 

As  the  committee  reviewed  each  1968  case, 
a primary  cause  of  death  was  assigned.  The 
deaths  were  classified  into  one  of  three 
groups: 

(1)  Direct  obstetrical  death:  Those  due  to 
pregnancy  as  complications  of  or  the 
elective  treatment  of; 

(2)  Indirect  obstetrical  death:  Those  due 
to  disease  pre-existing  or  developing 
during  pregnancy  and  that  may  be 
aggravated  by  pregnancy; 

(3)  Non-related  deaths:  Those  in  which 
pregnancy  was  incidental. 

TABLE  V 
1968 


I Direct  OB  Death 

II  Indirect  Causes 

Hemorrhage 

6 

Hepatic  3 

Toxemia 

5 

Cardiac  1 

Infection 

3 

~4 

Vascular 

4 

Anesthesia 

1 

19 

N on-Related  Causes 


Malignancy  2 

Suicide  1 

Murder  1 

Blood  Dyscrasia  1 

Berry  Aneurysm  1 

Lobar  Pneumonia  1 

Renal  Calculus  1 


Pulmonary  Embolus  1 

9 


The  seven  deaths  in  1968  due  to  hemor- 
rhage are  subdivided  in  Table  VI. 


TABLE  VI 
Hemorrhage 
Afibrinogenemia  2 

Ruptured  uterus  1 

Abortion  1 

Retained  Placenta  2 

ITP  1 


7 

Both  of  the  deaths  due  to  afibrinogenemia 
were  secondary  to  amniotic  fluid  embolism  as 
proved  on  autopsy.  Neither  case  had  any 
evidence  of  toxemia.  The  one  death  due  to 
ruptured  uterus  followed  a difficult  forceps 
vaginal  delivery.  Anemia  and  ileus  developed. 
Laparotomy  on  third  postpartum  day  revealed 
ruptured  uterus  and  a hysterectomy  was  per- 
formed. An  incomplete  abortion  with  five  days 
of  heavy  bleeding  before  seeking  medical 
attention  was  thought  to  account  for  one 
death.  Two  cases  of  postpartum  hemorrhage 
secondary  to  retained  placenta  were  reported. 
One  case  was  attended  by  a midwife,  the 
other  patient  delivered  the  first  twin  at  home 
by  herself  and  died  there  before  the  second 
twin  ever  delivered.  The  seventh  hemor- 
rhagic death  was  due  to  an  unsuspected  case 
of  idiopathic  thrombocytopenic  purpura  with 
postpartum  hemorrhage. 

Sepsis  has  been  a leading  primary  cause 
of  death  in  the  past  and  1968  was  no  ex- 
ception. 
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TABLE  VII 

Sepsis: 

Criminal  2 

Calculus  1 

Pyelo  1 

The  two  deaths  due  to  abortion  and  sepsis 
were  both  criminally  induced.  One  girl  was 
15  years  old,  the  other  16  and  both  were  primi- 
gravidas.  Both  patients  were  treated  vigor- 
ously in  the  hospital  and  died  with  pulmonary 
emboli  and  infarctions  secondary  to  sepsis. 

Postpartum  sepsis  developed  in  a 21  year 
old  female  due  to  a renal  calculus  and  on  the 
fifth  postpartum  day  she  experienced  irrevers- 
ible septic  shock.  The  last  death  due  to 
sepsis  was  really  secondary  to  pyelonephritis 
and  diabetes  as  gram  negative  shock  ensued 
two  days  after  delivery. 

In  Table  VIII,  different  stages  of  toxemia 
are  listed. 

TABLE  VIII 
Toxemia 

White  Non-White 


None  8 10 

Pre-eclampsia  2 0 

Eclampsia  1 4 

HCVD  1 1 

? 0 5 

12  20 


Five  patients  died  with  eclampsia  being  the 
primary  cause  in  1968.  Two  of  these  had  no 
prenatal  care  at  all.  Another  was  a 22  year  old 
gravida  i,  para  0,  abortus  0,  who  convulsed  at 
home  and  was  admitted  in  a coma.  She  de- 
livered a stillborn  infant  and  died  one  hour 
postpartum.  One  patient  was  admitted  in  a 
coma,  never  delivered,  and  died  in  24  hours. 
A 25-year  old  white  female,  gravida  i,  had 
eleven  prenatal  visits  with  4-f-  albuminuria 
on  the  last  two  visits  but  was  not  hospitalized 
and  died  at  home  undelivered. 

CVA’s  accounted  for  four  deaths  and  two 
of  these  were  known  hypertensives  without 
adequate  prenatal  care.  Another  patient  had 
sudden  seizures  nine  days  postpartum  and  an 
autopsy  revealed  intracerebral  hemorrhage. 
The  fourth  death  in  this  category  involved  a 
21  year  old  gravida  ii,  para  i,  abortus  0 with  a 
history  of  chronic  subdural  hematomas  and 
an  autopsy  revealed  a CVA  with  a brain 


abscess.  An  autopsy  proved  a ruptured  Berry 
aneurysm  to  be  the  cause  of  death  in  a 20-year 
old  who  died  shortly  after  delivery. 

In  the  direct  ob  cases,  there  was  one  death 
attributed  to  spinal  anesthesia  with  shock  four 
hours  postpartum  and  death  15  days  later. 

Among  the  indirect  causes  there  were 
three  hepatic  deaths.  One  of  these  received 
three  units  of  whole  blood  at  the  time  of 
Caesarean  section  and  died  72  days  later  with 
serum  hemologous  jaundice.  The  other  died 
one  day  post  Caesarean  section  with  acute 
yellow  atrophy  of  the  liver.  The  third  hepatic 
death  had  an  uncomplicated  delivery  and 
died  with  jaundice  in  a coma  28  days  post- 
partum. 

The  one  death  attributed  to  cardiac  disease 
in  1968  was  documented  at  autopsy  in  a 
47-year  old  gravida  8,  para  7 when  severe 
coronary  atherosclerosis  was  diagnosed. 

Among  the  non-related  causes  malignancy 
accounted  for  two  deaths.  The  first  was  a 
28-year  old  gravida  ii,  para  i,  who  had  had 
her  original  melanoma  removed  two  years 
prior  to  pregnancy,  but  the  melanoma  re- 
curred during  the  pregnancy.  The  other  was 
a carcinoma  of  the  maxillary  sinus  with  dis- 
tant metastasis. 

One  patient  was  murdered  by  her  husband 
51  days  after  delivery.  One  patient  shot  her 
own  pregnant  abdomen  and  C-section  yielded 
a live  baby  but  the  mother  died.  Another 
cause  of  death  unrelated  to  pregnancy  was  a 
patient  with  bilateral  lobar  pneumonia  who 
expired  three  days  after  a normal  delivery. 

The  last  case  of  unrelated  obstetrical  death 
was  due  to  a pulmonary  embolus  20  days 
post  tubal  ligation. 

Table  IX  depicts  the  outcome  of  each  preg- 
nancy. 


TABLE  IX 

Outcome: 

Abortions 

3 

No  Delivery 

5 

Delivery 

Live  Birth 

16 

Still  Birth 

9 

'33*' 
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“Twins: 

1  delivered 
1 non-delivered 

Of  the  25  patients  who  delivered,  22  were 
attended  by  an  M.  D.  and  one  was  attended 
by  a midwife. 

TABLE  X 

ATTENDING  OF  THOSE  DELIVERED 
Medical  Doctor  22 


Midwife  1 

0 2 

Not  Delivered  4 

Abortions  3 


32 

The  time  of  death  in  relation  to  labor  is 
shown  in  Table  XI. 

TABLE  XI 
Time  of  Death 


Antepartum  6 

Intrapartum  1 

Postpartum  1 day  12 

2 days  1 

3 days  2 

4 days  0 

5 days  1 

5-10  days  2 

10-20  days  2 

-f-20  days  5 
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Prenatal  care  is  always  a hard  factor  to  de- 
termine as  some  care  that  was  listed  as  “ade- 
quate” hardly  seemed  so. 

TABLE  XII 

PRENATAL  CARE  1968 


Visits 

White 

Non-White 

0 

0 

9 

1-2 

0 

0 

3-5 

1 

4 

6 or  more 

5 

4 

Some  or  adequate 

6 

3 

It  is  interesting  to  note  that  over  the  past 
five  years  the  number  of  patients  having  some 
prenatal  care  has  not  varied  greatly.  (Table 
XIII) 

Table  XIV  breaks  the  deaths  down  accord- 
ing to  counties. 

TABLE  XIV 


1968 

County 

Charleston  5 

Greenville  5 

Pickens  2 

Spartanburg  2 

Richland  3 

Fairfield  1 

Colleton  1 

Georgetown  1 

Edgefield  1 

Florence  1 

Kershaw  2 

Sumter  1 

York  1 

Clarendon  1 

Marlboro  1 

Williamsburg  1 

Beaufort  1 

Darlington  1 

Newberry  1 
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As  in  years  before,  each  death  was  cate- 
gorized as  preventable  or  non-preventable. 

In  1968  the  committee  thought  that  15  of 
the  32  deaths  were  preventable  and  17  non- 
preventable.  An  unusually  high  percentage  of 
autopsies  in  1968  made  the  cause  of  death 
apparent  in  many  cases. 


TABLE  XIII 
PRENATAL  CARE 

Visits: 


Deaths 

Total 

None 

(%) 

1-2 

3-5 

6 or 
more 

Some 

Adequate 

Unknown 

1964 

36 

7 ( 19% ) 

5 

6 

6 

— 

12 

1965 

41 

6 (14%) 

6 

6 

2 

— 

21 

1966 

36 

7(19%) 

1 

11 

5 

3 

9 

1967 

27 

10  (37%) 

1 

4 

4 

6 

2 

1968 

32 

9 (28%) 

0 

5 

9 

9 

0 
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MATERNAL  MORTALITY 


TABLE  XV 
1968 

Autopsy  22  of  32 

Preventable  15 

Non-Preventable  17 

In  the  past  the  midwives  were  the  scape- 
goat used  to  explain  the  poor  annual  statistics 
for  our  state,  but  now  they  attend  less  than 
10  per  cent  of  all  deliveries.  Many  deliveries 
in  South  Carolina  are  performed  by  busy 
general  practitioners,  and  naturally  some 
maternal  deaths  occur.  These  G.P.’s  should 


have  an  OB  consultant  available  at  all  times 
and  an  easy  referral  system  to  medical  centers 
when  problems  are  encountered. 

Other  factors  that  explain  our  perennial 
high  maternal  mortality  rate  include  a large, 
poor  rural  population  and  areas  in  the  state 
where  proper  prenatal  care  is  nonexistent  for 
the  private  or  indigent  patient. 

Facilities  for  improved  family  planning  and 
prenatal  care  must  be  provided  across  this 
state  and  trained  nurses  and  physicians  must 
be  made  available  to  staff  these  facilities. 
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Post-traumatic  Bacterial  Meningitis— W.  L.  Hand 
(Univ  of  Texas  Southwestern  Medical  School.  Dallas) 
and  J.  P.  Sanford.  Ann  Intern  Med  72:869-874 
(June)  1970. 

A retrospective  study  on  16  adult  patients  was 
performed  to  characterize  post-traumatic  meningitis. 
Although  eight  patients  developed  meningitis  within 
two  weeks  of  injury,  the  delay  was  more  than  a 
year  in  four  patients.  All  patients  had  either  a demon- 
strable skull  fracture  or  cerebrospinal  fluid  ( CSF ) 
rhinorrhea,  or  both.  Six  patients  had  recurrent  men- 
ingitis. Diplococcus  pneumoniae  was  the  infecting 
agent  in  83%  of  episodes.  Only  one  patient  died  of 
[meningitis.  Surgical  closure  of  the  CSF  fistula  was 
accomplished  in  seven  patients.  Penicillin  in  large 
doses  should  be  administered  unless  organisms  like- 
ly to  be  penicillin-resistant  are  seen  on  CSF  smear, 
and  meningitis  patients  with  a history  of  head  trauma 
should  be  evaluated  for  evidence  of  a CSF  fistula. 
Surgical  correction  is  indicated  in  patients  with  re- 
current meningitis,  late  occurrence  of  meningitis,  or 
persistent  rhinnorrhea. 


Acute  Ethchlorvynol  ( Placidyl ) Intoxication— B.  P. 
Teehan  et  al  (Georgetown  Univ  Hosp,  Washington, 
DC).  Ann  Intern  Med  72:875-882  (June)  1970. 

Six  patients  with  severe  acute  ethchlorvynol  in- 
toxication are  described.  Typically  present  were  a 
prolonged  deep  coma,  hypothermia,  marked  respira- 
tory depression,  hypotension  that  usually  responded 
to  conventional  therapy,  and  relative  bradycardia 
despite  significant  hypotension.  Complications  in- 
cluded severe  infections,  cardiorespiratory  arrest,  peri- 
pheral neuropathy,  and  pulmonary  edema.  Serum 
levels  were  as  high  as  16.6  mg/100  ml,  and  the 
distribution  space  exceeded  total  body  water.  Clear- 
ances by  peritoneal  dialysis,  forced  diuresis,  and 
hemodialysis  were  18.5,  23,  and  64  ml/min,  respec- 
tively. Hourly  removal  rates  ranged  from  85  to  210 
mg  /hr  by  forced  diuresis  and  175  to  344  mg  /hr 
by  hemodialysis.  The  serum  half-life  was  shortened 
from  over  70  hours  to  22  hours  when  hemodialysis 
was  used. 
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President’s  Page 


The  spirit  of  hope  is  the  key  to  1971.  “ hope  we  have  as  an  anchor  of  the  soul”.  Hebrews 

6:19.  Affirmative  thinking  and  positive  action  is  founded  on  the  dynamics  of  optimism.  This  is 
not  the  year  for  the  prophet  of  doom.  Pessimism  is  a negative  factor  in  human  character.  Hope- 
lessness begets  depression  that  culminates  in  inaction,  eliminating  individuals  from  life’s  contest 
by  default. 

Historians  tell  us  that  the  mid  17th  century  was  one  of  the  worst  times  the  people  of  England 
ever  faced.  There  was  war  with  France  and  Spain,  civil  war  on  English  soil,  and  the  plague  was 
raging  everywhere.  At  this  time  a country  squire  built  a church  at  Staunt  on  Harold.  Visitors  to 
this  quiet  village  in  Leicestershire  will  find  this  inscription  on  a tablet  in  the  floor  of  the  village 
church,  “In  the  year  1653  when  all  things  sacred  throughout  the  nation  were  either  demolished 
or  profaned.  Sir  Robert  Shirley,  Baronet,  founded  this  church;  whose  singular  praise  it  is  to  have 
done  the  best  things  in  the  worst  times”. 

The  year  1809  was  one  of  the  bleakest  in  the  world’s  history.  Napoleon  was  running  roughshod 
over  the  nations  of  Europe;  the  great  battles  were  the  world’s  biggest  news.  In  that  very  year, 
1809,  some  babies  were  born,  none  of  whose  birth  made  the  headlines.  In  England  the  Glad- 
stones had  a baby  boy  that  year,  and  named  him  William.  He  was  to  bring  in  a new  era  of 
world  diplomacy.  The  same  year  the  Tennysons  named  their  infant  Alfred.  In  a frontier  cabin 
in  America  the  Lincolns  named  their  baby  Abraham.  Little  Edgar  Allen  Poe  and  little  Cyrus 
McCormick  both  saw  the  light  of  day.  When  the  Mendelssohns  christened  their  boy  Felix  that 
year  they  did  not  know  he  would  give  to  the  world  a new  appreciation  of  music.  Yes,  1809  was 
the  bleakest  year  of  all,  they  said,  not  knowing  it  was  to  give  to  the  world,  among  others, 
William  Gladstone,  Abraham  Lincoln,  Cyrus  McCormick,  Charles  Darwin,  Alfred  Tennyson, 
Edgar  Allen  Poe,  Oliver  Wendel  Holmes,  Felix  Mendelssohn  — who  in  science  and  art  and 
statesmanship  would  usher  in  a new  era. 

Once  there  was  another,  even  darker,  year.  The  mailed  fist  of  the  Roman  Empire  was  oppress- 
ing the  people,  and  they  were  being  driven  to  enroll  for  another  tax.  A little  boy  was  bom  to 
a stranger  in  town.  They  were  so  poor  they  had  no  cradle,  and  the  baby  was  laid  in  a manger. 
Only  shepherds  in  the  field  heard  the  words,  “good  tidings”,  “great  joy”,  “to  all  people”,  “a 
Saviour”.  They  did  not  dream  that  centuries  later  that  baby  would  be  known  as  “The  Hope  of 
the  World,  the  Christ  of  Great  Compassion”. 

Let  it  be  said  that  organized  medicine  “did  the  best  things  in  the  worst  time”.  Afford  dynamic, 
wise  leadership  in  all  things  medical  to  the  community  and  nation  — give  hope  and  compassion 
to  the  sick. 

Ben  N.  Miller,  M.  D. 
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Editorials 


Trends  in  Nursing 

The  following  is  quoted  from  a letter  cir- 
culated for  information  by  Robert  E.  Toomey, 
Director  of  the  Greenville  Hospital  System. 

“I  would  like  to  inform  you  of  the 
decision  made  by  the  Board  of  Trustees  of 
the  Greenville  Hospital  System  to  phase 
out  the  three-year  diploma  nursing  educa- 
tion program  of  the  Greenville  General 
Hospital  School  of  Nursing.  It  is,  however, 
our  plan  to  recruit  and  enroll  one  last  class 
of  students  for  the  term  beginning  in 
September,  1971,  and  graduating  the  group 
in  1974. . . . 

“We  have  given  careful  consideration  to 
overall  nursing  needs  in  the  health  care 
field,  as  well  as  social  and  economic  factors 
affecting  community  growth  and  require- 
ments. We  have  considered  the  availability 
and  supply  of  qualified  registered  nurses 
through  other  educational  endeavors.  We 
have  considered  the  planning  and  involve- 
ment of  academic  institutions  in  assuming 
responsibilities  in  the  field  of  nursing  to 
prepare  young  people  for  nursing  careers. 

“Some  of  our  institutions  of  higher  learn- 
ing, i.e.,  the  University  of  South  Carolina, 
Clemson  University,  and  the  Medical  Uni- 
versity of  South  Carolina,  have  developed 
baccalaureate  programs  in  nursing.  Asso- 
ciate degree  programs  under  the  sponsor- 
ship of  the  University  of  South  Carolina 
have  been  developed  at  the  level  of  com- 
munity colleges.  Additionally,  on  the  local 
scene,  a two-year  associate  degree  program 
is  being  planned  and  developed  by  the 
Greenville  Technical  Education  Center. 

“Founded  in  1911,  the  Greenville  General 
Hospital  School  of  Nursing  has  over  the 
years  prepared  young  women  for  nursing 
careers.  To  date,  diplomas  have  been 
awarded  to  1,453  graduates.  They  have 
distinguished  themselves  in  offering  pro- 
fessional nursing  care  to  patients  in  the 
hospitals  of  this  region  and  state,  as  well  as 
elsewhere.” 


With  the  phasing  out  of  this  program,  the 
only  remaining  three-year  nursing  program  in 
South  Carolina  which  will  be  operational  is 
at  Orangeburg  Regional  Hospital. 

The  American  Nursing  Association’s  first 
position  on  “Education  For  Nursing”  was 
described  in  the  American  Journal  of  Nursing, 
volume  65,  December,  1965.  This  was  pre- 
pared by  the  ANA  Committee  on  Education 
and  adopted  by  the  ANA  Board  of  Directors. 
Pertinent  excerpts  from  this  included  the 
following  points. 

“The  education  for  all  those  who  are 
licensed  to  practice  musing  should  take 
place  in  institutions  of  higher  education. 

“Minimum  preparation  for  beginning  pro- 
fessional nursing  practice  at  the  present 
time  should  be  baccalaureate  degree  educa- 
tion in  nursing. 

“Minimum  preparation  for  beginning 
technical  nursing  practice  at  the  present 
time  should  be  associate  degree  education 
in  nursing. 

“Education  for  assistants  in  the  health 
service  occupations  should  be  short,  in- 
tensive preservice  programs  in  vocational 
education  institutions  rather  than  on-the-job 
training  programs.” 

While  it  does  seem  commendable  for 
individuals  to  have  college  degrees,  including 
nurses,  I wonder  if  this  will  in  fact  lead  to 
better  nursing  care  services  for  patients.  It 
does  seem  that  the  nursing  profession  com- 
pared to  other  health  professions  has  perhaps 
not  received  due  recognition  and  possibly 
degree  programs  will  help  with  this  aspect  of 
professional  identity. 


From  Washington 

National  health  insurance  is  shaping  up  as 
one  of  the  major  domestic  issues  before  the 
92nd  Congress  with  catastrophic  illness 
coverage  gaining  support  from  both  Demo- 
crats and  Republicans. 

Senator  Russell  B.  Long  (D.,  La.)  an- 
nounced that  he  would  offer  a catastrophic 
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illness  coverage  plan  to  the  finance  committee 
of  which  he  is  chairman. 

Long’s  plan  called  for  the  government  to 
pay  80  percent  of  all  medical  costs  beyond 
the  first  60  days  of  hospitalization  or  the  first 
$2,000  of  physicians’  bills  for  all  Americans 
who  pay  social  security  taxes  and  are  under 
65.  He  estimated  the  cost  at  $2.5  billion  a 
year  to  be  financed  by  a one-half  of  one  per- 
cent increase  in  social  security  taxes,  to  be 
shared  equally  by  employers  and  employees. 

Congress  in  the  final  days  of  the  91st  Con- 
gress approved  an  important  medical  bill 
dealing  with  family  practice.  The  main  fea- 
ture of  the  family  practice  legislation  author- 


ized a three-year,  $225  million  program  to 
help  medical  schools  establish  and  operate 
departments  to  train  family  physicians. 

Only  nine  U.  S.  medical  schools  already 
have  established  departments  of  family  prac- 
tice (one  of  which  is  the  Medical  University 
of  South  Carolina),  and  chief  sponsors  of  the 
legislation  hailed  its  passage  as  an  important 
step  toward  alleviating  the  shortage  of  family 
physicians  and  slowing  down  the  trend  to 
specialization  in  the  practice  of  medicine.  It 
was  praised  as  “a  significant  step  in  the  efforts 
of  Congress  to  meet  the  health  crisis  facing 
this  nation.” 


SCMA 

COMMITTEE  ON  COOPERATIVE  ACTIVITIES  - 1970  SUBCOMMITTEES 

TERM 

ADVISORY  COMMITTEE  TO  THE  WOMAN’S  AUXILIARY  EXPIRES 


Thomas  Parker,  Chairman 

110  S.  Calhoun  St. 

Greenville 

29601 

1971 

Davis  D.  Moise 

34  E.  Calhoun  St. 

Sumter 

29150 

1971 

William  P.  Turner 

P.  O.  Box  979 

Greenwood 

29646 

1973 

Ben  N.  Miller,  Ex  Officio 

1433  Gregg  St. 

Columbia 

29201 

M.  L.  Meadors,  Ex  Officio  113  N.  Coit  St.  Florence 

COMMITTEE  ON  ALCOHOLISM  AND  DRUG  ADDICTION 

29501 

Robert  S.  Solomon,  Chairman 

Moncks  Corner 

29461 

1971 

Harold  W.  Moody 

975  Church  St. 

Spartanburg 

29303 

1971 

Layton  McCurdy 

SO  Barre  St. 

Charleston 

29401 

1971 

Donald  L.  Duerk 

1605  N.  Kings  Hwy. 

Myrtle  Beach 

29577 

1972 

Joseph  Marshall 

80  Barre  St. 

Charleston 

29401 

1972 

William  S.  Hall,  Ex  Officio 

Dept,  of  Mental  Health 

Columbia 

29202 

1972 

Hunter  Rentz  1410  Blanding  St. 

COMMITTEE  ON  EYE  BANK 

Columbia 

29201 

1973 

John  H.  Young,  Chairman 

1417  Hampton  St. 

Columbia 

29201 

1972 

James  H.  Gressette 

920  Holly  St.,  NE 

Orangeburg 

29115 

1971 

Clay  W.  Evatt,  Jr. 

91  Ruteldge  Ave. 

Charleston 

29401 

1971 

Shepard  N.  Dunn 

1520  Laurel  St. 

Columbia 

29201 

1972 

George  R.  Cousar,  Jr.  606  Pendleton  St. 

COMMITTEE  ON  RELIGION  AND  MEDICINE 

Greenville 

29601 

1973 

Robert  F.  Goldie,  Chairman 

1221  Gregg  St. 

Columbia 

29202 

1972 

John  May 

102  Lindsay  St. 

Bennettsville 

29512 

1971 

Elbert  N.  Johnson 

2011  Hampton  St. 

Columbia 

29204 

1971 

N.  B.  Baroody 

376  W.  Palmetto  St. 

Florence 

29501 

1972 

Norman  O.  Eaddy 

201  N.  Washington  St. 

Sumter 

29150 

1973 

Robert  G.  Mann 

Box  552 

Easley 

29640 

1973 
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PROTEIN  CONTENT/  7 oz.  Serving* 


Bean  with  Bacon 

6.8 

Green  Pea  with  Ham  (Frozen) 

7.6 

Beef 

8.0 

Hot  Dog  Bean 

8.4 

Chicken  Broth 

5.5 

Pepper  Pot 

6.1 

Chicken  ’N  Dumplings 

5.8 

Split  Pea  with  Ham 

10.2 

Chili  Beef 

6.2 

Vegetable  Beef 

5.0 

Green  Pea 

6.9 

Vegetable  with  Beef  (Frozen) 

5.4 

here’s  a soup 
for  almost  every  patient  and  diet 
.for  every  meal 
and,  it's  made  by 


When  protein  is  the  focal  point  in  your  patients' 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 


* From  “Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 


IlL.  ■ ’ 


A distinctive  combination  containing  1 mg.  of  ethynodiol  diacetate , 

Searle’s  unique  progestin  with  an  unmatched  record  of 

acceptance  in  oral  contraception , and  50  meg.  of  ethinyl  estradiol. 

The  same  low  incidence  of  breakthrough  bleeding  and  of  other  side  effects  you  have 
come  to  appreciate  with  ethynodiol  diacetate  and  mestranol  plus 
all  the  convenient  dosage  schedule  and  packaging  features  you  expect  from  Searle. 

The  choice  is  yours! 


mr * 


c^-JregQoice 


m oral  contraception  y 

GDem/uleti, 

Each  tablet  contains  1 mg  ethynodiol  diacetate  1 50  meg  ethinyl  estradiol 


Actions — Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output 
of  gonadotropins  from  the  pituitary  gland.  Demulen  depresses  the  out- 
put of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH ) . 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  prod- 
uct. The  effectiveness  of  the  sequential  products  appears  to  be  some- 
what lower  than  that  of  the  combination  products.  Both  types  provide 
almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use 
of  hormonal  contraceptives  has  now  been  shown  in  studies  conducted 
in  both  Great  Britain  and  the  United  States.  Other  risks,  such  as  those 
of  elevated  blood  pressure,  liver  disease  and  reduced  tolerance  to  car- 
bohydrates, have  not  been  quantitated  with  precision.  Long-term  ad- 
ministration of  both  natural  and  synthetic  estro- 
gens in  subprimate  animal  species  in  multiples 
of  the  human  dose  increases  the  frequency  of 
some  animal  carcinomas.  These  data  cannot  be 
transposed  directly  to  man.  The  possible  car- 
cinogenicity due  to  the  estrogens  can  be  neither 
affirmed  nor  refuted  at  this  time.  Close  clinical 
surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication— Demulen  is  indicated  for  oral  con- 
traception. 

Contraindications — Patients  with  thrombophle- 
bitis, thromboembolic  disorders,  cerebral  apo- 
plexy or  a past  history  of  these  conditions,  mark- 
edly impaired  liver  function,  known  or  suspected 
carcinoma  of  the  breast,  known  or  suspected 
estrogen-dependent  neoplasia  and  undiagnosed 
abnormal  genital  bleeding. 

Warnings — The  physician  should  be  alert  to 
the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  dis- 
orders, pulmonary  embolism  and  retinal  throm- 
bosis). Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mor- 
tality in  Great  Britain  and  studies  of  morbidity 
in  the  United  States  have  shown  a statistically 
significant  association  between  thrombophlebitis, 
pulmonary  embolism,  and  cerebral  thrombosis 
and  embolism  and  the  use  of  oral  contraceptives. There  have  been  three 
principal  studies  in  Britain1  3 leading  to  this  conclusion,  and  one1  in 
this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
the  study  by  Vessey  and  Doll'1  was  about  sevenfold,  while  Sartwell  and 
associates1  in  the  United  States  found  a relative  risk  of  4.4,  meaning 
that  the  users  are  several  times  as  likely  to  undergo  thromboembolic 
disease  without  evident  cause  as  nonusers.  The  American  study  also 
indicated  that  the  risk  did  not  persist  after  discontinuation  of  adminis- 
tration, and  that  it  was  not  enhanced  by  long-continued  administration. 
The  American  study  was  not  designed  to  evaluate  a difference  between 
products.  However,  the  study  suggested  that  there  might  be  an  in- 
creased risk  of  thromboembolic  disease  in  users  of  sequential  products. 
This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this 
finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  par- 
tial or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal  vas- 
cular lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated, 
it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the  prescribed 
schedule  the  possibility  of  pregnancy  should  be  considered  at  the  time 
of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions — The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear,  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subprimate 
animals.  Endocrine  and  possibly  liver  function  tests  may  be  affected 
by  treatment  with  Demulen.  Therefore,  if  such  tests  are  abnormal  in 
a patient  taking  Demulen,  it  is  recommended  that  they  be  repeated 


after  the  drug  has  been  withdrawn  for  two  months.  Under  the  influ- 
ence of  progestogen-estrogen  preparations  preexisting  uterine  fibromy- 
omas  may  increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all  cases 
of  irregular  bleeding  per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  undiagnosed  bleeding  per  vaginam  adequate  diag- 
nostic measures  are  indicated.  Patients  with  a history  of  psychic  de- 
pression should  be  carefully  observed  and  the  drug  discontinued  if  the 
depression  recurs  to  a serious  degree.  Any  possible  influence  of  pro- 
longed Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contra- 
ceptives. The  mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Demulen 
therapy.  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with 
Demulen  may  mask  the  onset  of  the  climacteric. 
The  pathologist  should  be  advised  of  Demulen 
therapy  when  relevant  specimens  are  submitted. 
Susceptible  women  may  experience  an  increase 
in  blood  pressure  following  administration  of 
contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiv- 
ing oral  contraceptives — A statistically  significant 
association  has  been  demonstrated  between  use 
. of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary 
embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of 
an  association,  such  a relationship  has  been 
neither  confirmed  nor  refuted  for  the  following 
serious  adverse  reactions;  neuro-ocular  lesions, 
e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to 
occur  in  patients  receiving  oral  contraceptives : 
nausea,  vomiting,  gastrointestinal  symptoms 
(such  as  abdominal  cramps  and  bloating),  break- 
through bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment, 
am  edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement  and  secretion),  change  in  weight  (increase  or 
decrease),  changes  in  cervical  erosion  and  cervical  secretions,  suppres- 
sion of  lactation  when  given  immediately  post  partum,  cholestatic  jaun- 
dice, migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible 
individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  confirmed 
nor  refuted  : anovulation  post  treatment,  premenstrual-like  syndrome, 
changes  in  libido,  changes  in  appetite,  cystitis-like  syndrome,  head- 
ache, nervousness,  dizziness,  fatigue,  backache,  hirsutism,  loss  of 
scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagic 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  re- 
tention and  other  tests;  coagulation  tests:  increase  in  prothrombin, 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PB1  and 
butanol  extractable  protein  bound  iodine,  and  decrease  in  T3  uptake 
values;  metyrapone  test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Con- 
traception and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13: 
267-279  (May)  1967.  2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.  : In- 
vestigation of  Deaths  from  Pulmonary,  Coronary,  and  Cerebral 
Thrombosis  and  Embolism  in  Women  of  Child-Bearing  Age,  Brit. 
Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey,  M.  P.,  and  Doll,  R.: 
Investigation  of  Relation  Between  Use  of  Oral  Contraceptives  and 
Thromboembolic  Disease.  A Further  Report,  Brit.  Med.  J.  2:651- 
657  (June  14)  1969.  4.  Sartwell,  P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.; 
Greene,  G.  R.,  and  Smith,  H.  E.  : Thromboembolism  and  Oral  Con- 
traceptives: An  Epidemiologic  Case-Control  Study,  Amer.  J.  Epidem. 
90: 365-380  (Nov.)  1969.  0A4 
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Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  fasten  patient  acceptance 
Relieves  G.l.  gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


Stuart 


PHARMACEUTICALS  Pasadena,  Calif.  91109 


Division  of  Atlos  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


COMMITTEE  ON  LIAISON  WITH  ALLIED  PROFESSIONS 


Plarry  B.  Mays,  Chairman 

P.  O.  Drawer  98 

Fair  Play 

29643 

1972 

Patrick  H.  Dennis 

1-C  Ashley  House 

Charleston 

29401 

1971 

T.  Marion  Davis 

E.  Rigby  St. 

Manning 

29102 

1972 

P.  Eugene  Payne 

1818  Henderson  St. 

Columbia 

29201 

1973 

Sayge  H.  Anthony 

Vardry  Medical  Ct. 

Greenville 

29601 

1973 

COMMITTEE  ON  MENTAL 

RETARDATION 

Robert  Brownlee,  Chairman 

13  Medical  Ct. 

Greenville 

29601 

1973 

B.  Owen  Ravenel 

104%  Rutledge  Ave. 

Charleston 

29401 

1971 

Frank  Wrenn 

123  Mallard  St. 

Greenville 

29601 

1971 

Bruce  Ford 

Pinewood  Mall 

Spartanburg 

29303 

1971 

Louis  P.  Jervey 

80  Barre  St. 

Charleston 

29401 

1971 

Roy  Suber 

Whitten  Village 

Clinton 

29325 

1973 

ADVISORY  COMMITTEE  TO  CRIPPLED  CHILDREN’S  SOCIETY 


Joseph  I.  Waring,  Chairman 

80  Barre  St. 

Charleston 

29401 

1972 

Francis  I.  Doyle 

Pyatt  Medical  Bldg. 

Georgetown 

29440 

1971 

Clark  S.  Collins 

10  S.  Leach  St. 

Greenville 

29601 

1971 

William  Weston,  III 

310  Middle  St. 

Mt.  Pleasant 

29464 

1971 

John  E.  Keith 

711  N.  Church  St. 

Spartanburg 

29303 

1971 

William  Weston,  Jr. 

1515  Bull  St. 

Columbia 

29201 

1971 

Julian  P.  Price 

248  S.  Irby  St. 

Florence 

29501 

1972 

C.  Guy  Castles 

1417  Gregg  St. 

Columbia 

29201 

1972 

O.  B.  Mayer 

1220  Pickens  St. 

Columbia 

29201 

1972 

Sam  G.  Lowe,  Jr. 

1243  Ebenezer  Rd. 

Rock  Hill 

29730 

1973 

John  P.  Booker 

Medical  Ctr. 

Walhalla 

29691 

1973 

Clarence  E.  Morgan 

1900  Oak  St. 

Columbia 

29204 

1973 

George  D.  Johnson 

157  Pine  St. 

Spartanburg 

29302 

1973 

Joel  Wyman 

309  E.  Greenville  St. 

Anderson 

29621 

1973 

Ben  N.  Miller,  Ex  Officio 

1433  Gregg  St. 

Columbia 

29201 

1973 

COMMITTEE  ON  MEDICAL  ASPECTS  OF  SPORTS 


E.  M.  Luneeford,  Chairman 

2709  Laurel  St. 

Columbia 

29204 

1973 

James  L.  Hughes 

Springs  Mills 

Chester 

29706 

1971 

W.  R.  Henderson 

711  N.  Church  St. 

Spartanburg 

29303 

1971 

Walton  L.  Ector 

1243  Savannah  Hwy. 

Charleston 

29407 

1971 

William  B.  Evins 

100  Memminger  St. 

Greenville 

29601 

1971 

James  G.  Johnson 

870  Holly  St.,  NE 

Orangeburg 

29115 

1972 

Edwin  R.  Wallace,  III 

1946  Burr  St. 

Barnwell 

29812 

1972 

Judson  E.  Hair 

Clemson  University 

Clemson 

29631 

1973 

ADVISORY  COMMITTEE  TO 

THE  DEPARMENT  OF  PUBLIC  WELFARE 

John  R.  Timmons,  Chairman 

1639  Brabham  Ave. 

Columbia 

29204 

1971 

Mary  T.  Tobin 

1608  Kathwood  Dr. 

Columbia 

29206 

1971 

David  E.  Tribble 

1400  Barnwell  St. 

Columbia 

29201 

1971 
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MEDICAL  ADVISORY  COMMITTEE  TO  S.  C.  VOCATIONAL  REHABILITATION 
DEPARTMENT 


Ben  N.  Miller,  Chairman 

1433  Gregg  St. 

Columbia 

29201 

State  Med.  Consultant 

Harry  J.  Metropol 

1609  E.  Brabham  Ave. 

Columbia 

29204 

G.  S. 

1971 

James  M.  Timmons 

1639  Brabham  Ave. 

Columbia 

29204 

O.T.O. 

1971 

Robert  N.  Milling 

1410  Blanding  St. 

Columbia 

29201 

Psy. 

1971 

Elgar  P.  Ellis,  Jr. 

608  Sherry  Dr. 

Anderson 

29621 

Anes. 

1972 

Malcolm  L.  Marion 

121  Main  St. 

Chester 

29706 

G.  P. 

1972 

Peter  C.  Gazes 

80  Barre  St. 

Charleston 

29401 

I.  M. 

1972 

Francis  H.  Gay 

1517  Gregg  St. 

Columbia 

29201 

Ortho. 

1972 

Charlton  P.  Armstrong 

Vardry  Medical  Ct. 

Greenville 

29601 

Urol. 

1972 

J.  Kilgo  Webb 

12  S.  Calhoun  St. 

Greenville 

29601 

G.  S. 

1973 

Richard  M.  Christian 

Medical  Ctr. 

Greenwood 

29646 

I.  M. 

1973 

Luther  C.  Martin 

82  Rutledge  Ave. 

Charleston 

29401 

N. 

1973 

J.  Howard  Stokes 

161  W.  Cheves  St. 

Florence 

29501 

Ophth. 

1973 

E.  Kenneth  Aycock 

State  Board  of  Health 

Columbia 

29201 

State  Health  Officer 

(Vacancies  on  this  Committee  are  filled  by  nomination  of  the  S.  C.  State  Agency  of  Vocational 
Rehabilitation,  and  confirmed  by  the  Council  and  President  of  the  South  Carolina  Medical  Asso- 
ciation. ) 
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ROLE  OF  MEDICAL  PROFESSION  IN  SOUTH  CAROLINA 
AT  THIS  TIME  OF  RAPID  CHANGE 


During  and  just  after  World  War  II,  the 
S.  C.  Medical  Association  entered  into  a 
contract  with  the  U.  S.  Government  to  fur- 
nish Medical  Care  in  hospitals  for  depend- 
ents of  Armed  Service  Personnel.  At  this 
time  the  Grievance  or  Mediation  Committee 
of  the  S.  C.  Medical  Association  sat  as  a 
court  to  adjudicate  differences  on  charges 
made  by  physicians.  All  physicians  abided 
by  the  decision  of  this  committee.  Certain 
fees  were  set  down  in  the  contract  between 
the  Medical  Association  and  the  U.  S.  Gov- 
ernment. About  5 years  ago  we  had  the 
introduction  of  Medicare  and  Medicaid.  The 
Committee  on  Finance  of  the  U.  S.  Senate 
has  recently  stated  “the  two  programs  are 
also  adversely  affecting  health  care  cost  and 
financing  for  the  general  population”.  Gov- 
ernment reports  disclose  a serious  financial 
situation  concerning  these  two  programs  but 
figures  disclose  an  even  more  serious  situa- 
tion than  they  admit.  For  example,  the 
entire  H.E.W.  is  now  spending  at  an  annual 
rate  of  over  59  billion  dollars  per  year.  This 
is  more  than  all  profits  after  taxes  of  all 
the  Corporations  of  the  United  States.  (59 
Billion  vs.  48.5  Billion  after  Taxes.) 

The  report  of  the  Finance  Committee 
goes  on  to  state : 

“The  Key  to  making  the  present  system 
workable  and  acceptable  is  the  Physician 
and  his  Medical  Society”.  The  suggestion 
is  made  that  the  profession  needs  to  “Police 
and  discipline  itself”. 

The  Senate  Finance  Committee  has 
sounded  this  warning. 

“We  fear  that  virtually  insurmountable 
pressures  will  develop  for  alternative  con- 
trol procedures  which  may  be  arbitrary, 
rigid,  and  insensitive  to  the  legitimate  needs 
of  both  the  patient  and  his  physician”. 

The  Medical  Profession  in  S.  C.  is  con- 
scious today  of  the  forces  that  are  plunging 
us  headlong  toward  socialized  medicine  and 
its  many  evils.  The  Nixon  Administration 


through  H.E.W.  has  warned  of  this  head- 
long plunge  and  is  urging  physicians  to 
enter  into  the  planning  to  try  and  pull  some 
order  out  of  chaos  if  wTe  continue  to  the  end 
that  some  of  the  socialistic  groups  such  as 
the  committee  of  100  represented  by  Sena- 
tors Kennedy,  Yarborough,  U.A.W.,  etc. 
would  lead  us. 

The  S.  C.  Medical  Association  in  light  of 
the  vast  changes  since  the  advent  of  Medi- 
care and  Medicaid  has  tried  to  cooperate 
with  all  third  party  financing  health  care 
in  this  state.  At  the  beginning  of  Medicare, 
people  were  told  that  they  would  have  60 
days  of  hospitalization  and  120  days  of 
nursing  home  care.  Now  each  medical  staff 
at  each  hospital  in  this  state  has  an  organ- 
ized utilization  committee  of  physicians 
which  Social  Security  requires  and  each 
patient’s  chart  is  reviewed  after  12  days  to 
determine  if  hospitalization  is  still  necessary 
This  is  in  spite  of  the  physician  certifying 
when  he  admits  the  patient  that  hospitaliza- 
tion is  necessary.  One  week  later  the  chart 
is  reviewed  again  and  one  month  later  again. 
Even  if  the  committee  oks  the  hospitaliza- 
tion, the  chart  is  reviewed  by  the  Medicare 
Carrier  (in  this  state,  Blue  Cross-Blue 
Shield)  and  they  have  the  authority  to 
refuse  to  pay  the  hospital  if  they  think  hos- 
pitalization unnecessary. 

Nursing  Home  Care  under  Medicare  is 
only  obtainable  if  you  can  prove  the  patient 
can  be  rehabilitated. 

Council  on  Medical  Service  of  American 
Medical  Association  has  advocated  for  some- 
time that  Professional  Review  Activities  by 
local  and  state  societies  be  instituted.  At  the 
last  Annual  Meeting  of  the  S.  C.  Medical 
Association,  a Peer  Review  Committee  was 
set  up  on  a state  level  to  adjudicate  differ- 
ences in  fees  charged  for  clients  of  D.P.W. 
and.  also,  for  Medicare  recipients  and  this 
committee  is  now  functioning  along  with 
Professional  Committees  of  Medicare  and 
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Medicaid.  The  decisions  of  this  committee 
can  he  appealed  to  the  Mediation  Committee 
of  the  S.  C.  Medical  Association,  which  is  the 
Supreme  Court  of  the  Association,  and  the 
physicians  abide  bv  its  decision.  Council  of 
S.  C.  Medical  Association  has  been  furnished 
a list  of  doctors  who  are  accused  of  abusing 
Medicare  or  Medicaid  and  if  they  are  in- 
dicted and  convicted,  the  State  Board  of 
Medical  Examiners,  composed  of  doctor 
members  of  the  S.  C.  Medical  Association, 
have  the  authority  to  revoke  their  license. 
It  should  be  noted  that  Medicare  fees  were 
frozen  as  of  January  1,  1069,  by  the  Social 
Security  Administration. 

It  should  also  be  noted  that  in  1969,  when 


the  news  media  mentioned  a list  of  physi- 
cians who  had  received  a large  amount  of 
money  each  year  from  Medicare  and  Medi- 
caid, the  Medical  Association  offered  to 
Governor  McNair  a committee  of  the  Medi- 
cal Association  to  help  prevent  abuses  of 
Title  XIX,  which  is  the  Medicaid  Program 
administered  by  the  Department  of  Welfare 
in  this  state.  This  committee  functioned  up 
until  this  year  when  a permanent  Peer  lie- 
view  Committee  was  appointed  which  is 
now  in  operation. 

Note:  Peer  Review  means  review  of  services 
and  charges  of  physicians  by  a com- 
mittee made  up  of  members  of  the 
S.  C.  Medical  Association. 

by  Harold  P.  Hope,  M.D. 
Chairman  of  Council 


FACTS  ON  MEDICARE  AND  MEDICAID 


Physicians  believe  some  federal  officials 
are  trying  to  blame  the  medical  profession 
for  the  soaring  costs  of  Medicare  and  Medi- 
caid by  telling  the  public  only  half  the 
story.  Below  are  some  of  the  reported  — and 
unreported  — sides  of  the  story. 
REPORTED:  Doctors  get  the  lion’s  share  of 
each  Medicare-Medicaid  dollar. 
UNREPORTED:  Social  Security  Admin- 

istration records  show  that  during  fiscal 
year  1969,  doctors  received  only  18  cents  of 
each  Medicare-Medicaid  dollar.  Hospitals 
and  nursing  homes  received  70  cents. 
REPORTED:  Doctors  charge  what  they 
please  under  Medicare  and  Medicaid.  A gov- 
ernment ceiling  on  doctors’  fees  would  pre- 
vent this. 

UNREPORTED:  Ceilings  WERE  placed  on 
doctors’  fees  for  Medicare  and  Medicaid  on 
January  1,  1969,  but  have  had  little  effect 
on  overall  costs.  Medicare  expenditures,  for 
instance,  increased  from  $5.3  billion  during 
fiscal  1968  to  $6.5  billion  in  1969. 
REPORTED:  The  total  government  health 
care  bill  has  jumped  to  about  $22.5  billion — 
an  outrageous  figure. 


UNREPORTED : Americans  spend  almost 
as  much — $21.1  billion  — each  year  on  beer, 
wine  and  whiskey. 

REPORTED:  A government-run,  national 
compulsory  health  care  insurance  system  is 
an  effective  and  efficient  alternative  to  the 
present  system. 

UNREPORTED:  Even  the  Senate  Finance 
Committee  reports  admit  administration  of 
Medicare  - and  Medicaid  is  “erratic,  in- 
efficient and  costly”.  Do  we  want  more  of 
the  same?  Average  patient  stay  in  the  pri- 
vate hospital  is  between  7 and  9 days  at  an 
estimated  average  cost  of  $57  a day.  Average 
daily  stay  in  government  hospitals  is  25  to 
35  days  — with  costs  between  $100  and  $150 
per  day. 

REPORTED:  More  than  2,500  doctors  and 
900  groups  earned  $25,000  or  more  from 
Medicare  in  1968. 

UNREPORTED : The  physicians  named 

represent  only  about  3 percent  of  the  doctors 
treating  Medicare  patients.  Furthermore,  a 
majority  specialize  in  the  treatment  of 
elderly  patients,  who  comprise  the  bulk  of 
their  practice.  Fraud?  Since  Medicare  began 
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tablet  q.i.d. 


Welcome  back,  Ann 


A 

BUILDING  BLOCK 
TO  RECOVERY 


As  adjunctive  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 

Trypiin  100  000  NF  Untts,  Chymotrypsin  8.000  N.F.  Units; 
equivalent  .n  tryptic  activity  to  40  mg  ot  N.F  trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


Orte  fabletq.i.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  In  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  Increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  In  controlled  studies.  It 
has  been  seen  with  equal  incidence  in  placebo-treated 
4 groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Douga:  One  tablet  q.i.d. 

I r^TI  the  national  drug  company 

I Hit  I DIVISION  of  RICHARDSON  MERRELL  INC 

* |U  U|  PHILADELPHIA,  PENNSYLVANIA  19*44 

TRADEMARK  ftITABS  U.S.  PATENT  NO  3.004.693  9/70  0-0O9A  161 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  B 8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F  trypsin 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC — comprehensive 
therapy  that  combats  all  three  major  vaginal 
pathogens,  alone  or  in  combination. 

AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 


Contraindications:  Known  sensitivity  to  sulfonamides. 

Precautions/ Adverse  Reactions:  The  usual  precautions  for  topical 
and  systemic  sulfonamides  should  be  observed  becouse  of  the  pos- 
sibility of  absorption.  Burning,  increased  local  discomfort,  skin 
rash,  urticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  Intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV-OOTA  7/70  Y 149 


The  causes  of  vaginitis 
are  multiple 


Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


AVC 

The  treatment  is  singular 


sterile  solution  ( 300  mgl  per  ml. ) 


Consider  Lincocin 

(lincomycin  hydrochloride  monohydrgje,  Upjohn) 


No.lMJ 

18  cc.  Vial  Sterile  Solution 

Lincocin® 

(lincomycin 
!t>drochlori<Je  Injection) 

to  v to  100  mg.  percc. 

lincomycin  


Upjohn 


3 Gm.  per  10  cc.  | . 

CiiBtn:  Federal  law  woMbitt  1 ; 


For  your  convenience 
in  2 ml.  and  10  ml.  vials... 


3 r>  c 


io  Z3 


®z 


f 

3yThe  Upjohn  Company  JA70-9835  MED  B-4-S  (KZL-5) 


Upjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  4901 


When  irritable  colon  feels  like  this 


. in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED' 
provides  more  complete  relief : 


□ belladonna  alkaloids— for  the  hyper- 
active bowel  □ simethicone  — for  ac- 
companying distension  and  pain  due  to 
gas  Dphenobarbital  — for  associated 
anxiety  and  tension 

Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 


belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 
nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/ sedati  ve/antiflatulent 


in  1966  only  TWO  doctors  — just  TWO  — 
have  been  convicted  of  fraud. 

REPORTED:  One  doctor  in  Colorado  was 
paid  $326,000  in  Medicare  fees  in  1968. 
UNREPORTED:  The  $326,000  actually  went 
to  124  doctors  at  Colorado  General  Hospital. 
One  doctor  signed  the  bills  for  the  entire 
medical  staff,  a procedure  authorized  by 
Medicare  law. 

REPORTED:  Doctors’  fees  have  jumped  53 
percent  since  1957. 

UNREPORTED:  Wages  and  benefits  for  all 
employed  people  jumped  70  percent  during 
the  same  period,  and  a doctor’s  purchasing- 
power  has  declined  40  percent  since  1957. 
REPORTED : Doctors  don’t  care  about  ris- 
ing health  care  costs. 

UNREPORTED:  The  medical  profession  is 
taking  definite  steps  to  cut  its  share  of  the 
bill  — steps  such  as  organizing  effective 
“peer  review”  or  watchdog  committees  to 
check  on  fees  charged  by  fellow  doctors. 
Cooperation  between  the  doctor,  patient  and 
government  agencies  can  cut  costs  while 
guaranteeing  continued  quality  health  care. 


REPORTED:  During  fiscal  1968,  Medicare 
costs  ballooned  to  $5.3  billion. 
UNREPORTED:  To  win  people  as  voters 
without  scaring  them  as  taxpayers,  bureau- 
crats in  1965  said  Medicare  would  cost  only 
about  $2  billion  a year.  Organized  medicine 
warned  it  would  cost  from  $4  to  $5  billion. 
Who  was  right? 

REPORTED:  Doctors  are  keeping  patients 
in  expensive  private  hospitals  too  long,  when 
nursing  homes  would  suffice  in  some  cases. 
UNREPORTED:  Physicians  are  heading 
Peer  Review  Committees  and  Utilization 
Committees  to  check  each  patient’s  chart 
after  12  daj’s  in  the  hospital,  again  a week 
later,  and  then  again  one  month  later,  in  an 
attempt  to  cut  down  on  the  utilization  of 
hospitals  by  Medicare  and  Medicaid  pa- 
tients. It  is  very  difficult  to  get  patients  out 
of  the  hospital  when  they  feel  like  Medicare 
owes  them  this  period  of  hospitalization,  as 
they  were  told  in  1965. 

by  Harold  P.  Hope,  M.D. 

Chairman  of  Council 
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Dr.  Robert  Burley  of  Clemson  was  in- 
stalled as  president  of  the  South  Carolina 
Chapter  of  the  American  Academy  of  Gen- 
eral Practice  during  its  22nd  Annual  Sci- 
entific Assembly.  Dr.  Ira  B.  Horton  of 
Orangeburg  will  serve  as  president-elect, 
Dr.  Robert  L.  Ramseur  of  Conway  will  be 
secretary  and  Dr.  Rufus  H.  Cain  of  Dillon 
will  be  treasurer.  Dr.  Robert  Taylor,  Jr.  of 
Columbia  and  Dr.  Glen  Askins,  Jr.  of  Mar- 
ion addressed  sessions  of  the  American 
Heart  Association  at  its  annual  meeting  and 
scientific  sessions  in  Atlantic  City  on 
November  17-19. 

The  Board  of  Trustees  of  the  Lexington 
County  Hospital  announced  Dr.  F.  Robert 
Clark  as  chief  of  staff.  Dr.  Clark  graduated 
from  the  Medical  University  of  South  Caro- 
lina. Dr.  R.  Garrison  Latimer  will  be  chief 
of  general  practice  and  Dr.  Edmund  R.  Tay- 
lor will  serve  as  chief  of  surgery.  Chief  of 
the  laboratory  will  be  Dr.  Guy  A.  Calvert, 
Jr.  and  Dr.  Jerry  D.  Rothstein  will  be  chief 
of  the  x-ray  department.  Dr.  Rodney  Fitz- 
gibbon  was  named  chief  of  obstetrics  and 
gynecology  and  Dr.  James  T.  Wiggins  was 
named  chief  of  pediatrics. 

Dr.  Edward  J.  Dennis,  professor  of  ob- 
stetrics and  gynecology  at  the  Medical  Uni- 
versity of  South  Carolina,  has  been  named  to 
succeed  Dr.  George  C.  Smith  of  Florence  as 
South  Carolina  representative  on  the  Coun- 
cil of  the  Southern  Medical  Association.  Dr. 
Gerald  D.  Fielder  of  Union  has  been  re- 
elected to  active  membership  in  the  Ameri- 
can Academy  of  General  Practice.  Dr.  Leon 
Hunt  of  Bishopville  will  move  into  his  new 
medical  office  building  near  Lee  County 
Memorial  Hospital  around  January  1. 

Dr.  Susanne  G.  Black  of  Dillon  has  been 
appointed  health  director  of  the  Pee  Dee 
District  of  the  South  Carolina  Board  of 


Health.  Dr.  Black  graduated  from  the  Uni- 
versity of  Minnesota  Medical  School  and 
practiced  medicine  for  20  years  in  Dillon. 
Dr.  Robert  Brownlee  has  accepted  the  posi- 
tion as  medical  education  director  for  the 
Department  of  Pediatrics  at  Greenville  Gen- 
eral Hospital.  Dr.  Brownlee  received  his 
medical  degree  at  Vanderbilt  University 
School  of  Medicine. 

Appointments  to  ten  Medical  District 
Committees  across  South  Carolina  have  been 
announced  by  Dr.  Vince  Moseley,  coordina- 
tor for  the  South  Carolina  Regional  Medical 
Program.  Doctors  on  the  committees  are : 
DISTRICT  REPRESENTATIVES 
DISTRICT  1 (APPALACHIA) 
SPARTANBURG:  David  C.  Hull,  M.D.; 
J.  P.  Coan,  M.D.;  Charles  B.  Hanna,  M.D.; 
Loren  Parmley,  Jr.,  M.D. 

CLEMSON:  William  H.  Hunter,  M.D. 
GREENVILLE:  Roland  M.  Knight,  M.D.; 
Emmett  K.  Bearden,  M.D.;  C.  W.  Harper, 
M.D.;  Sloan  P.  Martin,  M.D. 

ANDERSON : Joseph  W.  Black,  M.D. ; John 
B.  Martin,  Jr.,  M.D. 

EASLEY : George  W.  Smith,  M.D. 

SENECA:  William  R.  P.  Wilson,  M.D.; 
Charles  T.  Battle,  M.D.;  Don  A.  Richardson, 
M.D. 

BELTON : Malcolm  A.  McAllister,  M.  D. 
BLACKSBURG : Ladson  L.  DuBose,  M.D. 
GAFFNEY : G.  Preston  Edwards,  M.D. 
DISTRICT  2 (UPPER  SAVANNAH) 
GREENWOOD : William  A.  Klauber,  M.D. ; 
J.  W.  Bell,  M.D. ; J.  R.  McKinney,  M.D.; 
Margaret  Neville,  M.D. 

LAURENS : Charles  I.  Allen,  M.D. 

SALUDA:  Allen  C.  Wise,  M.D. 

DUE  WEST  : Robert  S.  Clarke,  M.D. 
DISTRICT  3 (CENTRAL  PIEDMONT) 
ROCK  HILL : George  C.  Adickes,  M.D. ; Rion 
M.  Rutledge,  M.D. 


January,  1971 
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Menrium  treats 
the  menopausal 
symptoms 

that  bother  him 


His  wife  has  a lot  of  different 
nopausal  symptoms,  but  only  a few 
lly  irritate  him.  Her  hot  flashes,  her 
tigo,  her  palpitations — that’s  her 
)blem.  What  really  bothers  him  is 
• nervousness,  her  irritability  and 
■ excessive  anxiety,  often  expressed 
endless  “book-shuffling,  chain- 
□king,  reading-lamp”  insomnia! 
Menrium  takes  care  of  hot  flashes, 
tigo,  palpitations  in  most 
nopausal  women.  Menrium 
ivides  the  well-known  antianxiety 
ion  of  chlordiazepoxide  (Librium®) 
1 water-soluble  esterified  estrogens, 
herefore  relieves  more  symptoms 
n either  component  separately, 
akes  care  of  the  vasomotor 
lptoms  as  well  as  the  emotional 
lptoms.  This  means  the  symptoms 
t bother  his  wife  most.  And  the 
lptoms  that  irritate  him  most. 

So,  to  help  them  both  get  through 
menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
be  en  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HC1.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide)  and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEG  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


5 mg  chlordiazepoxide 


5 mg  chlordiazepoxide 


1 0 mg  chlordiazepoxide 


0.2  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


CHESTER:  H.  M.  Stone,  M.D.;  C.  W.  Brice, 
Jr.,  M.D.;  James  L.  Hughes,  M.D. 
(Additional  appointments  pending  from 
Union  and  Lancaster  counties.) 

DISTRICT  4 (CENTRAL  MIDLANDS) 
COLUMBIA:  C.  Tucker  Weston,  M.D.; 
Waitus  0.  Tanner,  M.D.;  Albert  L.  Reid, 
M.D. ; John  M.  Preston,  M.D.;  R.  F.  Goldie, 
M.D. 

WEST  COLUMBIA:  William  F.  Ward,  Jr., 

M.D. 

WINNSBORO : James  D.  Turner,  M.D. 
PROSPERITY:  William  L.  Mills,  M.D. 
DISTRICT  5 (LOWER  SAVANNAH) 
ORANGEBURG:  V.  Wells  Brabham,  M.D.; 
G.  Preston  Cone,  M.D. 

AIKEN:  Kenneth  N.  Owens,  M.D.;  James 
R.  Barham,  Jr.,  M.D. 

BARNWELL  : Henry  W.  Gibson,  M.D. 
ALLENDALE : H.  Lucius  Laffite,  M.D. 
BAMBERG:  Michael  C.  Watson,  M.D. 
CAMERON:  B.  M.  Lawton,  Jr.,  M.D. 
DISTRICT  6 (SANTEE-WATEREE) 
SUMTER:  Davis  D.  Moise,  M.D.;  E.  Alex 
Heise,  M.D.;  William  F.  Bultman,  Jr.,  M.D. 
CAMDEN : Ripon  W.  LaRoche,  M.D. 
MANNING:  Clarence  E.  Coker,  Jr.,  M.D. 
BISIIOPVILLE  : Leroy  B.  Dennis,  Jr.,  M.D. 
DISTRICT  7 (PEE  DEE) 
BENNETTSVILLE : Charles  R.  May,  M.D. ; 
R.  A.  Howell,  Jr.,  M.D. 

LAUR INBURG,  N.  C. : W.  Harley  Davidson, 
M.D. 


MULLINS:  James  S.  Garner,  M.D. 

DILLON:  Swift  C.  Black,  M.D. 
HARTSVILLE : Kenneth  W.  Krueger,  M.D. 
DISTRICT  8 (WACCAMAW) 

MYRTLE  BEACH : James  G.  Tippins,  M.D. ; 
W.  Samuel  A.  Harris,  M.  D.;  Holmes  B. 
Springs,  M.D. 

CONWAY : John  D.  Gilland,  M.D.;  L.  Brad- 
ford Courtney,  M.D. 

GEORGETOWN : Robert  L.  Lumpkin,  M.D. ; 
C.  Lide  Williams,  M.D.;  Samuel  E.  Miller, 

M.D. 

KINGSTREE  : Michael  Holmes,  M.D.;  James 
F.  Connolly,  M.D.;  H.  H.  Poston,  M.D. 
DISTRICT  9 (BERKELEY  - CHARLES- 
TON - DORCHESTER) 

CHARLESTON:  Edward  F.  Parker,  M.D.; 
C.  Ford  Rivers,  Jr. ; M.D. ; J.  Gavin  Appleby, 
M.D.;  John  J.  Kane,  M.D. 

CHARLESTON  HEIGHTS:  Henry  W.  Rit- 
tenberg,  M.D. 

ST.  STEPHENS:  Samuel  0.  Schumann, 

M.D. 

SUMMERVILLE  : William  R.  Wyly,  M.D. 
DISTRICT  10  (LOW  COUNTRY) 
BEAUFORT:  H.  Parker  Jones,  M.D.;  B.  H. 
Keyserling,  M.D. 

ESTTLL  : Harrison  L.  Peeples,  M.D. 
WALTERBORO  : W.  P.  McDaniel,  M.D. 
HAMPTON : James  A.  Hayne,  M.D. 
HARDEE VILLE  : T.  B.  Carroll,  M.D. 


RESIDENCY  IN  GENERAL  PSYCHIATRY 

The  William  S.  Hall  Psychiatric  Institute  has  residency  openings  in  the  three 
year  general  psychiatry  program.  The  program  is  academically  oriented  and  fully 
supervised  by  full-time  teaching  staff  of  nine  general  psychiatrists,  three  child 
psychiatrists  and  two  neurologists.  The  full-time  staff  is  supplemented  by  teach- 
ing consultants  in  neurology,  psychiatry,  and  child  psychiatry  and  by  excellent 
supportive  services  in  psychology,  social  work  and  adjunctive  therapies.  Salary 
first  year  $11,358,  second  year  $12,496  and  third  year  $13,633.  Submit  inquiries 
to  Director,  William  S.  Hall  Psychiatric  Institute,  P.  O.  Box  119,  Columbia,  South 
Carolina  29202. 

EQUAL  OPPORTUNITY  EMPLOYER 
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..  IT  IS  NOT  UNUSUAL  TO  FIND  MANY  POLICIES 


BEING  SOLD  ON  PRICE  ALONE,  WITH  BENEFITS  BEING 

? ? 

• ••••••  • Report  of  the  South  Carolina  Committee 

Appointed  Pursuant  to  S.  703  of  1968. 

Sen.  James  P.  Harrelson,  Chairman 
Sen.  Frank  C.  Owens,  M.  D. 

Sen.  Earle  E.  Morris,  Jr. 

Rep.  Ernest  V.  Carter,  Vice  Chairman 
Rep.  Julian  A.  Reynolds 
Rep.  Mac  V.  Patterson 

William  Fallaw,  Gubernatorial  Appointee 


WOEFULLY  INADEQUATE 


The  Committee  finds  that  inadequate  commercial  insurance  makes  hospitals  increase  their 
charges,  as  compensation  for  underpayments. 

Let’s  Boost  Benefits , Cut  Costs! 

n the  latest  year  reported  b>  the  Department  of  Insurance  of  South  Carolina,  the  claims  paid  by  all  the 
ommercial  accident  and  health  insurance  companies  doing  business  in  this  State  were  only  64.184%  of  the 
iremiums  they  collected.  Perhaps  they  have  done  some  better  since  then.  Perhaps  not. 

n the  12  months  prior  to  April  1970,  Blue  Cross  of  South  Carolina  returned  97.125%  of  subscribers’  dues  in 
•ayment  for  hospitalization  and  other  institutional  care.  Blue  Shield  of  South  Carolina  returned  85.158%  in 
layment  for  medical  services. 

'he  operating  expenses  of  Blue  Cross  - Blue  Shield  of  South  Carolina  are  incurred  solely  for  expansion  of 
overage  and  benefits;  cost  control  in  health  care;  taxes;  and  management  and  maintenance  of  reserves  for 

Totection  of  more  than  400,000  subscribers all  necessary  to  get  the  best  care  for  most  people  at 

jast  cost. 

'here  are  13.346  or,  by  now,  even  more  agents  licensed  by  the  State  of  South  Carolina  to  sell  accident  and 
ealth  insurance  of  one  kind  or  another.  Of  them,  fewer  than  100  constitute  the  Blue  Cross  - Blue  Shield 
ield  enrollment  staff. 

lembers  of  the  Board  of  Directors  of  Blue  Cross  of  South  Carolina  and  of  the  Board  of  Directors  of  Blue 
, hield  of  South  Carolina  are  elected  to  givp  equal  representation  to  the  hospital,  nursing  home  and 
harmacy  industry,  to  the  medical  profession,  and  to  the  consumer  public.  All  serve  without  pay.  They 
on’t  even  get  Blue  Cross  - Blue  Shield  membership  without  paying  their  own  dues. 

DIRECTORS  DIRECTORS 

BLUE  CROSS  OF  SOUTH  CAROLINA  BLUE  SHIELD  OF  SOUTH  CAROLINA 


ranks  Adams,  DuPont,  Savannah  River 
Charles  C.  Boone,  Administrator,  Spartanburg  General  Hospital 
1/illiam  H.  Botts,  Greenville  Hospital  System 
j.  A.  Buchanan,  Dean  (Ret.)  U.S.C.  School  of  Journalism 
ol.  Robert  Clark,  Administrator,  Georgetown  County  Memorial  Hospital 
ol.  Charles  G.  Cooper,  Administrator,  Laurens  District  Hospital 
ames  M.  Daniel,  Columbia 
homas  D.  Dotterer,  M.  D.,  Columbia 
ohn  M.  Fleming,  M.  D.  Spartanburg 
I.  S.  Gilmore,  M.  D.,  Nichols 
ohn  W.  Hash,  DuPont,  Camden 
C.  Hutson,  Jr.,  M.  D.,  Beaufort 
E.  Izard,  M.  D.,  Charleston 
Hal  Jameson,  M.  D.,  Easley 

ohn  H.  Lumpkin,  Chairman  of  the  Board,  S.  C.  National  Bank,  Columbia 
ay  A.  Marsh,  S.  C.  Communications  Workers  of  America,  Columbia 
^seph  G.  McCracken,  Ph.  D.,  Superintendent,  School  District  7.  Spartanburg 
I.  L.  Meadors,  Attorney,  Florence 

ames  A.  Morris,  Ph.  D.,  S.C.  Commissioner  of  Higher  Education 
hett  Nicholson,  Administrator,  Beaufort  Memorial  Hospital 
. P.  Nisbet,  Administator,  Self  Memorial  Hospital,  Greenwood 
enry  Savage,  Jr.,  Attorney,  Camden 

t.  Rev.  Monsignor  G.  L.  Smith,  Diocesan  Director  of  Hospitals,  Aiken 
W.  Stoneburner,  M.  D.,  Greenville 
obert  E.  Toomey,  Director,  Greenville  Hospital  System 
b P.  Turner,  M.  D.,  Greenwood 
athamel  G.  Walker,  Spartanburg 
^hn  K.  Webb,  M.  D.,  Greenville 

ev.  J.  Kenneth  Webb,  Superintendent,  Lowman  Home 


Frank  S.  Adams.  DuPont,  Savannah  River 
William  R.  Bruce,  Seibels  Bruce  and  Company,  Columbia 
G.  A.  Buchanan,  Chairman  of  Board  of  Blue  Cross 
Joseph  P.  Cain,  M.  D..  Mullins 

Walter  T.  Cox,  Dean  of  Students.  Clemson  University 

Adair  Crawley,  Vice  President,  South  Carolina  National  Bank,  Columbia 

John  D.  Gilland,  M.  D.,  Conway 

Robert  E.  Graham,  Mayor  of  Sumter 

Harold  P.  Hope,  M.  D.,  Union 

W.  P.  Irwin,  Reeves  Brothers,  Inc.,  Spartanburg 

W.  Stanford  James,  M.  D.,  Orangeburg 

J.  Hal  Jameson,  M.  D.,  Easley 

Louis  P.  Jervey,  M.  D.,  Charleston 

A.  Izard  Josey,  M.  D.,  Columbia 

Samuel  G.  Lowe,  Jr.,  M.  D.,  Rock  Hill 

Malcolm  L.  Marion,  M.  D.,  Chester 

M.  L.  Meadors,  Attorney,  Florence 

Ben  N.  Miller,  M.  D.,  Columbia 

Raymond  Pridgen,  Attorney,  Mullins 

W.  West  Simmons,  M.  D.,  Greenville 

Wendell  H.  Tiller,  M.  D.,  Spartanburg 

Blue  Cross-Blue  Shield, 

Of  SOUTH  CAROLINA 


(This  is  the  fourth  of  a series  of  public  service  announcements  to  help  everyone  choose 
knowledgeably  the  type  of  contract  and  carrier  that  gets  the  best  health  care  for  the  most 
people  at  least  cost.) 


Medical  University  of  South  Carolina 


Nobel  Prize  winner  Dr.  Charles  Huggins 
delivered  the  final  guest  lecture  in  the  cell 
biology  series  of  the  College  of  Medicine. 
Dr.  Huggins,  a professor  of  the  University 
of  Chicago,  received  his  Doctor  of  Medicine 
Degree  from  Harvard  and  received  the 
Nobel  Prize  for  medicine  in  1966. 

A former  graduate  student  of  the  Medical 
University,  Dr.  Raymond  L.  Henry,  was 
chief  collaborator  in  the  research  finding 
of  a new  treatment  for  sickle  cell  anemia. 
Details  of  the  new  treatment  will  be  of  con- 
siderable interest  in  Charleston  since  the 
area  has  an  appreciable  incidence  of  sickle 
cell  anemia.  Dr.  Henry  received  his  Ph.D. 


50  YEARS  AGO 


h&ltV-j 


£fluth  Carolina  i|^^^MlrilidAs50rialiini 


January,  1921 

The  opening  of  Spartanburg  General  Hos- 
pital was  noted  and  the  increase  in  size  of 
the  Spartanburg  Medical  Society.  The  Green- 
ville society  had  about  85  members.  The  8th 
District  and  the  2nd  District  both  had  re- 
cently enjoyed  very  successful  meetings.  The 
first  meeting  of  the  South  Carolina  section  of 
the  American  College  of  Surgeons  was  re- 
ported. Dr.  C.  W.  Kollock  was  president.  The 
Mercy  Maternity  Hospital  in  Charleston  ad- 
vertised its  facilities. 


from  the  Medical  University  in  1961  after 
studying  under  Dr.  Melvin  H.  Knisely.  Dr. 
Knisely  has  recently  received  an  honorary 
degree  of  Doctor  of  Medicine  by  the  historic 
University  of  Gothenburg  in  Sweden.  Dr. 
Knisely  has  worked  for  several  years  with 
the  phenomenon  known  as  blood  sludging. 

Dr.  Paul  H.  O’Brien,  associate  professor  of 
surgery  and  Cancer  Clinic  director  at  the 
Medical  University,  will  be  assistant  co- 
ordinator for  cancer  and  ehemotheraphy  by 
the  South  Carolina  Regional  Medical  Pro- 
gram. Dr.  O’Brien  will  help  coordinate  the 
agency’s  statewide  cancer  program. 


PLACEMENT  SERVICE 

Thirty-year  old,  board  eligible,  university 
trained  cardiologist  seeks  clinical  cardiology 
position.  Fully  trained  in  cardiac  cath  includ- 
ing transseptal,  coronary  angio,  and  pace- 
makers. Available  July,  1971. 

For  information  concerning  this  column, 
write  to  the  Journal  of  the  South  Carolina 
Medical  Association,  P.  O.  Box  1461,  Colum- 
bia, S.  C.  29202. 


Position  Available  — Emergency  Room 
physician:  Maximum  starting  salary 

$30,000  plus  liberal  benefits.  Established 
4-man  emergency  department.  Contact: 
Medical  Director,  Columbia  Hospital, 
Columbia,  South  Carolina  29204.  Phone: 
803-252-6301,  ext.  318. 
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once-popular  treatment  for  back  pains 
ns  to  have  the  seventh  son  of  a seventh  son 
md  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 
to  pain 
relief 


Umpirin’ 

ompound  with  Codeine 
Ihosphate  gr.  1/2  No.  3 

ich  tablet  contains: 

. deine  Phosphate  gr.  1/2  (Warning- 
ay  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

! pirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

leeps  the  promise 
if  pain  relief 

EV.  & Co.'  narcotic  products  are 
f ss  "B",  and  as  such  are  available  on  oral 
| scription,  where  State  law  permits. 

S«r“  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.Y. 


Now  that  there’s  a greater  therapeutic 
potential  for  treating 

Parkinson’s  disease  and  syndrome 

... the  information  on  these  pages  will  be  of  practical  interest  to  you 


Larodopa®  (levodopa)  Roche  : therapy  that 
demands  slow,  individualized  dosage  titration 

With  the  advent  of  new  Larodopa  (levodopa),  there  is  now 
an  agent  that  holds  promise  of  relief  of  all  the  major 
symptoms  of  Parkinson’s  disease  and  syndrome— rigidity 
and  akinesia  as  well  as  tremor. 

However,  as  has  been  reported  in  the  medical  literature, 
levodopa  demands  slow,  careful  titration  of  dosage,  and 
frequent  patient  monitoring.  Adverse  reactions  may  occur 
at  any  time,  some  serious  enough  to  require  dosage 
reduction  or  discontinuance  of  therapy.  Thus,  before 
prescribing,  it  is  particularly  important  to  refer  to  the 
following  Important  Therapeutic  Considerations,  the 
sections  covering  dosage  and  administration,  and  to  the 
information  on  monitoring  the  patient  (see  prescribing 
information). 

Important  Therapeutic  Considerations 

Larodopa  (levodopa)  is  an  unusual  drug  which  must  be 
administered  with  particular  care.  In  view  of  its  high 
incidence  of  adverse  reactions,  you  will  find  the  following 
therapeutic  considerations  for  Larodopa  important: 

(a)  Larodopa  is  not  curative  and  its  mechanism  of  action 
is  unknown,  though  postulated. 

(b)  Long-term  safety  and  efficacy  for  Larodopa  have  not 
been  established. 

(c)  Accurate  diagnosis  is  imperative  since  there  is  no 
evidence  that  Larodopa  is  effective  in  neurological  diseases 
other  than  Parkinson’s  disease  and  syndrome. 

(d)  About  one-third  of  patients  or  more  will  not 
experience  clinical  improvement  on  Larodopa,  and 
virtually  100%  of  patients  will  experience  side  effects  of 
some  degree. 

(e)  The  dose  of  Larodopa  producing  maximal  improvement 
with  tolerated  side  effects  must  be  carefully  titrated  for  the 
individual  patient. 

(f)  Finally,  there  is  no  evidence  that  early  treatment  w ith 
Larodopa,  while  possibly  controlling  symptomatology, 
alters  the  course  of  the  disease. 


Photographs  of  patients  treated  with  Larodopa  by 
permission  of  the  patients. 


Guide  to  dosage  and  administration  of 
Larodopa®  (levodopa) Roche 

Usual  daily  dosage— initially,  0.5  to  1 Gm  daily  (divide 
2 or  more  doses  with  food). 

Total  daily  dosage— increased  gradually  in  increments  o: 
0.125  to  0.75  Gm  every  2 or  3 days,  as  tolerated. 

Usual  daily  dose  range— from  4 to  6 Gm  given  orally  in  3 
or  more  divided  doses,  wdth  food. 

Daily  dosage  should  NOT  exceed  8 Gm. 

Optimal  therapeutic  dosage— usually  reached  in  6 to  8 
weeks. 

Establishing  optimal  dosage— must  be  determined  and 
carefully  titrated  for  the  individual— gradually  increase 
dosage  until : (1)  maximal  response  is  seen,  or  (2)  maxim 
recommended  dosage  is  reached,  or  (3)  side  effects 
preclude  further  dosage  increase,  or  require  reduction 
discontinuation  of  dosage. 

Interrupted  therapy— after  brief  interruption,  dosage 
should  again  be  adjusted  gradually.  (In  many  cases,  the 
patient  can  be  rapidly  titrated  to  his  previous  therapeu 
dosage.  See  “Precautions”  section  of  Complete  Prescribi 
Information.) 

To  underscore  the  extreme  importance  of  careful  dosage 
titration,  the  following  wreek-by-w:eek  dosage  pattern  has 
been  prepared,  based  on  the  assumption  that  the  course  c 
therapy  is  uninterrupted  by  any  complications  requiring 
a change  in  dosage.  (Again,  dosage  must  be  reduced  whe 
intolerable  side  effects  occur.) 

Because  it  is  absolutely  imperative  that  Larodopa  therap 
be  individualized  to  meet  the  particular  needs  of  each 
patient,  the  following  dosage  schedule  should  be  considei 
only  a model. 


Larodopa8 

levodopa/Roche 


itration  of  Larodopa  (levodopa)  dosage 
i patient  evaluated  weekly 


0.25  Gm  Total 

itervals  Tablets 0.5  Gm  Tablets  Daily  Dose 


eek  1 

% tab  (0.125  Gm) 
q.i.d.  w/food 

0.5  Gm 

(eek  2 

1 tab  (0.25  Gm) 
q.i.d.  w/  food 

1.0  Gm 

;eek  3 

1V2  tab  (0.375 
Gm)  q.i.d.  wl  food 

1.5  Gm 

eek  4 

1 tab  (0.5  Gm) 
q.i.d.  w / food 

2.0  Gm 

eek  5 

V/2  tab  (0.750 
Gm)  at  breakfast 
and  dinner. 

1 tab  (0.5  Gm) 
at  lunch  and 
bedtime 

2.5  Gm 

"eek  6 

IV2  tab  (0.750 
Gm)  q.i.d.  w / food 

3.0  Gm 

;eek  7 

2 tab  (1.0  Gm) 
at  breakfast 
and  dinner. 
IV2  tab  (0.750 
Gm)  at  lunch 
and  bedtime 

3.5  Gm 

eek  8 

2 tab  (1.0  Gm) 
q.i.d.  w / food 

4.0  Gm 

he  daily  maintenance  dosage  in  the  above  example  may 
: increased,  decreased,  or  maintained  at  the  4 Gm  level 
spending  upon  the  point  at  which  optimal  therapeutic 
suits  are  achieved. 

oncurrent  therapies:  Larodopa  (levodopa)  may  be  used 
mcomitantly  with  other  antiparkinsonism  drugs  such  as 
mztropine  mesylate  (Cogentin),  trihexyphenidyl  HCl 
Vrtane)  or  procyclidine  HCl  (Kemadrin),  but  when  more 

[an  one  drug  is  used,  the  usual  dose  of  each  may  have  to 
; reduced. 

ot  to  be  given  concomitantly : MAO  inhibitors.  Such 
(ents  must  be  discontinued  two  weeks  prior  to  initiating 
arodopa  therapy. 

ote  of  caution  for  patients  who  require  vitamin 
(ipplementation : It  has  been  reported  that  pyridoxine  HCl 
itamin  B6)  can  rapidly  reverse  the  antiparkinson  effects 
: levodopa  therapy. 

. timetable  for  monitoring 

^hile  it  cannot  be  emphasized  too  strongly  that  each 
atient  on  Larodopa  must  be  treated  as  a totally  distinct 
itity,  the  following  are  suggested  as  guidelines  in  the 
lonitoring  of  such  patients. 

For  the  first  month,  at  least:  the  average  ambulatory 
utpatient  should  be  seen  and  evaluated  a minimum  of  once 
week. 

• During  the  second  month : patient  evaluations  can  be 
pctended  to  every  two  weeks  (assuming  no  laboratory 
pnormalities  or  intolerable  side  effects  have  occurred). 


3.  From  the  third  through  the  sixth  month : the  patient 
should  be  evaluated  once  a month. 

4.  After  six  months  on  the  appropriate  maintenance  dose: 
with  no  significant  adverse  reactions  or  laboratory 
abnormalities,  the  patient  should  be  seen  at  least  once 
every  two  months. 

5.  Finally,  after  one  year  on  maintenance  dosage: 
evaluation  should  be  made  no  less  than  once  every  three 
months. 

Therapeutic  response 

A favorable  response  may  often  be  seen  within  10  days  to 
several  weeks.  However,  a patient  should  not  be  taken  off  a 
tolerable  dose— even  in  the  absence  of  a response— until  six 
months  have  elapsed.  This  is  because,  in  some  instances,  the 
response  may  come  relatively  late.  Of  course,  any  serious 
laboratory  abnormalities  or  intolerable  side  effects 
automatically  dictate  discontinuance  of  therapy. 

Lessening  the  side-effects  problem 

While  it  is  generally  advisable  that  levodopa  be  taken 
after  meals,  nausea  and  vomiting,  two  frequently  occurring 
side  effects  of  levodopa,  can  often  be  minimized  by  taking 
medication  with  foods.  If  nausea  becomes  intolerable,  the 
dosage  should  be  cut  back  in  daily  decrements  equal  to  the 
most  recent  increments  given  the  patient.  This  reduction  is 
to  be  spaced  over  two-  or  three -day  intervals.  Conversely, 
as  nausea  subsides,  the  drug  dosage  should  be  slowly 
increased  in  like  increments. 

An  important  part  of  the  routine  monitoring  procedure 
wrould  be  to  determine  any  possible  cardiovascular 
problems.  If  cardiac  arrhythmias  occur,  Larodopa  should 
be  discontinued  and  other  antiparkinson  therapy  instituted. 
With  orthostatic  hypotension  a possibility,  checking  the 
patient’s  blood  pressure  (both  supine  and  standing)  is 
essential. 

If  choreiform  movements  appear,  they  usually  occur  when 
maximum  therapeutic  dosages  are  reached.  To  control  such 
effects,  reduce  dosage  by  decrements  of  0.5  Gm  daily. 


Flexible  dosage:  scored  tablets  of  0.25  Gm  and 
0.5  Gm  help  simplify  dosage  titration 


Conveniently  scored  0.25  and  0.5  Gm  tablets  make  possible 
more  precise  titration.  Should  another  dosage  form  be 
preferred,  Larodopa  is  also  supplied  in  capsule  strengths 
of  0.25  and  0.5  Gm. 


Before  prescribing,  please  consult  product  information  on  next  page. 


For  the  relief  of  symptoms  associated  with 
Parkinson  s disease  and  syndrome 


Larodopa 

levodopa/Roche 


Before  preseribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 


BECAUSE  OF  THE  HIGH  INCIDENCE  OF  ADVERSE 
REACTIONS  AND  THE  NECESSITY  FOR  INDIVID- 
UALIZING THERAPY,  THE  PHYSICIAN  SHOULD 
THOROUGHLY  FAMILIARIZE  HIMSELF  WITH  THE 
INFORMATION  IN  THE  PACKAGE  INSERT  BEFORE 
INSTITUTING  THERAPY  WITH  LARODOPA  (LEVO- 
DOPA). ACCURATE  DIAGNOSIS  IS  IMPERATIVE  BE- 
CAUSE EVIDENCE  IS  LACKING  THAT  LARODOPA  IS 
EFFECTIVE  IN  NEUROLOGICAL  DISEASES  OTHER 
THAN  PARKINSON’S  DISEASE  AND  SYNDROME. 
ADEQUATE  CLINICAL  AND  LABORATORY  FACILI- 
TIES SHOULD  BE  AVAILABLE  FOR  PROPER  MONI- 
TORING OF  TREATMENT. 

THE  LONG-TERM  SAFETY  AND  EFFICACY  OF 
LARODOPA  HAVE  NOT  BEEN  ESTABLISHED. 


Indications:  For  the  treatment  of  Parkinson’s  disease  and 
syndrome.  Ufcfeful  in  relieving  many  of  the  symptoms,  par- 
ticularly rigidity  and  bradykinesia;  frequently  helpful  in 
management  of  associated  tremor,  dysphagia,  sialorrhea  and 
postural  instability. 

Contraindications:  In  patients  for  whom  a sympathomimetic 
amine  is  contraindicated;  in  patients  receiving 
MAO  inhibitors'  (the  latter  should  be  discontinued 
two  weeks  prior  to  initiating  therapy  with  Larodopa) ; 
in  patients  with  clinical  or  laboratory  evidence  of 
uncompensated  endocrine,  renal,  hepatic,  cardio- 
vascular or  pulmonary  disease;  with  narrow  angle 
glaucoma  and  blood  dyscrasias;  in  patients  with 
known  hypersensitivity  to  levodopa. 

Warnings:  Long-term  safety  and  efficacy  not  estab- 
lished. Administer  with  extreme  caution  to  patients 
with  bronchial  asthma  or  emphysema  who  may  re- 
quire sympathomimetic  drugs;  to  those  with  active 
peptic  ulcer  (in  facilities  equipped  to  treat  gastroin- 
testinal hemorrhage)  ; in  patients  with  psychoses  or 
severe  psychoneuroses.  Initiate  therapy  with  extreme 
caution  and  in  proper  treatment  facility  in  patients  with  a his- 
tory of  myocardial  infarction  who  have  residual  atrial,  nodal  or 
ventricular  arrhythmias.  Monitor  all  patients  for  development 
of  mental  changes,  depression  with  suicidal  tendencies,  other 
serious  antisocial  behavior.  Carefully  consider  concomitant  ad- 
ministration of  pyridoxine  hydrochloride  (vitamin  Bo);  oral  doses 
of  10  to  25  mg  have  been  reported  to  rapidly  reverse  the  anti- 
parkinson  effects  of  Larodopa.  In  pregnancy,  weigh  potential 
benefits  against  possible  hazards.  Do  not  use  in  nursing  mothers. 
Safety  of  Larodopa  in  children  under  age  12  not  established. 
Precautions:  During  extended  therapy,  periodic  evaluations 
of  hepatic,  hematopoietic,  cardiovascular  and  renal  function 
recommended.  In  diabetic  patients,  control  may  be  adversely 
affected;  careful,  frequent  monitoring  and  proper  adjustment 
of  antidiabetic  regimen  required.  Patients  with  chronic  wide 
angle  glaucoma  may  be  treated  cautiously  provided  intraocu- 
lar pressure  is  well  controlled  and  patient  is  monitored  care- 
fully. Monitor  carefully  patients  receiving  antihypertensive 
agents  or  psychoactive  drugs  concomitantly,  or  those  with 
history  of  convulsions.  If  general  anesthesia  is  required,  dis- 


continue Larodopa  24  hours  prior  to  surgery;  monitor  cardio- 
respiratory functions  carefully.  Patients  who  improve  on 
Larodopa  therapy  should  resume  normal  activities  cautiously. 
May  be  used  concomitantly  with  other  antiparkinson  drugs 
with  possible  reduction  in  dosage  of  each. 

Adverse  Reactions:  Most  frequently  occurring:  nausea,  ano- 
rexia, emesis,  cardiac  irregularities,  orthostatic  hypotension; 
choreiform,  dystonic  and  other  adventitious  movements;  dizzi- 
ness, sedation,  dyskjnesia;  psychiatric  symptoms  such  as  agita- 
tion, anxiety,  confusion,  depression,  hallucinations,  delusions, 
insomnia,  nightmares,  and  mental  changes  including  paranoid 
ideation  and  psychotic  episodes.  Less  frequently  occurring 
and  listed  according  to  system:  psychiatric—  suicidal  tenden- 
cies, increased  libido  with  serious  antisocial  behavior,  euphoria, 
lethargy,  stimulation,  fatigue  and  malaise,  dementia;  neuro- 
logical-ataxia, convulsions,  faintness,  impairment  of  gait, 
headache,  increased  hand  tremor,  akinetic  episodes,  torticollis, 
trismus,  oculogyric  crisis,  weakness,  numbness,  bruxism;  gas- 
trointestinal-constipation, diarrhea,  epigastric  and  abdominal 
distress  and  pain,  flatulence,  eructation,  hiccups,  sialorrhea, 
difficulty  in  swallowing,  bitter  taste,  dry  mouth,  tightness  of 
mouth,  lips  or  tongue,  duodenal  ulcer,  gastrointestinal  bleeding, 
burning  sensation  of  the  tongue;  cardiovascular  — nonspecific 
ECG  changes,  palpitations,  hypertension,  flushing,  phlebitis; 
hematological—  hemolytic  anemia  (1  case);  dermatological 
— sweating,  edema,  hair  loss,  pallor,  rash,  bad  odor;  musculo- 
skeletal — low  back  pain,  muscle  spasm  and  twitch- 
ing, blepharospasm,  musculoskeletal  pain;  respira- 
tory— feeling  of  pressure  in  the  chest,  cough,  hoarse- 
ness, bizarre  breathing  pattern,  postnasal  drip;  uro- 
genital— urinary  frequency,  retention,  incontinence, 
hematuria,  nocturia,  and  one  report  of  interstitial 
nephritis;  special  senses  — blurred  vision,  diplopia, 
dilated  pupils,  activation  of  latent  Horner’s  syn- 
drome; other— fever,  hot  flashes,  weight  gain  or 
weight  loss. 

Nausea,  anorexia  and  vomiting  usually  obviated  by 
temporary  dosage  reduction  and/ or  administration 
with  food.  If  cardiac  arrhythmias  occur,  discontinue 
and  institute  other  antiparkinson  therapy.  Reduce 
dosage  when  involuntary  movements  occur. 

The  following  have  been  noted:  elevation  of  BUN,  SGOT, 
SGPT,  LDH,  bilirubin,  alkaline  phosphatase  or  PBI; 
occasionally,  reductions  in  WBC,  hemoglobin  and  hematocrit; 
elevations  of  uric  acid  with  use  of  colorimetric  method  but  not 
with  uricase;  rarely,  positive  Coombs  test;  dark  sweat  and 
urine. 

Dosage  and  Administration:  Because  of  the  strong  possi- 
bility of  adverse  reactions  and  the  necessity  for  individualizing 
therapy,  the  physician  should  thoroughly  familiarize  himself 
with  the  information  in  the  package  insert  before  instituting 
therapy. 

How  Supplied:  Tablets,  pink,  scored,  containing  0.25  Gm 
levodopa  (imprinted  Roche  57)  or  0.5  Gm  levodopa  (imprinted 
Roche  56)  — bottles  of  100  and  500. 

Capsules,  containing  0.25  Gm  levodopa  (pink  and  beige,  im- 
printed Roche  55)  or  0.5  Gm  levodopa  (pink,  imprinted  Roche 
54)— bottles  of  100  and  500. 

Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


MEETINGS 


The  Annual  Midwinter  Conference 
of  the  South  Carolina  Medical  Associa- 
tion is  scheduled  for  Sunday,  January 
24,  in  Columbia  at  the  Wade  Hampton 
Hotel  beginning;  at  10:30  a.m. 

This  year  instead  of  the  usual  sub- 
jects, the  pertinent  issues  of  peer  review 
and  the  formation  of  foundations  for 
delivery  of  health  care  will  be  discussed 
by  knowledgeable  participants. 

All  interested  physicians  are  invited 
to  attend,  and  are  also  invited  to  lunch 
as  guests  of  the  Association.  Those  who 
plan  to  attend  are  urged  to  notify  Mr. 
M.  L.  Meadors,  113  North  Coit  Street, 
Florence,  S.  C.  29501  in  order  to  en- 
sure provision  for  lunch. 


The  Twelfth  Congress  of  the  Pan-Pacific 
Surgical  Association  will  be  held  February 
26  to  March  3,  1972,  at  the  Hilton  Hawaiian 
Village  Hotel  in  Honolulu,  Hawaii.  For 
details  write : Pan-Pacific  Surgical  Associa- 
tion, 236  Alexander  Young  Building,  Hono- 
lulu, Hawaii  96813. 


The  annual  “Topics  in  Internal  Medicine” 
course  will  be  given  May  19-21,  1971,  at  the 
University  of  Florida  College  of  Medicine. 
This  program  will  consist  of  three  days  of 
intensive  lectures,  seminars  and  panels  on 
new  and  controversial  areas  of  internal 
medicine.  For  complete  information  and 
registration  forms  please  write  Mark  V. 


Barrow,  M.  D.,  Division  of  Cardiology,  De- 
partment of  Medicine,  College  of  Medicine, 
University  of  Florida,  Gainesville,  Fla. 
32601. 


Eleventh  Annual  Cardiovascular  Symposium 

June  4-5-6,  1971 
Cavalier  Hotel,  Virginia  Beach,  Va. 
SPONSORS:  Tidewater  Heart  Association 
and  Council  on  Clinical  Cardiology, 
American  Heart  Association 
523  Boush  Street,  Norfolk,  Va.  23510 


The  Department  of  Postgraduate  Medicine 
of  Albany  Medical  College  announces 
Reservations  Now  Being  Accepted  for  a 
Spring  Postgraduate  Medical  Seminar 
Cruise  to  the  Mediterranean  April  30-May 
20,  1971. 

A 20-day  cruise  from  New  York  aboard 
the  luxurious  and  distinguished  ship 
“Raffaello”  of  the  Italian  Line. 

Ports  of  call  inchmle  Casablanca,  Naples, 
Genoa,  Cannes,  Barcelona  and  Lisbon. 

Faculty  of  the  Albany  Medical  College 
will  present  a comprehensive  shipboard  post- 
graduate program,  covering  subjects  in 
internal  medicine,  cardiology,  obstetrics  and 
gynecology,  pathology  and  surgery. 

Request  has  been  made  for  continuation 
study  credit  by  the  American  Academy  of 
General  Practice. 

For  information  write  to : 

William  P.  Nelson,  III,  M.D. 

Department  of  Postgraduate  Medicine 
Albany  Medical  College 
Albany,  New  York  12208 


OAKHAVEN,  INC.  CLASS  I LICENSED 
EXTENDED  CARE  FACILITY 

Residential  Location 
Medicare,  Medicaid,  VA  Participant 
Individual  heating  and  cooling 
Private  and  Semi-Private  Rooms 
Resident  Physician : John  M.  Wilson,  M.  D. 

Call  Area  Code  803-393-5892  or 
Write  131  Oak  St.,  Darlington,  S.  C.  29532 
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MEMORIAL  RESOLUTIONS  APPROVED  BY  THE  FACULTY  OF 
THE  COLLEGE  OF  MEDICINE  OF  THE  MEDICAL 
UNIVERSITY  OF  SOUTH  CAROLINA 


DR.  MYLNOR  W.  BEACH  was  born  in 
Walterboro,  South  Carolina  and  was  edu- 
cated at  Clemson  College  (B.S.  1907)  and 
Medical  College  of  South  Carolina  (M.  D. 
1913).  He  interned  at  the  Roper  Hospital 
and  served  a residency  at  New  York  Nursery 
and  Children’s  Hospital.  He  joined  the 
faculty  of  the  Medical  College  in  1916  and 
rose  to  Professor  and  Chairman  in  1926. 

He  was  a fellow  of  the  American  Academy 
of  Pediatrics,  a member  of  numerous  medi- 
cal societies,  and  author  of  many  scientific 
articles. 

Be  it  resolved  that  this  faculty  expresses 
its  gratitude  for  the  life  and  works  of 
Mylnor  W.  Beach,  32  years  Chairman  of  the 
Department  of  Pediatrics.  This  teacher  and 
scholar  instilled  in  a generation  of  physi- 
cians an  understanding  of  the  special  needs 
of  children.  From  the  bedside,  in  the  class- 
room and  at  Breakfast  with  Beach,  he  chal- 
lenged his  students  to  develop  clinical 
acumen  through  thorough  understanding  of 
the  child  and  through  detailed  knowledge 
of  disease  in  children.  The  impact  of  his 
teaching  has  affected  the  health  and  wel- 
fare of  the  children  of  South  Carolina  to 
the  second  and  third  generation.  The 
strength  of  his  personality  is  reflected  in 
anecdotes  still  told  by  his  students  in  the 
halls  of  this  school.  This  faculty  is  grateful 
for  the  years  Mylnor  Beach  gave  to  teach 
physicians  about  children. 

Milton  Westphal,  M.  D. 

Hulda  Wohltmann,  M.  D. 

J.  C.  Bonner,  M.  D. 

DR.  JOHN  ALFRED  BOONE,  Professor 
of  Medicine,  was  born  in  Temple,  Texas 
October  3,  1906.  After  public  school  educa- 
tion, he  attended  the  University  of  Texas 
where  he  received  the  B.A.  and  M.A.  de- 
grees. He  was  conferred  the  M.D.  degree  by 
Harvard  University  in  1933.  He  served  as 


House  Officer  on  the  Children’s  Medical 
Service  at  the  Massachusetts  General  Hos- 
pital and  at  the  House  of  the  Good  Samari- 
tan 1933-1934,  and  from  March-September, 
1936  was  Research  Fellow  in  Medicine  at 
Harvard  University.  Subsequently,  he  was 
Assistant  Resident  Physician  at  the  Peter 
Bent  Brigham  Hospital.  In  September,  1937 
he  was  appointed  Instructor  in  Medicine  at 
the  Medical  College  of  South  Carolina,  and 
in  succeeding  years  he  advanced  to  Asso- 
ciate, Assistant  Professor  and  Associate 
Professor,  in  the  Department  of  Medicine. 
From  March,  1945  to  June,  1950  he  was 
Associate  Dean.  In  1949  he  became  Professor 
of  Medicine  and  was  appointed  Chairman  of 
the  Department  of  Medicine.  At  the  time  of 
this  appointment,  the  full-time  faculty  of  the 
Department  of  Medicine  included  five  phy- 
sicians. During  the  succeeding  years,  the 
Department  grew  in  size  and  scope  and  at 
the  time  of  his  resignation  as  Department 
Chairman  in  May,  1967  the  full-time  faculty 
in  the  Department  numbered  26  physicians, 
brought  in  to  fill  the  needs  of  an  institution 
with  a greatly  expanded  physical  plant  and 
increasing  responsibilities  in  the  areas  of 
teaching,  patient  care,  and  research. 

Dr.  Boone  was  a member  of  the  Charles- 
ton County  Medical  Society,  the  Medical 
Society  of  South  Carolina,  the  South  Caro- 
lina Medical  Association,  the  American  Med- 
ical Association,  the  South  Carolina  Heart 
Association,  the  Southern  Medical  Associa- 
tion, the  American  Heart  Association  and 
a Fellow  in  the  American  College  of  Physi- 
cians. He  was  a past  president  of  the  South 
Carolina  Heart  Association  and  past  Chair- 
man of  the  Board  of  Directors  of  the  South 
Carolina  Heart  Association  and  of  the  Amer- 
ican Heart  Association.  He  was  certified  by 
the  American  Board  of  Internal  Medicine 
in  1947.  His  medical  bibliography  includes 
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more  than  50  papers,  published  in  state, 
regional  and  national  journals. 

He  was  a physician  of  superior  ability  in 
the  broad  field  of  Internal  Medicine  but  was 
primarily  interested  in  heart  disease,  both 
in  adults  and  in  children.  He  worked  closely 
with  Dr.  Horace  Smithey  and  was  cardiol- 
ogy consultant  during  those  early  days  of 
pioneering  in  cardiac  surgery.  He  was  re- 
sponsible for  the  development  of  the 
Cardiac  Catheterization  Laboratory  here  in 
1949,  at  a time  when  few  such  facilities  were 
in  operation  in  this  country,  and  partici- 
pated actively  in  its  activities  in  succeeding 
years.  He  was  also  largely  responsible  for 
the  organization  of  the  state-wide  Heart 
Clinic  system  and  the  Medical  College  Heart 
Clinic.  He  organized  the  Cardiology  Fellow- 
ship Program  and  through  the  years  was 
responsible  for  the  training  of  many  physi- 
cians in  clinical  cardiology.  It  was  with  his 
support  and  encouragement  that  the  first 
artificial  kidney  was  purchased  and  put 
into  use  at  this  institution  in  the  mid  1950’s. 

Dr.  Boone  was  a quiet  and  reserved  phy- 
sician, decisive,  and  determined  in  his 
actions,  but  never  arbitrary  or  unreasonable. 
He  was  a man  of  uncommon  ability  and 
interests.  In  his  younger  years  he  was  an 
expert  tennis  player  and  throughout  his  life 
an  avid  hunter.  He  had  a great  interest  in 
photography,  in  music,  and  in  electronics, 
and  was  an  active  ham  operator.  In  all 
activities  in  which  he  participated,  the 
combination  of  his  purposefulness,  resolution 
and  natural  ability  resulted  in  superior 
performance  and  productions. 

He  retired  from  the  Medical  College  of 
South  Carolina  in  July,  1969  after  32  years 
as  a member  of  this  faculty.  In  appreciation 
of  his  service  to  the  Institution  and  his 
efforts  in  the  training  of  medical  students 
and  house  officers,  his  portrait  was  pre- 
sented to  the  Medical  University  by  former 
Chief  Medical  Residents  in  March,  1970. 

His  death  occurred  on  August  26,  1970. 
NOW  BE  IT  RESOLVED  THAT  the 
Faculty  of  the  Medical  University  of  South 
Carolina  recognizes  that  Dr.  John  A.  Boone 
was  for  32  years  a loyal  and  distinguished 
member  of  this  group  and  that  in  his  death 


the  Medical  University  has  lost  a friend 
and  supporter  of  long  standing  and, 

BE  IT  FURTHER  RESOLVED  THAT  as  a 
measure  of  recognition  and  appreciation  of 
Dr.  Boone’s  efforts  here  and  of  his  loss  to 
the  University  and  community  a copy  of  this 
resolution  be  spread  upon  the  Minutes  of 
this  Meeting  of  the  Faculty  of  the  Medical 
University  of  South  Carolina  and, 

BE  IT  FURTHER  RESOLVED  THAT  a 
copy  of  this  resolution  be  sent  to  his  sur- 
viving family. 

Respectfully  submitted, 

Walter  M.  Bonner,  M.D. 

Robert  P.  Walton,  M.D. 

Kelly  T.  McKee,  M.D. 

Chairman 


JUNIUS  MARSH  ROWE,  Ph.D.,  Asso- 
ciate Professor  of  Clinical  Psychology,  died 
unexpectedly  on  July  6,  1970.  He  had  served 
for  many  years  on  the  Faculty  of  the  Medi- 
cal University,  and  was  well-liked  and  re- 
spected by  all  who  knew  him.  He  had  many 
friends  throughout  the  Faculty,  and  was 
known  by  practically  every  student  and 
psychiatric  resident  with  whom  he  had 
been  associated  over  the  past  15  jmars.  He 
was  a quiet,  gentlemanly  man  who  expected 
nothing  but  excellence  from  his  students  and 
associates. 

His  personal  and  professional  life  were 
characterized  by  conservatism  without 
rigidity. 

Doctor  Rowe  graduated  from  the  Univer- 
sity of  South  Carolina,  received  his  Master’s 
Degree  at  the  State  University  of  Iowa,  and 
his  Ph.D.  in  Clinical  Psychology  from  the 
University  of  Tennessee.  He  had  an  intern- 
ship in  Clinical  Psychology  at  the  Cin- 
cinnati General  Hospital. 

Prior  to  joining  the  Faculty  at  the  Medi- 
cal University,  he  was  Chief  of  Clinical 
Psychology  at  the  Charleston  County 
Mental  Health  Clinic.  He  was  a member  of 
the  American  Psychological  Association, 
Division  12,  Southeastern  Psychological 
Association,  was  a member  of  the  Board  of 
Examiners  in  Psychology  of  the  South 
Carolina  Psychological  Association,  held  a 
gubernatorial  appointment  as  a member  of 
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the  Board  of  the  Charleston  Community 
Mental  Health  Center  of  which  he  was 
Secretary-Treasurer.  He  was  also  Chairman 
of  the  Personnel  Committee  of  that  Board. 

WHEREAS,  he  had  a distinguished 
career  in  Clinical  Psychology  and,  whereas, 
he  made  a major  contribution  to  the  teach- 
ing of  Clinical  Psychology,  and  was  held 
in  high  esteem  by  the  Faculty,  it  be  resolved 


that  a copy  of  this  resolution  be  made  a part 
of  the  permanent  minutes  of  the  Faculty  of 
the  Medical  University  of  South  Carolina, 
and  a copy  of  this  resolution  be  sent  to  his 
family. 

R.  Layton  McCurdy,  M.D. 

J.  J.  Cleckley,  M.D. 

R.  S.  Me  Cully,  Ph.D. 


E.  Kenneth  Aycock,  M.D.,  M.P.H. 
Secretary  and  State  Health  Officer 


STATE  BOARD  OF  HEALTH  NEWS 


The  Crippled  Children’s  Division  of  the 
State  Board  of  Health  has  begun  a Cystic 
Fibrosis  Clinic  for  the  13  county  Piedmont 
region  of  the  state  which  extends  from  Oconee 
down  through  Cherokee,  Union,  Laurens, 
Greenwood,  Saluda,  and  Edgefield  Counties. 
This  is  the  second  clinic  of  this  kind  in  the 
State,  the  other  being  located  in  Charleston. 
Dr.  Delilah  Turpin  of  Seneca  is  the  Pedi- 
atrician who  is  the  Clinic  Director.  The  clinic 
is  held  at  Greenville  General  Hospital,  and 
the  Greenville  Chapter  of  the  Cystic  Fibrosis 
Foundation  is  working  in  cooperation  with 
the  Director  and  with  Health  Department 
personnel  in  operation  of  the  clinic.  This 
additional  clinic  provides  a much  needed 
service  for  the  cystic  fibrosis  patients  and  their 


families  who  are  residents  of  the  upper  South 
Carolina  area. 

Another  new  activity  of  the  Crippled  Chil- 
dren’s Division  is  the  establishment  in  January 
1970  of  a Crippled  Children’s  Clinic  at  Green- 
wood to  serve  the  Upper  Savannah  District, 
which  includes  Abbeville,  Edgefield,  Green- 
wood, Laurens,  McCormick  and  Saluda 
Counties.  Dr.  Casper  Wiggins  will  be  the 
Pediatrician  and  Dr.  James  McQuown  will  be 
the  Orthopedist  for  the  clinic.  The  children 
who  are  residents  of  the  six  county  district 
were  previously  transported  to  Greenville  or 
Columbia.  The  establishment  of  this  clinic  is 
a part  of  the  continuing  effort  of  the  Crippled 
Children’s  Division  and  the  State  Board  of 
Health  to  bring  services  nearer  to  the  people 
in  need. 
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Yes,  KolantyF. 

Kolantyl  Gel/ Wafers  contain 

aluminum  hydroxide/magnesium  hydroxide,  and 

Bentyl 1 (dicyclomine  hydrochloride)  too. 


-v  The  Wm.  S.  Merrell  Company 

Merrell  J Division  of  Richardson-Merrell  Inc. 
' ^ Cincinnati,  Ohio  45215 


(fluorouracil) 

cream  solution 


In  the  treatment  of 
solar/actinic  keratoses  - 

An  alternative 
to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  complete 
Residual  mild  erythema  remains  in  som 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residua 
lesions  or  recurrences. 


= 


alternative 

0 conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
•pical  alternative  to  cryosurgery,  electrodesiccation 
ad  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
aratoses.  It  is  effective,  comparatively  inexpensive  and 
specially  well  suited  for  treatment  of  these  multiple 
Isions.  Important,  too,  is  the  highly  desirable  cosmetic 
rsult.  Clinical  experience  demonstrates  that  treatment 
'ith  Efudex  results  in  an  extremely  low  incidence  of 

1 . * 

f/arring. 

dighly  effective 

In  clinical  trials,  depending  on  the  dosage  form 
id  strength  used,  complete  involution  occurred  in 
7 to  88  per  cent  of  lesions  following  treatment.  The 
te  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
:nt  up  to  a year  after  completion  of  therapy.  When 
?w  lesions  appeared,  repeated  courses  of  Efudex 
lerapy  proved  effective.* 

Vedictable 
herapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
' Efudex  therapy.  The  response  is  usually  characteris- 
: and  predictable.  After  three  or  four  days  of  treat- 
ent,  erythema  begins  to  appear  in  the  area  of  keratoses, 
his  is  followed  by  an  intense  inflammatory  response, 
aling  and  occasionally  moderate  tenderness  or  pain, 
he  height  of  the  inflammatory  reaction  generally  occurs 
vo  weeks  after  the  start  of  therapy,  and  then  begins 
subside  as  treatment  is  stopped.  Within  two  weeks  of 
scontinuing  medication,  the  inflammation  is  usually 
ine.  A mild  erythema  may  remain  for  two  or  three 
onths  before  gradually  receding.  Since  this  response 
so  predictable,  lesions  which  do  not  respond 
lould  be  biopsied. 

(wo  strengths— two 
losage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
i a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
ith  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  irn- 
irtant  considerations:  First,  please  consult  the  com- 
ete  prescribing  information  for  precautions,  warnings 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions : If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers  — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 
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SOUTH  CAROLINA  DOUBLES  NUMBER 
OF  HOSPITALS  PARTICIPATING  IN 
MEDICAL  EDUCATION  NETWORK 

Vince  Moseley,  M.D. 
Coordinator,  South  Carolina 
Regional  Medical  Program 


The  Regional  Medical  Program’s  com- 
prehensive medical  education  network  for 
South  Carolina  is  being  expanded  from  five 
to  ten  participating  hospitals  effective 
January  1,  1971. 

Sponsored  by  the  Pediatric  Cancer  Educa- 
tion and  Service  Project  and  originating  at 
the  Medical  University  of  South  Carolina, 
five  hospitals  have  been  participating  in  the 
conferences  through  closed  circuit  television 
at  the  Medical  University  Hospital  and 
video  tape  at  the  other  hospitals  and  direct- 
line  telephone  systems.  These  hospitals  in- 
clude the  Medical  University  Hospital  in 
Charleston,  Greenville  General  Hospital  in 
Greenville,  Spartanburg  General  Hospital  in 
Spartanburg,  Columbia  Hospital  in  Colum- 
bia, and  McLeod  Infirmary  in  Florence. 

Effective  January  1,  1971  the  following 
additional  hospitals  will  join  the  network: 
York  General  Hospital  in  Rock  Hill,  Self 
Memorial  Hospital  in  Greenwood,  Orange- 
burg Regional  Hospital  in  Orangeburg, 
Anderson  Memorial  Hospital  in  Anderson, 
and  Tourney  Hospital  in  Sumter. 

Directed  by  Dr.  Samuel  K.  Morgan, 
Assistant  Professor  of  Pediatrics  at  the 
Medical  University,  this  project  is  funded 
by  the  South  Carolina  Regional  Medical 
Program. 

\Sample  conference  topics  have  included : 
“Neck  Masses  in  Children  (Hodgkin’s  Dis- 
ease)”, “Wilms  Tumor  (Embryoma  of  the 


Kidney)”,  “Problem  Patients”,  “Neuro- 
blastoma”, “Tumors  of  the  Liver  (Hepa- 
toma)”, and  “Acute  Leukemia  in  Children”. 
Eminent  consultants  are  frequently  invited 
as  guest  participants. 

Progress  to  date  includes  installation  of 
a direct-line,  dial-access  telephone  system, 
equipping  multimedia  rooms,  progression  to 
color  television,  and  expansion  of  curriculum 
content  to  other  areas  of  medicine. 

Prior  to  all  conferences  necessary  video 
tapes,  slides,  and  x-ray  films  are  mailed  to 
the  participating  hospitals  for  simultaneous 
viewing.  During  conferences  the  participants 
may  converse  with  each  other  by  telephone 
in  a “party-line”  manner. 

Dr.  Morgan  is  assisted  by  Dr.  H.  Biemann 
Othersen,  Associate  Professor  of  Surgery 
and  Pediatries;  Dr.  Keene  Wallace,  Profes- 
sor of  Radiology;  Dr.  James  G.  Ward  of  the 
Department  of  Pathology,  and  Mr.  Stephen 
P.  Dittmann,  Jr.,  Chairman  of  the  Depart- 
ment of  Audiovisual  Resources  at  the  Medi- 
cal University  of  South  Carolina. 

The  pediatric  cancer  statewide  confer- 
ences improve  actual  care  through  con- 
tinuing education  for  physicians  and  allied 
health  personnel  in  the  current  diagnosis  and 
management  of  pediatric  cancer.  The  con- 
ferences result  in  earlier  diagnosis,  improve 
therapy,  and  reduced  morbidity  and  mortal- 
ity. 
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DEATHS 


DR.  B.  0.  WHITTEN 

Dr.  Benjamin  O.  Whitten,  84,  died  Novem- 
ber 5 in  Clinton.  Dr.  Whitten,  the  pioneer  of 
state  activity  in  behalf  of  mentally  retarded 
children  and  those  otherwise  handicapped, 
was  known  nationally  for  his  work  in  the  state. 
He  was  the  founder  of  Whitten  Village  and 
served  as  its  superintendent  for  47  years.  Dr. 
Whitten  graduated  from  Emory  University 
Medical  College  and,  after  three  years  of 
private  practice,  began  work  at  the  State 
Hospital.  In  1918  he  moved  to  Clinton  and 
remained  there  until  his  death. 


DR.  A.  IZARD  JOSEY 

Dr.  A.  Izard  Josey,  who  had  practiced 
internal  medicine  in  Columbia  for  38  years, 
died  November  10  following  an  illness  of 
several  months.  Dr.  Josey  studied  medicine 
at  Johns  Hopkins  and  was  an  instructor  of 
medicine  at  the  University  of  Rochester 
School  of  Medicine.  He  was  a past  president 
of  the  South  Carolina  Heart  Association, 
having  served  in  that  capacity  from  1956  to 
1959,  and  was  a former  president  of  the  South 
Carolina  Society  of  Internal  Medicine. 
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can’t  control 
the  cause... 


you  can 
control  its 
effect. 


PALOHIST 


* 


An  antihistamine-decongestant  available  in  slow  release 
capsules  containing  phenylephrine  hydrochloride,  25.0  mg.; 
chlorpheniramine  maleate,  7.5  mg.:  pyrilamine  maleate, 
25.0  mg  , methapyrilene  hydrochloride,  12.5  mg.  Also  avail- 
able as  liquid  in  regular  non-sustained  release  dosage 


PALOHIST  MILD 


Same  sustained  release  capsules  and  formula  as  PALOHIST 
except  in  one-half  strength  per  capsule. 


HISTOR-D 


A sustained  release  capsule  that  allows  prompt  symptomatic 
relief  and  a continuing  release  of  remaining  medication 
over  a period  of  6 to  10  hours.  Each  capsule  contains 
chlorpheniramine  maleate,  8 mg.;  phenylephrine  HC1,  20 
mg.;  methscopolamine  nitrate,  2.5  mg. 


Complete  information  for  usage  avail- 
able to  physicians  upon  request. 


PALMEDICO,  INC.  • Drawer  3397  • 


(continuous  release  form) 


(diethylpropion  hydrochloride) 

works  on  the  appetite 
not  on  the 'nerves' 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
[support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
ess.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

ontraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
his  drug,-  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ng  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks, 
adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
Dleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
n relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  male  after  Ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets.-  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended.  t-oo6a  / 1/70  / u.s.  patent  no.  3,001.910 
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THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


mr 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfu I ly — 
gratefully  — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Claim  of  Liver  Damage  Due  to  Over-Medication 
Rejected  By  Jury 

A physician  was  held  not  liable  in  a suit  by  a 
patient  who  claimed  that  he  suffered  permanent 
injury  to  his  liver  and  kidneys  because  the  physician 
^allegedly  prescribed  an  overdosage  of  an  iron 
compound.  The  patient  contended  that  the  physician 
made  a mistake  when  he  gave  written  instructions 
to  the  nurse  and  that,  as  a result,  excessive  amounts 
of  the  iron  compound  were  injected. 

The  patient  stated  that  he  had  suffered  a nose 
bleed  and  that  he  went  to  the  physician  for  treatment. 
Four  blood  transfusions  were  given,  500  cc  being 
transfused  each  time.  The  last  three  transfusions 
contained  50  cc  each  of  Imferon,  an  iron  compound. 

It  was  claimed  by  the  patient  that  a normal  in- 
jection of  Imferon  is  5 cc  and  that  the  physician  had 
intended  to  direct  the  nurse  to  add  5 cc  of  the  com- 
pound instead  of  50  cc.  The  patient  also  contended 
that  the  injections  should  have  been  into  the  muscles 
rather  than  intravenously. 

The  patient  claimed  that  his  liver  and  kidneys 
were  harmed  and  contended  that  future  complica- 
tions will  affect  other  organs.  The  physician  stated 
that  that  patient  suffered  no  injury  as  a result  of  the 
treatment.  He  also  urged  that  he  followed  the 
standard  of  care  prevailing  in  the  community. 

Before  the  verdict  was  rendered,  the  physician’s 
representatives  offered  to  settle  for  $6,000,  and  there 
were  indications  that  the  offer  would  be  increased  to 
$10,000.  No  settlement  was  made,  and  the  jury  re- 
turned a verdict  in  favor  of  the  physician.  The 


patient  made  a motion  for  a new  trial.— Shores  v. 
Gelier,  (Cal.  Super.  Ct.,  Los  Angeles  Co.,  Docket 
No.  SO  C16014,  1970) 


Medical  Experts  May  Testify  in 
Osteopath  Malpractice  Case 

Medical  physicians  may  testify  in  a malpractice 
case  where  an  osteopath  has  been  charged  with 
negligence  in  failing  to  properly  diagnose  a condition, 
a Florida  appellate  court  held. 

An  osteopath  was  charged  with  malpractice  in 
failing  to  use  the  proper  standard  of  care  in  diag- 
nosing a cancerous  condition.  The  trial  court  held 
that  medical  doctors  were  not  qualified  to  testify  as 
experts  because  they  had  indicated  that  they  were 
not  familiar  with  the  standard  of  care  normally  used 
in  the  community  by  osteopaths. 

On  appeal,  the  reviewing  court  ruled  that  the 
testimony  of  experts  in  other  fields  is  not  excluded 
when  the  testimony  bears  on  a point  as  to  which 
principles  of  the  schools  do  or  should  concur,  such 
as  the  dangers  incident  to  the  use  of  X-rays  or  the 
existence  of  a condition  that  should  be  recognized  by 
any  physician. 

The  court  held  that  any  person  qualified  by 
education  and  experience  may  testify  whether  the 
treatment  given  a patient  was  proper.  The  appellate 
court  reversed  the  holding  of  the  trial  court  and 
ordered  a new  trial.—  Ashburn  v.  Fox,  233  So.  2d  840 
(Fla.  Ct.  of  App.,  April  14,  1970;  rehearing  denied, 
May  6,  1970) 


WINCHESTER 

“CAROLINAS’  HOUSE  OF  SERVICE” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Hitch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver- 
tised CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144's  — 144  tab- 
lets in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 
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New  Nilcol- 
A Comprehensive 
Formula: 

DESCRIPTION  Contents  in  mg 

Elixir- 
each 
Tablet  15  ml 

phenylpropanolamine  HCI  . . 50  25 

chlorpheniramine  maleate  . . 4 2 

glyceryl  guaiacolate 200  100 

dextromethorphan  HBr 30  15 

alcohol 10% 

The  scored,  elliptical  tablet  is  light 
violet.  The  elixir  is  deep  violet  in  color 
and  grape-flavored. 

ACTIONS  Each  component  of  Nilcol  has 
been  selected  to  provide  symptomatic  re- 
lief of  congestion  and  cough  in  upper 
respiratory  disorders. 

Phenylpropanolamine  hydrochloride  is 
a vasoconstrictor  which  reduces  conges- 
tion of  the  nasopharyngeal  mucosa. 
Chlorpheniramine  maleate,  a widely  used 
antihistamine,  helps  to  control  allergic 
symptoms.  The  expectorant  is  glyceryl 
guaiacolate  which  helps  to  increase  the 
secretion  and  decrease  the  viscosity  of 
fluids  of  the  respiratory  tract.  Dextro- 
methorphan is  a well-known,  centrally 
acting  antitussive.  Nilcol  may  minimize 
the  need  for  topical  decongestants. 
INDICATIONS  Nilcol  is  indicated  for 
nasal  and  bronchial  congestion,-  coughs 
and  other  symptoms  of  respiratory  infec- 
tions including  influenza  and  the  com- 
mon cold;  other  respiratory  conditions 
such  as  sinusitis,  allergic  rhinitis  or  hay 
fever. 

CONTRAINDICATION  Hypersensitivity 
to  any  ingredient. 

PRECAUTIONS  Because  of  the  possibility 
of  drowsiness,  patients  should  be  cau- 
tioned against  driving  and  operating 
machinery.  Administer  with  caution  to  pa- 
tients with  hyperthyroidism,  hypertensive 
cardiovascular  disease,  diabetes  mellitus 
and  liver  disease.  Use  in  pregnancy  is  not 
recommended. 

ADVERSE  REACTIONS  Anxiety,  restless- 
ness, tension,  insomnia,  tremor,  weakness, 
headache,  vertigo,  sweating,  nausea, 
and  vomiting  may  possibly  occur. 
SUPPLIED  Tablets  in  bottles  of  100.  Elixir 
in  bottles  of  32  fl  oz  (1  qt)  with  dosage 

CUpS.  N-GP-11-4C 

WARN  ER-CHI  LCOTT 

Morris  Plains,  New  Jersey  07950 


This  is  a test  of  this  publication’s  advertising  “Exposure.”  Please  see  below. 

Introducing 
The  FullyTherapeutic 
Age-Calibrated”  Non-Narcotic 
Cough/Cold  Formula... 
ForAnyMemberQrThe  Family* 

' *Not7or  infants  under  2 years  of  age. 

view  Nilcol  Tablets/ Elixir 

3ch  scored  tablet  contains:  Phenylpropanolamine  HCI  50  mg,  Chlorpheniramine  maleote  4 mg,  Glyceryl  guaiocolote  200  mg.  Dextromethorphan  HBr  30  mg. 

tch  15  ml  of  elixir  contains:  Phenylpropanolamine  HCI  25  mg,  Chlorpheniramine  maleate  2 mg.  Glyceryl  guaiocolote  100  mg.  Dextromethorphan  HBr  15  mg,  alcohol  10%. 

An  Expectorant  • An  Antihistamine 
A Decongestant  • A Non- Narcotic  Antitussive 


For  a complimentary  package,  send  your  Rx  with  the  name  Nilcol  written  on  it  to: 
Warner-Chilcott  Laboratories,  201  Tabor  Road,  Morris  Plains,  New  Jersey  07950. 
Att:  M.  Adams,  St.J. 


Delicious, 

Grape-Flavored 

Elixir 


R, 


(4  days  — 
>waste  therapy) 


% 

8oz 

16  oz 

tPlus  "Age-Calibrated"  Medicine  Cup  for  Precision-Assured  Dosage. 


Someone 

acutely  ill 

needs  this 

bed*  * 


It’s  available  because  of  Medicentei 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  aci 
care  facilities.  A professional  medical  staff  supervis 
all  recuperative  care  under  the  direct  orders  of  each  p 
tient’s  personal  physician.  Room  rates  are  nominal  • 
about  one-half  the  cost  of  general  hospitals.  And  then 
a growing  list  of  insurance  companies  that  already  provi' 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  community 
health  care  system.  Get  to  know  the  Medicenter  soon.  Yd 
visit  or  inquiry  is  welcome  anytime. 


£-j\  V lice  jP! ace  to  §et  Well 


Medicenter  of  America  / Hopkinsville  • Louisville,  Kentucky 


rhe  pain 
rf  arthritis 


Sieved  with 

VlEASURIN  q.  8h.  dosage 


luble-strength  Measurin  timed-release  aspirin  offers  a new 
nd  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
is  over  6,000  microscopic  reservoirs  that  release 
pirin  at  a controlled  rate— some  right  away  and  some 
ter  on.  This  means— fast  relief,  followed  by  long 
sting  relief.  Throughout  the  day,  Measurin 
ves  your  patients  freedom  from  a 4-hour  dosage 
ihedule.  Measurin  can  help  your  patients  get 
;good  night’s  sleep,  uninterrupted  by  the  need  for 
n extra  dose  of  aspirin.  And,  taken  at 
Ipdtime,  it  also  helps  ease  morning  joint 
Bjscomfort  and  stiffness. 

If  Professional  Samples  write: 
lie  on  Laboratories  Inc. 
imple  Fulfillment  Division 
lb.  Box  141 
irview,  N.J.  07022 


Measurin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


3REON 


BREON  LABORATORIES  INC. 

<l'  Park  Avenue,  New  York,  N.Y.  10016 
ibsidiary  of  Sterling  Drug  Inc. 


anxiety: 
the  tyrant 


Excessive  anxiety  can  often  dominate  the  patient  made 
vulnerable  by  illness,  surgery,  prolonged  emotional  stress.  It  can 
induce  or  aggravate  symptoms,  disrupt  medical  management, 
divert  energy  the  patient  needs  for  recovery. 

The  antianxiety  action  of  Librium®  (chlordiazepoxide  HCD— 
used  adjunctively  or  alone— has  demonstrated  clinical 
usefulness  in  virtually  every  field  of  medical  practice  where 
anxiety  complicates  the  patient's  condition. 
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for  the  patient 
ruled  by  anxiety 

Librium 


(chlordiazepoxide 
HCl)  5-mg,  10-mg, 
25-mg  capsules 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  re- 
ported on  recommended  doses,  use 
caution  in  administering  to  addiction- 


prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  overseda- 
tion, increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence 
of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective 


measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation- 
ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may 
appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocyto 
sis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
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Additional  information  available  upon  request-  Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 


Flurandrenolide  Tape 


(4  meg.  per  sq.  cm.) 
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Menrium  treats 
the  menopausal 
symptoms 

that  bother  him 


lis  wife  has  a lot  of  different 
opausal  symptoms,  but  only  a few 
y irritate  him.  Her  hot  flashes,  her 
go,  her  palpitations — that’s  her 
>lem.  What  really  bothers  him  is 
nervousness,  her  irritability  and 
excessive  anxiety,  often  expressed 
adless  “book-shuffling,  chain- 
;cing,  reading-lamp”  insomnia! 
Ilenrium  takes  care  of  hot  flashes, 
igo,  palpitations  in  most 
lopausal  women.  Menrium 
(ides  the  well-known  antianxiety 
in  of  chlordiazepoxide  (Librium®) 
(water-soluble  esterified  estrogens, 
(erefore  relieves  more  symptoms 
i either  component  separately, 
ices  care  of  the  vasomotor 
ptoms  as  well  as  the  emotional 
ptoms.  This  means  the  symptoms 
bother  his  wife  most.  And  the 
)toms  that  irritate  him  most, 
p,  to  help  them  both  get  through 
benopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HC1.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEG  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


5 mg  chlordiazepoxide 


5 mg  chlordiazepoxide 


10  mg  chlordiazepoxide 


0.2  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 
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( SYRUP 


A palatable  chloral  hydrate  syrup 
containing  10  grains  in  each  teaspoonful. 
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Who’s  afraid  of  the 
big  bad  enema? 


We  all  are.  But  Dulcolax  is  the  cure  tor  enemaphobia 

It  can  do  almost  anything  an  enema  can  — except  look  scary 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour  Gone  are  the  tubing,  the  accidents ", 
and  the  bruised  egos  associated  with  enemas 

For  preoperative  preparation,  the  combination  ot  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor-  J 
oughly  Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care 

As  with  any  laxative,  abdominal  cramps  are  occasionally  , 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax... it’s  predictable 

bisacodyl  I 


Someone 

acutely  ill 
needs  this 
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It’s  available  because  of  Medicenter. 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  acute 
care  facilities.  A professional  medical  staff  supervises 
all  recuperative  care  under  the  direct  orders  of  each  pa- 
tient’s personal  physician.  Room  rates  are  nominal  — 
about  one-half  the  cost  of  general  hospitals.  And  there’s 
a growing  list  of  insurance  companies  that  already  provide 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  community’s 
health  care  system.  Get  to  know  the  Medicenter  soon.  Your 
visit  or  inquiry  is  welcome  anytime. 


MEDiCENTER 

* 

Uice  Place  to  §et  Well 


Medicenter  of  America  / Columbia  • Spartanburg,  South  Carolina 


When  irritable  colon  feels  like  this 


The  blowfish,  a small  specie 
of  fish,  reacts  to  stress  or 
fright  by  puffing  itself  up  wi 
air.  After  about  a dozen 
noisy  gulps  the  belly  is  balka 
shaped  and  hard.  When 
replaced  in  the  water  the  ai 
quickly  expelled,  and 
the  fish  sinks  to  the  bottom. 


. in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED" 
provides  more  complete  relief : 


□ belladonna  alkaloids— for  the  hyper- 
active bowel  □ simethicone  — for  ac- 
companying distension  and  pain  due  to 
gas  □phenobarbital  — for  associated 
anxiety  and  tension 

Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 


s 


belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 
nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  I Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED 

antispasmodic/sedative/antiflatulent 


Not  too  little,  not  too  much... 
but  just  right! 

"Just  right"  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available 
to  the  prolession  on  request. 

Eli  Lilly  and  Company 
Indianapolis.  Indiana  46206 
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HISTOPLASMIN  SENSITIVITY  IN  STUDENTS  OF  THE 
MEDICAL  UNIVERSITY  OF  SOUTH  CAROLINA 


Relatively  little  is  known  of  the  histo- 
plasmin  sensitivity  in  the  South  Carolina  pop- 
ulation. Waring  and  Gregg,1  1947,  reported  a 
two  per  cent  incidence  of  histoplasmin  sensi- 
tivity in  121  Charleston  school  children.  Seas- 
trunk  and  Cullum,2  1949,  reported  results  of  a 
histoplasmin  skin  test  survey  in  the  Richland 
County  Health  Clinic.  Of  the  1000  individuals 
tested,  3.9  per  cent  were  positive.  In  1969, 
Edwards,  et.  al., 3 reported  an  incidence  of  7.8 
per  cent  histoplasmin  reactors  among  the 
white  male  naval  recruits  from  South  Carolina 
who  were  17-21  years  old  and  lifetime,  one- 
county  residents. 

To  add  to  these  findings  and  further  de- 
limit the  extent  of  histoplasmin  sensitivity 
within  the  state  of  South  Carolina,  a study  was 
made  at  the  Medical  University  to  determine 
the  histoplasmin  sensitivity  of  the  entire  stu- 
dent population.  Assuming  the  student  popula- 
tion is  representative  cross  section  of  the  state 
population,  these  findings  will  perhaps  give 
added  insight  to  the  histoplasmin  sensitivity 
patterns  within  the  state. 

Materials  and  Methods 

The  student  body  of  the  Medical  University 
was  skin  tested  with  histoplasmin  upon 
entrance  medical  examination.  A team  of  two 
nurses  applied  and  read  all  skin  tests.  Testing 
was  done  by  the  Mantoux  method  using  a 
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1:100  dilution  of  histoplasmin  H-42.  All  tests 
were  read  at  48  hours.  Zones  of  induration  and 
erythema  were  measured  transversely  through 
the  line  of  antigen  injection. 

To  determine  sensitivity  patterns  within  the 
state,  the  state  was  arbitrarily  divided  geo- 
graphically into  sections:  Northwest,  North- 
east, Southwest,  and  Southeast  (Fig.  1).  Stu- 
dents were  classified  as  “residents”  if  they 
were  lifetime  residents  of  South  Carolina. 
Students  were  assigned  to  a geographic  sec- 
tion on  the  basis  of  their  “home”  address,  not 
their  school  address. 

A total  of  636  students  were  tested  in  this 
study.  Within  this  group  there  were:  288 
medical  students;  117  nursing  students;  72 
pharmacy  students;  62  dental  students  and  94 
students  classified,  in  this  study,  as  miscel- 
laneous group  was  comprised  of:  graduate  stu- 
dents, inhalation  therapy  students,  medical 
technology  students,  etc. 

Residts 

Forty-nine  of  the  636  students  skin  tested 
had  reactions  greater  than  5 mm  induration; 
or,  7.7  per  cent  reactors.  Note  that  this  agrees 
closely  with  Palmer  and  Edwards’  results  of 
7.8  per  cent  reactors  in  Naval  recruits  from 
South  Carolina. 

To  determine  if  there  were  geographic 
variations  in  the  frequency  of  skin  test  positive 
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Table  I 

GEOGRAPHIC  DISTRIBUTION  OF  STUDENTS  REACTING  TO  HISTOPLASMIN  H-42 


Student 

Group 

Percent  Reactors  Within  Geographic  Area 

Percent  Reactors 
Within 

Combined  Areas 

N.W. 

N.E. 

S„W. 

S.E. 

Out  of 
State 

Medical 

14.6 

6.1 

0 

0 

9.0 

8.3 

Nursing 

14.3 

2.8 

0 

2.8 

9.1 

6.0 

Pharmacy 

13.0 

0 

0 

0 

3.8 

5.6 

Dental 

24.9 

0 

0 

ia  5 

8.3 

12.3 

All  Others 

14.3 

0 

0 

0 

12.0 

6.4 

individuals,  the  students  were  assigned  to  the 
above  geographic  areas  according  to  their 
“home  town".  Figure  I shows  the  sensitivity 
pattern  of  students  from  the  four  geographic 
areas  of  the  state.  Sixteen  per  cent  of  those 
students  who  were  residents  of  the  North- 
western section  of  the  state  were  sensitive  to 
histoplasmin,  and  3.3  per  cent  of  those  from 
the  Northeastern  section.  There  were  no  posi- 
tive reactors  from  the  Southwestern  section. 
There  were  2.2  per  cent  reactors  from  the 
Southeastern  section  and  8.7  per  cent  of  the 
out-of-state  students. 

The  student  population  was  further  cate- 
gorized by  school  and  geographic  location. 
The  geographic  distribution  of  students,  by 
school,  reacting  to  histoplasmin  is  shown  in 
Table  I. 

The  data  for  those  medical  students  tested 
showed  the  following  per  cent  histoplasmin 
reactors  for  each  geographic  section  of  the 
state:  14.6  per  cent  from  the  Northwest;  6.1 
per  cent  from  the  Northeast;  No  reactors  from 
the  Southwest  or  Southeast,  and  9.0  per  cent 
of  the  out-of-state  students.  Of  the  total  num- 
ber of  medical  students  tested  (288),  8.3  per 
cent  w'ere  sensitive  to  histoplasmin. 

Applying  the  same  system  for  the  Nursing 
students,  14.3  per  cent  from  the  Northwest 
were  sensitive;  2.8  per  cent  from  the  North- 
east; no  reactors  from  the  Southwest;  2.8  per 
cent  from  the  Soutfnvest  and  9.1  per  cent  of 
the  out-of-state  students.  Six  per  cent  of  the 
total  nursing  student  population  tested  (117) 
was  sensitive  to  histoplasmin. 


For  the  Pharmacy  students,  15.0  per  cent  of 
those  residing  in  the  Northwestern  section  of 
the  state  were  sensitive  to  histoplasmin.  There 
w;ere  no  reactors  from  the  Northeast,  South- 
west, or  Southeastern  section.  Of  the  out-of- 
state  students,  3.8  per  cent  reacted  to  histo- 
plasmin and  5.6  per  cent  of  all  pharmacy  stu- 
dents tested  (72)  reacted. 

The  dental  students  had  the  highest  re- 
activity rate  of  all  the  student  body.  Those 
students  residing  in  the  Northwestern  section 
of  the  state  had  a 24.9  per  cent  reactor  rate. 
There  were  no  histoplasmin  reactors  from  the 
Northeastern  or  Southwestern  sections.  Of 
those  residing  in  the  Southeastern  section, 
10.5  per  cent  were  reactors  and  8.3  per  cent 
of  the  out-of-state  residents  wrere  histoplasmin 
reactors.  From  the  total  dental  student  group 
tested  (62),  12.3  per  cent  w'ere  sensitive  to 
histoplasmin. 

The  histoplasmin  reactors  among  the  re- 
maining student  body  w'ere  residents  of  the 
Northwestern  section  of  South  Carolina  and 
the  out-of-sate  students;  14.3  per  cent  and 
12.0  per  cent  respectively.  There  w'ere  no 
reactors  from  the  other  three  sections  of  the 
state.  Of  the  total  miscellaneous  student 
group  tested  (94),  6.4  per  cent  w^ere  histo- 
plasmin reactors. 

Discussion 

It  can  be  seen  in  the  illustrations  that  there 
is  a definite  geographic  pattern  of  histo- 
plasmin sensivity  in  the  Medical  University  of 
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Geographic  Distribution  of  Histoplasmin  Reactors  in  Students  at  the  Medical 

University  of  South  Carolina 
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South  Carolina  student  population.  A major 
portion  of  the  histoplasmin  reactors  were 
residents  of  the  Northwestern  section  of  the 
state.  It  appears  that  the  lines  of  demarcation 
are  relatively  sharp,  with  most  reactors  com- 
ing from  the  most  northwesterly  counties. 
This,  however,  cannot  be  definitely  estab- 
lished in  this  study  because  of  the  small  pop- 
ulation tested  and  the  small  number  of  life- 
time one-county  residents.  It  also  appears  that 
Northwestern  South  Carolina  is  on  the  South- 


eastern edge  of  the  endemic  zone  of  histo- 
plasmosis. From  this  vantage  point,  the  state 
would  serve  as  a unique  area  for  studying  the 
ecology  and  epidemiology  of  histoplasmosis, 
especially  as  related  to  the  theory  of  point 
source  infections. 

Acknowledgement:  The  authors  gratefully  acknowl- 
edge the  assistance  of  the  nursing  and  secretarial  staff 
of  the  Department  of  Student-Employee  Health 
Services. 
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WATER -A  VEHICLE  OF  DISEASE  DISSEMINATION 


Since  the  brilliant  epidemiologic  studies  of 
Dr.  John  Snow  (1848-1854)  which  established 
polluted  water  as  the  vehicle  of  the  spread  of 
cholera,  public  health  workers  have  amassed 
a wealth  of  information  on  organisms  which 
can  be  spread  by  the  water  route.  All  too  often 
in  our  modern  day  society  the  potential  hazard 
of  water  as  a vehicle  of  the  spread  of  disease 
is  overlooked.  The  purpose  of  the  article  is  to 
review  briefly  some  of  the  agents  and/or  dis- 
eases which  are  or  could  become  a public 
health  problem  as  a result  of  abuse,  neglect 
or  relaxed  surveillance  of  our  water  supplies. 

Table  1 presents  a rather  imposing  list  of 
those  agents,  bacterial,  parasitic  and  viral, 
which  have  been  found  in  water  and  have 
been  incriminated  in  cases  or  outbreaks  of  dis- 
ease. 

Of  the  bacterial  agents,  the  importance  of 
the  coliforms.  Salmonella,  Shigella,  Vibrio 
cholera  and  Leptospira  are  perhaps  the  most 
readily  appreciated  in  connection  with  water- 
borne diseases.  The  primary  source  of  con- 
tamination of  water  supplies  with  these  organ- 
isms is  through  pollution  with  human  or 
animal  feces  or  urine. 

Outbreaks  of  gastroenteritis  caused  by 
Escherichia  coli  are  rare,  but  have  occurred. 
Three  outbreaks  in  the  United  States  in  1968 
and  two  in  1969  were  traced  to  water  sup- 
plies.1 There  have  been  no  documented  out- 
breaks of  coliform  gastroenteritis  associated 
with  water  in  South  Carolina  in  the  past  five 
years. 

Foodborne  Salmonella  gastroenteritis  is 
more  common  than  waterborne.  In  1967,  1.5 
per  cent  of  Salmonella  infections  in  the  United 
States  were  traced  to  water  sources;  a large 
waterborne  outbreak  (76  cases)  occurred  in 
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Riverside,  California  which  was  traced  to  the 
municipal  water  supply.  In  1968  two  water- 
borne outbreaks  were  reported  and  only  one 
in  1969.’  One  of  the  largest  Salmonellosis  out- 
breaks in  the  country  in  1970  occurred  in 
Columbia,  South  Carolina  on  June  6.  following 
a picnic  at  a local  ball  park  for  Little  League 
Baseball  players,  their  families  and  coaches. 
Of  the  700  people  at  risk,  336  became  ill.  The 
causative  agent  was  Salmonella  enteritidis. 
The  source  of  the  infection  was  thought  to 
have  been  food,  although  this  was  not  proven 
by  recovery  of  the  organism  from  food 
samples  available  for  testing.  None  of  the 
samples  from  the  ball  park  water  supply  or 
ice  yielded  any  pathogenic  organisms;  how- 
ever. water  still  remains  as  a possible  vehicle 
of  the  organism  in  this  outbreak. "a 

The  incidence  of  typhoid  fever  has  de- 
creased markedly  in  this  country  in  the  past 
few  decades.  From  1960  through  1969  in  the 
LTnited  States,  typhoid  fever  cases  have  drop- 
ped from  a total  of  816  to  364.  In  196S  only 
one  outbreak  of  typhoid  was  reported  to  the 
Center  for  Disease  Control.  This  occurred  in 
Missouri  and  produced  25  cases.  The  source 
was  traced  to  a carrier  who  contaminated  the 
water  supply  at  a church  campground.3  In 
1970  a shipboard  outbreak  involving  48  cases 
occurred  on  a British  passenger  ship  and  was 
traced  to  the  water  supply.  Passengers  from 
this  ship  debarked  to  22  states/15  In  1964, 
three  cases  of  typhoid  were  diagnosed  in 
Columbia,  South  Carolina.  The  cases  were 
members  of  a family  living  in  a new  housing 
development.  The  source  of  their  infection 
was  thought  to  have  been  from  water  con- 
taminated by  overflow  from  a septic  tank  in 
the  development  following  a flash  flood.  In 
November.  1970.  two  cases  were  also  reported 
from  a deprived  area  of  the  city'.  These  were 
not  thought  to  be  a result  of  waterborne 
organisms,  however. 
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Water  has  been  incriminated  in  seven  out- 
breaks of  shigellosis  in  the  United  States  re- 
ported to  the  Center  for  Disease  Control  in 
the  years  1964-1969. 4'G,°  In  1970  there  have 
been  increasing  reports  of  bacillary  dysentery 
caused  by  Shigella  dysenteria  Type  I in  travel- 
lers returning  from  Central  America  and 
Mexico  where  an  epidemic  has  been  occurring 
since  1969. 2c  There  had  been  no  waterborne 
outbreaks  of  shigellosis  reported  in  South 
Carolina  in  the  past  five  years.  Cholera  epi- 
demics have  been  experienced  in  much  of 
Asia,  Africa,  Europe  and  the  Middle  East  in 
1970.2d  However,  there  have  been  no  reports 
of  imported  cases  into  the  United  States  and 
little  likelihood  of  a problem  occurring  in  this 
country  because  of  the  overall  high  levels  of 
sanitary  practices  here.  Leptospirosis  can  be 
acquired  through  contact  with  water  con- 
taminated with  urine  of  infected  animals.  A 
history  of  water  contact  was  given  in  21  per 
cent  of  the  71  cases  in  the  United  States  re- 
ported in  1968  and  in  25  per  cent  of  the  100 
cases  reported  in  1969. 7 There  have  been  only 
6 cases  reported  in  South  Carolina  from  1960- 
1969;  the  percentage  of  water  contact  cases 
is  not  known. 

The  remaining  bacterial  diseases  in  Table  1 
are  perhaps  less  well  known  as  members  of 
the  waterborne  group.  Chromobacterium  vio- 
laceum  is  a common  natural  inhabitant  of  soil 
and  water.  Infection  with  the  organism  is 
generally  acquired  through  breaks  in  the  skin 
(puncture  wounds)  contaminated  with  soil 
or  water  in  which  the  organism  exists.  The 
disease  generally  manifests  itself  as  a sepsis 
with  hepatic  abscess  and  can  be  fatal.  It  may 
be  a chronic  condition  existing  for  sometime 
before  clinical  symptoms  appear.  Only  17 
cases  have  been  reported  in  the  literature. 
One  fatal  case  occurred  in  a child  in  Gaffney, 
South  Carolina  in  1969,  and  was  traced  to  soil 
contamination  of  a puncture  wound.8  Two 
fatal  cases  were  reported  in  1970  in  American 
servicemen  in  Vietnam  and  were  traced  to  a 
water  source.”  Another  of  the  chronic  diseases 
which  can  be  acquired  from  contaminated 
water  is  melioidosis  caused  by  Pseudomonas 
pseudomallei.  This  condition  can  simulate 


typhoid  fever  or,  more  commonly,  tuberculosis 
and  has  been  frequently  seen  in  American 
servicemen  returning  from  Southeast  Asia. 

Mycobacterium  marinum  is  the  causative 
agent  of  a chronic  granulomatous  skin  lesion 
known  as  Daphne  sore  or  swimming  pool 
granuloma.  This  species  occurs  in  water  and 
infects  abraded  skin.  The  organism  is  fairly 
common  along  the  Gulf  Coast  and  in  many 
temperate  and  tropical  areas.  In  1970  one 
case  of  Daphne  sore  was  reported  from 
Charleston,  South  Carolina.  The  patient 
acquired  the  infection  from  water  in  a pet 
shop  aquarium. 

Tularemia  is  generally  acquired  through 
skin  abrasions  following  handling  of  infected 
animals;  however,  less  well  known  is  the  fact 
that  the  organism  can  survive  and  multiply 
in  water  and  mud.  In  April,  1968,  47  cases 
occurred  in  Vermont  in  muskrat  trappers  and 
were  traced  to  contaminated  streams  in  the 
area.10  Studies  in  the  Rocky  Mountain  States 
have  shown  that  many  human  infections  have 
occurred  from  ingestion  of  water  con- 
taminated with  Francisella  tularensis. 

A moderate  to  severe  gastroenteritis  has 
been  reported  several  times  in  recent  years 
caused  by  Vibrio  parahemolyticus.  This  is 
generally  acquired  from  consumption  of  un- 
cooked or  partially  cooked  shellfish  from  the 
Orient.  Cases  have  occurred  in  American 
travellers  returning  from  Japan  and  the  Far 
East. 

The  parasitic  diseases  listed  in  Table  1 are 
less  of  a problem  in  this  country  than  in  other 
parts  of  the  world.  Four  of  these  do  occur  in 
the  United  States  often  enough  to  merit  some 
comment. 

Amebiasis,  caused  by  Entamoeba  histo- 
lytica, whenever  it  occurs,  can  be  a very 
serious  disease.  In  contrast  to  the  50  per  cent 
infection  rate  in  certain  areas  of  the  world, 
the  United  States  as  a whole  has  only  about  a 
3 to  5 per  cent  infection  rate.  The  greatest 
rate  occurs  among  rural  and  lower  socio- 
economic groups  in  conditions  of  poor  housing 
and  sanitation.  In  1970,  five  of  seven  members 
of  a family  in  Jasper  County,  South  Carolina 
had  E.  histolytica  infections.  The  source  of 
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their  infection  is  unknown;  however,  the  water 
supply  was  from  a private  well  which  is  one 
possible  source. 

The  newest  addition  to  the  roster  of  water- 
borne parasitic  diseases  is  primary  amebic 
meningoencephalitis.  The  disease  is  an  acute, 
fulminating,  fatal  meningocephalitis  caused  by 
the  free-living  ameba,  A laeglaria  gruberi.  The 
condition  clinically  resembles  bacterial  men- 
ingitis. Patients  presenting  with  this  disease 
have  a history  of  recent  (3  to  7 days  prior  to 
onset)  swimming  in  fresh  or  brackish  waters. 
Underwater  swimming  and  diving  have  been 
reported  in  many  cases.  The  route  of  infection 
is  apparently  through  the  nasopharynx.  The 
amebae  are  able  to  penetrate  the  cribiform 
plate  with  direct  extension  along  the  olfactory 
tract  of  the  brain.  The  amebae  can  be  seen  in 
spinal  fluid  aspirates.  The  course  is  rapid 
(72  hours)  after  onset.  No  treatment  has 
been  successful;  all  cases  to  date  have  been 
fatal.  There  is  no  apparent  predisposition  to 
infection,  such  as  anatomical  defects  of  naso- 
pharynx. All  cases  have  occurred  in  previously 
healthy  individuals. 

The  first  human  cases  were  reported  in 
1965  from  Australia.  In  1966,  the  first  cases  in 
the  United  States  were  reported  from  Florida 
(3  cases;  2 in  1962;  1 in  1965). 11  Subsequently, 
a total  of  five  cases  have  been  diagnosed  in 
Florida.  Since  the  first  reports,  a study  in 
1968  in  Richmond,  Virginia  has  revealed  the 


occurrence  of  many  cases  in  that  area  over  the 
past  fifteen  years.  Thirteen  cases  of  fatal  pri- 
mary meningoencephalitis  which  occurred  in 
1951  were  diagnosed  retrospectively  as  having 
been  due  to  Naeglaria  infection.12  In  1968, 
three  additional  cases  were  reported  from  the 
Richmond  area.  One  case  has  been  sub- 
sequently reported  from  Texas  and  recently 
(August,  1970),  one  from  Atlanta,  Georgia. 2e 
To  date  no  cases  have  been  reported  in  South 
Carolina;  however,  the  widespread  occurrence 
of  amebae  suggests  a potential  hazard. 

Much  less  serious  than  the  above  condi- 
tions, but  no  less  unpleasant  to  those  who 
suffer  from  the  problem  is  a dermatitis  known 
as  Swimmer’s  Itch  caused  by  the  cercariae  of 
certain  bird  and  rodent  schistosomes.  This 
condition  is  prevalent  among  swimmers  in 
lakes  and  certain  coastal  sea  water  beaches 
primarily  along  the  northeastern  coast  and  the 
Great  Lakes  region.  The  cercariae  penetrate 
the  skin  causing  a severe  dermatitis,  but  do 
not  mature  in  the  human  host.  There  have 
been  no  cases  of  Swimmers’  Itch  reported 
from  the  coastal  areas  in  South  Carolina. 

Giardiasis,  a gastrointestinal  illness  pro- 
ducing moderate  to  severe  diarrhea,  is  caused 
by  the  flagellate,  Giardia  lamblia.  Sporadic 
outbreaks  of  waterborne  giardiasis  have 
occurred  in  the  United  States  in  recent  years. 
In  1969  in  Aspen,  Colorado  at  a ski  resort,  a 
number  of  cases  occurred  and  were  traced  to 


Table  1.  DISEASES  and/or  AGENTS  TRANSMISSIBLE  BY  THE  WATER  ROUTE" 
BACTERIAL  PARASITIC  VIRAL 


Chromobacterium  violaceum " 

Coliform  gastroenteritis  ( Eschericia  coli) 
Leptospirosis" 

Melioidosis  ( Pseudomonas  pseudomallei) 
Daphne  sore ( Mycobacterium  marinum )" 
Salmonellosis" 

Gastroenteritis  (Salmonella  species)" 
Typhoid"  and  parathyphoid  fever 
Shigellosis" 

Tularemia" 

Vibriosis 

Cholera 

Gastroenteritis  — V.  parahemolyticus 


Amebiasis" 

Amebic  meningoencephalitis 

Balantidiasis 

Clonorchiasis 

Cvsticercosis 

Diphyllobothriasis 

Dracontiasis 

Echinococcosis 

Fasciolopsiasis 

Giardiasis" 

Schistosomiasis 

Schistosomal  dermatitis 


Adenovirus" 

Bedsonia 

Hepatitis  ( infectious ) " 
Picornavirus 
Coxsackievirus" 
Echovirus" 
Poliovirus" 
Rhinovirus 
Reovirus 


"Cases  have  been  reported  in  South  Carolina  in  the  past  five  years  (1965-1970). 
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a contaminated  water  supply.13  Recently,  out- 
breaks have  occurred  in  groups  traveling  in 
the  U.S.S.R.  in  February  and  May,  1970.  The 
source  of  these  outbreaks  is  currently  under 
investigation. =d  Cases  have  occurred  in  South 
Carolina;  however,  no  outbreaks  which  have 
been  traced  to  a water  source  have  been  re- 
ported. 

With  the  exception  of  viral  hepatitis  and 
inclusion  conjunctivitis,  proven  association 
between  viral  contamination  of  water  and 
viral  disease  is  lacking.  Reliable  data  are  not 
available  on  the  fate  of  viruses  in  water.  It  is 
known  that  the  number  of  virsuses  are  re- 
duced over  a period  of  time,  but  the  mechan- 
ism is  obscure.  The  general  picture  that 
evolves  seems  to  be  as  follows:  enteroviruses 
and  other  viruses  invade  sewage  heavily  dur- 
ing outbreaks  and  moderately  between  epi- 
demics. Routine  purification  procedures  do 
not  eliminate  all  viruses  from  sewage.  Some 
virus  is  absorbed  by  particulate  material  and 
is  sedimented.  Protozoa  may  destroy  viruses; 
other  inactivating  factors  are  not  clearly 
understood.  However,  several  protective  fac- 
tors may  interfere  with  natural  virus  destruc- 
tion in  an  ecological  system.  Nevertheless,  if 
sewage  enters  a relatively  nonpolluted  river, 
virus  is  diluted  and  disappears.  In  any  event, 
even  under  favorable  circumstances,  a virus 
survival  time  of  at  least  1 to  2 months  is 
expected.  This  means  a river  can  be  con- 
taminated through  its  entire  course. 

Regarding  the  association  of  infectious 
hepatitis  and  water,  or  more  particularly, 
shellfish,  the  following  statements  were  made 
by  Dr.  James  W.  Mosley,  USPHS,  Atlanta, 
Georgia,  at  a symposium  held  at  Taft  Engin- 
eering Center  sponsored  by  Federal  Water 
Pollution  Control  Administration,  December 
6-8,  1965:  “The  existence  of  shellfish-asso- 
ciated epidemics  of  infectious  hepatitis  was 
first  recognized  in  1955  in  Sweden  when  an 
outbreak  caused  by  wet  storage  of  oysters 
occurred  there.  An  estimated  630  cases 
occurred  in  all  of  Sweden,  and  some  cases 
may  have  occurred  outside  of  Sweden.  We 
did  not  recognize  the  shellfish  vector  in  the 
United  States  until  1961  when  two  epidemics 
were  described,  one  caused  by  raw  oysters 


which  produced  84  cases  in  the  South,  and 
the  other  caused  by  raw  clams  which  pro- 
duced an  estimated  485  cases  in  New  Jersey 
and  in  the  northeastern  United  States.  The 
shellfish  involved  in  both  outbreaks  were  com- 
mercially harvested;  presumably  both  were 
taken  from  grossly  polluted  waters.  There 
has  been  one  documented  epidemic  of  shell- 
fish-associated infectious  hepatitis  caused  by 
privately  harvested  clams  in  Fairfield  County, 
Connecticut.  Fifteen  cases  occurred.  In  1964, 
two  more  epidemics  were  demonstrated,  both 
of  them  caused  by  raw  clams;  one  epidemic, 
which  produced  193  cases,  occurred  in  south- 
ern New  Jersey  and  in  the  greater  Philadel- 
phia area,  and  the  other  epidemic,  which  pro- 
duced 123  cases,  occurred  in  Connecticut.14 

Clams  seem  to  be  much  more  a problem 
than  oysters,  perhaps  because  of  growing  and 
harvesting  conditions.  Consideration  of  the 
biology  of  these  shellfish  and  the  habits  of 
people  may  explain  the  difference  between 
the  oyster  and  the  hard  clam.  The  oyster  is 
not  usually  eaten  during  the  months  without 
an  “r”,  a practice  not  merely  because  of  super- 
stition. During  many  of  these  months,  the 
oyster  is  in  spawning  condition  and  the  flesh 
is  not  very  good  for  eating.  The  months  with- 
out “r”,  of  course,  are  the  warmer  months 
when  the  greatest  amounts  of  waterborne 
viral  pollution  occur. 

There  is  no  good  evidence  that  shellfish 
tissue  will  support  the  multiplication  of  human 
viruses  and,  therefore,  contamination  of  the 
tissue  produces  the  hazard. 

Morbidity  data  have  shown  that  viral  hepa- 
titis is  on  the  rise  in  the  United  States  with  a 
present  rate  of  6.3  per  100,000  population. 
Viral  hepatitis  in  South  Carolina  has  risen 
steadily  in  the  past  three  epidemiological 
years  from  a case  rate  of  3.6  per  100,000  pop- 
ulation in  1968,  to  11.3  per  100,000  in  1969  and 
to  13.6  per  100,000  in  1970.  The  vast  majority 
of  these  cases  are  diagnosed  and  reported  as 
infectious  hepatitis.15  Modes  of  transmission 
of  viral  hepatitis  are  through  direct  contact 
with  infected  individuals,  through  shellfish 
and  directly  through  water  contaminated  with 
human  sewage.  Recent  outbreaks  in  the 
United  States  which  have  been  traced  directly 
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to  contaminated  water  sources  occurred  in 
Limestone  County,  Alabama,  in  1968;  21  cases 
reported.  In  1969  in  Worcester,  Massachusetts, 
tlie  College  of  Holy  Cross  varsity  football 
team  suffered  26  cases  which  were  traced  to 
contaminated  water.  In  July,  1970,  in  Polk 
County,  Arkansas,  77  cases  were  traced  to  a 
contaminated  water  supply  in  a local  restau- 
rant. Of  the  cases  and/or  outbreaks  reported 
in  the  past  three  years  in  South  Carolina, 
there  has  been  no  documentation  of  con- 
taminated water  as  being  the  source. 

Drinking  water  adequately  chlorinated  can 
minimize  the  risk;  however,  adequate  chlor- 
ination depends  on  many  factors,  such  as 
acidity,  alkalinity,  salinity,  and  particularly 
upon  the  amount  of  organic  material  present 
in  the  water.  In  distilled  water,  chlorine  in  a 
concentration  of  3 parts  per  million  (ppm) 
will  inactivate  the  hepatitis  virus;  but  if 
water  contains  untreated  sewage,  chlorine 
levels  as  high  as  15  ppm  are  ineffective. 

The  other  viral  agent  which  has  definitely 
been  shown  to  be  transmitted  via  the  water 
route  is  a Bedsonia,  the  etiologic  agent  of 
inclusion  blennorrhea  (swimming  pool  con- 
junctivitis). The  mode  of  transmission  is 
through  water  contaminated  with  genito- 


urinary exudates  from  infected  individuals. 
Most  child  and  adult  cases  arise  from  non- 
chlorinated  swimming  pools. 

Although  not  proven  by  laboratory  investi- 
gation, one  epidemic  of  polio  in  1955  in  Can- 
ada was  thought  to  have  had  contaminated 
water  as  the  vehicle  of  spread  of  the  polio- 
virus. Any  virus  capable  of  surviving  in  the 
intestinal  tract  can  be  spread  through  fecal 
pollution  of  water.  However,  documentation 
of  contaminated  water  as  a vehicle  of  such 
virus  spread  is  lacking. 

A cursory  glance  at  the  position  of  South 
Carolina  is  incidence  of  waterborne  diseases 
might  give  a sense  of  security;  however,  more 
careful  note  will  reveal  the  notations  “no 
documented  cases’’,  “no  reported  cases”  and 
should  awaken  an  interest  in  more  accurate 
assessment  of  the  situation  with  regard  to  the 
true  status  of  South  Carolina.  The  Bureau  of 
Laboratory'  Services  and  Research  of  the  State 
Board  of  Health  stands  ready  to  assist  any 
physician  or  community  in  an  investigation  of 
cases  or  outbreaks  which  occur  in  the  State 
or  in  any  situation  which  may  be  a potential 
public  health  hazard.  Prevention  of  disease 
still  remains  a matter  of  top  priority  in  the 
services  of  the  State  Board  of  Health. 
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X-RAY  FILM  OF  THE  MONTH 


S.  ELLIOTT  PUCKETTE,  JR.,  M.D. 
Charleston  County  Hospital 


This  spot  film  of  the  cecum  was  taken  from  Negro  male  had  been  admitted  with  signs  of 

a barium  enema  performed  10  days  after  an  an  acute  abdomen.  An  exploratory  laparatomy 

appendectomy.  The  patient,  a 23  year-old  had  revealed  idiopathic  peritonitis. 


The  filling  defect  in  the  cecum  at  the  site 
of  the  attachment  of  the  appendix  is  the  in- 
verted appendiceal  stump.  If  a barium  enema 
is  performed  shortly  after  an  appendectomy, 
this  is  not  an  uncommon  finding.  While  most 
stumps  seem  to  disappear,  some  may  persist 
for  years  and  cause  confusion  with  other  poly- 


poid lesions  of  the  bowel.  Differentiation  in- 
vokes knowledge  of  a previous  appendec- 
tomy, the  polypoid  lesion  being  located  at  the 
usual  attachment  of  the  appendix,  and  a 
symptomatology  complex  that  would  suggest 
this  to  be  an  incidental  finding. 
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Federal  revenue  sharing  with  state  and  municipal  governments  has  been  at  the  top  of  the 
news.  Heads  of  local  governments  have  indicated  that  if  the  Federal  Government,  which  collects 
the  major  share  of  taxes,  does  not  come  to  the  aid  of  states  and  cities  in  the  immediate  future 
financial  disaster  is  imminent. 

President  Nixon  proposed  revenue  sharing  legislation  to  the  91st  Congress,  but  the  bill  did 
not  create  sufficient  interest  to  call  for  formal  hearings  and  died  in  committee.  The  Federal  Gov- 
ernment, operating  with  a yearly  deficit,  indeed  has  nothing  to  share  and  is  seeking  new 
revenue  to  support  its  own  snowballing  bureaucracy.  Disregarding  need,  agencies  and  bureaus 
spiral  yearly  in  increased  personnel  and  consequently  in  cost.  The  Department  of  Agriculture, 
for  example,  has  doubled  its  personnel  and  financing  while  the  population  on  the  American 
farm  has  decreased  fifty  per  cent. 

State  revenue  cannot  finance  the  present  social  welfare  program,  consequently,  it  cannot 
hope  to  implement  expanding  programs  urged  at  the  federal  level.  Proof  of  South  Carolina’s 
plight  was  evidenced  at  the  year’s  end  when  the  bureau  of  the  budget,  through  the  governor’s 
executive  order,  directed  state  agencies  to  curtail  spending  by  six  per  cent.  The  Department  of 
Public  Health  consequently  curtailed  important  patient  services. 

Top  priority  of  the  seventies  is  expansion  of  medical  education  and  its  financing.  The  Octo- 
ber 1970  Carnegie  Commission  report,  Higher  Education  and  the  Nations  Health,  spells  out  the 
task  and  offers  definitive  solutions. 

The  report  envisions  that  premedical  and  medical  education  will  be  brought  closer  together 
and  that  medical  school  teaching  will  be  a twelve  months  program.  It  is  proposed  that  the  Doc- 
tor of  Medicine  curriculum  be  compressed  into  three  calendar  years,  thus,  producing  one-third 
more  medical  doctors  with  the  same  teaching  facilities.  The  committee  further  suggests  that  the 
postgraduate  residency  program  be  shortened  from  four  to  three  years,  thus,  launching  the  phy- 
sician into  the  medical  delivery  system  in  six  years  rather  than  the  present  eight  years. 

Health  Science  Centers  (the  medical  universities)  with  the  satellite  Health  Education  Cen- 
ters would  be  so  numerically  created  and  geographically  located  as  to  afford  teaching  and 
specialty  medical  care  to  all  regions  and  population  segments.  The  present  medical  schools,  plus 
those  under  present  construction,  plus  nine  additional  schools  would  constitute  the  proposed 
Health  Science  Centers.  Health  Education  Centers,  126  in  number,  are  recommended  to  com- 
plete the  plan.  Financing  of  the  committee  proposals  is  based  on  heavy  federal  binding. 

Add  one  final  complexity  and  concern  — consider  proposed  National  Health  Insurance.  The 
91st  Congress  bogged  down  in  the  latter  weeks  of  the  session  because  social  welfare  legislation 
was  tied  in  with  an  omnibus  bill  on  trade,  tariffs,  et  cetera.  It  is  the  general  consensus  that 
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medical  programs,  including  national  health  insurance,  will  be  high  on  the  priority  calendar  of 
the  92nd  Congress. 

In  spite  of  implied  pessimism  invoked  by  seemingly  insurmountable  social  welfare  and  medi- 
cal delivery  problems,  the  writer  will  not  pose  as  a prophet  of  doom.  Firm  solutions  and  financial 
solvency  will  evolve  in  the  nineteen  seventies  with  dedication  of  the  profession  and  responsible 
state  and  federal  personnel. 


Editorials 


Medical  Writing 

It  becomes  apparent  in  scanning  medical 
journals  that  most  articles  submitted  are  writ- 
ten by  groups  which  can  be  categorized.  Two 
of  these  categories  are  usually  affiliated  with 
the  same  type  of  facility,  which  is  usually 
either  a medical  school  or  some  specifically 
designated  type  of  research  and  training  in- 
stitution. The  first  category  of  medical  authors 
is  usually  composed  of  those  with  academic 
positions  where  the  quantity  of  publications 
may  bear  some  direct  relationship  to  their 
professional  advancement.  The  second  cate- 
gory seems  to  be  those  who  are  in  training 
programs  at  similar  facilities.  Very  often  it 
would  appear  that  the  output  of  their  pub- 
lications may  depend  upon  departmental  re- 
quirements that  each  trainee  submit  at  least 
one  acceptable  paper  for  publication  or  pos- 
sibly more. 

Another  group  tends  to  be  individuals  not 
necessarily  affiliated  with  the  above  specific 
types  of  institutions,  but  whose  major  areas 
of  interest  would  be  in  the  field  of  research, 
whether  it  be  industrial  or  otherwise.  Another 
large  group  of  authors  is  drawn  from  those 


affiliated  with  various  governmental  agencies, 
whether  or  not  they  may  be  specifically  ori- 
ented toward  research  and  training,  but  who 
may  have  public  relations  or  such  as  motiva- 
tion. 

It  seems  unfortunate  that  one  large  group 
of  physicians  who  seldom  publish  or  write 
anything  are  those  who  are  very  frequently 
on  the  main  firing  line  of  medicine  in  terms 
of  practice.  These  are  the  individuals  primarily 
in  clinical  practice,  most  often  full-time  pri- 
vate practice.  These  physicians  have  a variety 
of  experiences  and  develop  practical  ap- 
proaches that  are  usually  not  transmitted  to 
others  except  by  informal  coffee  room  dis- 
cussions. It  is  certainly  true  that  putting 
together  an  article  represents  a fair  amount  of 
time  and  work  and  some  individuals  are  more 
gifted  for  writing  than  others.  It  does  seem, 
however,  that  approaches  should  be  adopted 
to  tap  the  wealth  of  clinical  experience  and 
time  proven  expertise  that  many  practitioners 
enjoy  but  which  does  not  become  available 
for  others  to  share  at  all  levels  of  training. 

When  asked  in  regard  to  this  question, 
clinicians  present  the  legitimate  problem  re- 
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lated  to  lack  of  time  as  being  one  factor.  How- 
ever, additionally,  most  will  add  that  they  feel 
a lack  of  ability  on  their  own  part  to  write  well 
deters  them.  As  evidenced  by  my  own  efforts, 
I don't  consider  lack  of  ability  to  be  a legiti- 
mate reason  to  avoid  attempting  to  describe 
ones  clinical  experiences  and  I sincerely  hope 
that  this  group  of  practitioners  will  find  some 
measure  of  encouragement  to  document  or 
describe  their  experiences  for  others. 

Pollution 

It  has  long  been  evident  that  the  physicians 
of  our  State  have  not  expressed  their  concerns 
about  the  health  needs  of  the  people  to  their 
local  representatives.  At  this  time  the  develop- 
ment of  widely  expanding  programs  to  meet 
these  needs  is  demanded. 

Since  funding  of  these  programs  must  be 
through  tax  revenues,  it  is  of  utmost  im- 
portance that  health  professionals  close  to  the 
local  health  needs  of  the  people  keep  their 
representatives  appraised. 

The  need  in  the  area  of  environmental 
health  is  currently  one  which  must  be  im- 
mediately clarified  if  the  citizens  of  South 
Carolina  are  to  expect  a wholesome  environ- 
ment for  the  future.  With  the  passage  of  the 
Pollution  Control  Law  of  1970,  followed  by 
executive  orders  from  the  governor’s  office, 
there  was  established  a new  Pollution  Control 
Authority  and  a complete  reorganization  to 
revitalize  environmental  control  efforts  in  the 
state. 

What  may  appear  very  sound  on  the  sur- 
face will  show  upon  close  inspection  that  in- 


appropriate legislation  has  been  imposed  upon 
the  people  of  South  Carolina.  In  reality,  this 
attempt  at  consolidation  is  overshadowed  by 
the  complete  fragmentation  which  is  im- 
minent. With  the  removal  of  these  environ- 
mental control  programs  from  the  State  Board 
of  Health,  the  health  of  our  citizens  is  now 
threatened  by  the  possible  resurgence  of  com- 
municable diseases.  At  present,  public  health 
expertise  is  not  being  utilized  to  assure  that 
the  environmental  threats  associated  with 
water  and  air  are  adequately  controlled.  There 
have  been  no  communication  guidelines  estab- 
lished for  coordination  of  effort.  On  the  con- 
trary, programs  and  objectives,  personnel  and 
budgets,  equipment  and  space  were  not  ade- 
quately considered  before  decisions  were 
made.  So  much  fragmentation,  duplication, 
and  confusion  of  effort  by  state  agencies  with 
overlapping  objectives  and  responsibilities  are 
forthcoming  that  the  already  stretched  tax 
dollar  will  not  buy  adequate  protection  in  any 
area  for  the  people. 

The  article,  “WATER— A Vehicle  of  Disease 
Dissemination”,  which  appears  in  this  issue 
contains  information  which  needs  to  be  con- 
veyed to  your  state  legislators.  The  future  be- 
longs to  those  who  prepare  for  it.  What  are 
we  physicians  in  South  Carolina  doing  to  pro- 
tect and  safeguard  the  health  of  our  environ- 
ment — of  our  people? 

Arthur  F.  DiSalvo,  M.  D.,  Chief, 
Bureau  of  Laboratory  Services 
and  Research 
State  Board  of  Health 


OAKHAVEN,  INC.  CLASS  I LICENSED 
EXTENDED  CARE  FACILITY 

Residential  Location 
Medicare,  Medicaid,  VA  Participant 
Individual  heating  and  cooling 
Private  and  Semi-Private  Rooms 
Resident  Physician:  John  M.  Wilson,  M.  D. 

Call  Area  Code  803-393-5892  or 
Write  131  Oak  St.,  Darlington,  S.  C.  29532 
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MINUTES  OF  COUNCIL 


October  28,  1970 
Columbia,  South  Carolina 

Council  of  the  South  Carolina  Medical 
Association  met  at  the  Blue  Cross-Blue  Shield 
Headquarters,  at  2:00  p.m.  on  October  28, 
1970. 

Present: 

Dr.  Ben  N.  Miller,  President;  Dr.  Harold 
P.  Hope,  Chairman;  Dr.  Joseph  D. 
Thomas,  Vice  President;  Dr.  D.  Strother 
Pope,  Secretary;  Dr.  Buckland  Thomas, 
Editor  of  SCMA  Journal;  Mr.  M.  L. 
Meadors,  Executive  Secretary;  Coun- 
cilors Dr.  A.  Richard  Johnston,  Dr. 
Waitus  O.  Tanner,  Dr.  William  A. 
Klauber,  Dr.  Donald  G.  Kilgore,  Jr.,  Dr. 
John  D.  Gilland,  Dr.  Michael  Holmes,  Dr. 
J.  Harvey  Atwill,  Vice  Chairman,  and  Dr. 
Halsted  M.  Stone. 

Also,  Dr.  J.  Hal  Jameson,  Dr.  Thomas 
Parker,  Dr.  John  C.  Hawk,  Jr.,  and  Dr. 
John  P.  Booker,  President-Elect. 

Dr.  Joseph  D.  Thomas  gave  the  invocation. 

Minutes  of  the  meeting  of  July  1,  1970,  were 
approved  as  written. 

Dr.  Harold  P.  Hope  announced  that  the 
Peer  Review  Committee  has  been  set  up  and 
is  now  functioning. 

The  Fee  for  Services  Committee  has  been 
set  up.  The  Dermatologists  and  Neurologists 
have  appointed  members  of  their  groups  and 
are  now  part  of  this  committee. 

Department  of  Public  Welfare  will  appoint 
district  committees  of  physicians  who  wall 
wmrk  for  DPW  and  be  paid  by  DPW.  Any- 
thing they  cannot  agree  upon  will  be  referred 
to  the  Peer  Review  Committee  with  SCMA 
Mediation  Committee  being  the  so-called 
Supreme  Court. 

The  “Doctor  of  the  Month’’  plan  is  being 
shelved  and  DPW  is  looking  for  some  other 
solution. 

Dr.  Hope  and  Mr.  Meadors  reported  on  a 
meeting  they  attended  in  Georgia  and  stated 
that  the  Georgia  Medical  Association  has  re- 


organized themselves  into  a Foundation  set- 
up. 

The  Advisory  Committee  to  Title  19  is 
headed  by  Dr.  McCord,  President  of  the 
Medical  University,  Dr.  Thomas  A.  Collings, 
Anderson,  and  Dr.  Joseph  Cain,  Mullins, 
(representing  the  SCMA). 

Mr.  Meadors  introduced  Mr.  Richard  G. 
Pugh,  his  assistant,  and  stated  that  SCMA  has 
now  secured  adequate  office  space  at  1007 
Security  Federal  Building  for  $70  a month. 
Until  the  first  of  the  year,  only  half  of  the 
space  is  being  used  for  $35  a month. 

Mr.  Pugh’s  wife  is  an  excellent  secretary 
and  she  does  his  secretarial  work  and  bills  the 
Association  for  the  time  actually  spent.  Ade- 
quate meeting  space  is  also  available  either  in 
the  Security  Federal  Building  or  in  the  Citi- 
zens and  Southern  Bank  Building. 

Dr.  Allen  Slone,  Chairman,  Committee  on 
Industrial  Medicine,  reported  that  his  com- 
mittee has  held  two  meetings  this  year.  It  is 
the  committee’s  wish  that  several  changes  be 
made  in  the  commission  and  in  the  law.  The 
committee  feels  that  it  would  be  advantageous 
for  all  commissioners  to  hold  a law  degree.  At 
the  present  time,  only  two  commissioners  are 
'lawyers.  Presently,  the  members  are  appointed 
by  the  Governor  for  six-year  terms.  It  is  the 
feeling  of  the  committee  that  the  amount 
awarded  for  disability  be  increased  and  that 
nothing  be  awarded  for  disfigurement;  that 
death  benefits  be  raised  from  $12,500  to 
'$17,000,  which  is  comparable  to  other  states. 

The  committee  would  also  like  to  see  some 
guide  lines  adopted  for  specific  conditions, 
particularly  pertaining  to  back  injuries  and 
■certain  other  injuries  w’hieh  occur  in  industry. 
It  is  also  thought  that  the  Chairman  of  the 
Commission  should  have  some  power.  Dr. 
Stone  asked  permission  of  Council  to  go 
ahead  and  work  for  legislation  incorporating 
these  changes  with  SCMA’s  blessings.  Dr. 
Stone’s  request  was  approved. 

Dr.  M.  Gordon  Howde,  Chairman  of  the 
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Committee  on  Scientific  Program,  asked 
Council  for  its  concurrence  and  support  in 
changes  in  the  Scientific  Program  at  the  next 
annual  meeting.  Dr.  Ilowle  stated  that  he  was 
in  full  agreement  with  the  move  of  the  annual 
meeting  to  the  Convention  Center.  Dr.  Howie 
desires  to  have  one  all-day  meeting  with  break- 
fasts and  luncheons  in  connection  with  this 
meeting  with  small  tables  set  up  so  that  any 
group  desiring  to  discuss  a specific  subject 
may  do  so  in  comparative  ease.  He  would  like 
to  have  three  purely  scientific  programs 
mailed  prior  to  the  meeting.  He  does  not  want 
a South  Carolina  doctor  as  a speaker  and 
wishes  to  limit  the  subjects  to  purely  scientific 
matters.  It  is  also  Dr.  Howie’s  desire  that  the 
American  College  of  Surgeons  have  a sepa- 
rate meeting  rather  than  use  half  of  the  entire 
program.  It  is  Dr.  Howie’s  feelings  that  $200 
a day  plus  expenses  be  allowed  for  a speaker 
at  an  all-day  meeting. 

Dr.  Howie’s  recommendations  were  ap- 
proved and  the  honorarium  for  speakers  was 
raised  to  $200  per  day  plus  expenses  for  a 
one-day  meeting. 

Dr.  Charles  R.  Holmes,  Chairman  of  the 
Committee  on  Fees  for  Services,  reported  that 
his  committee  met  on  August  15,  1970,  for 
organization.  Dr.  Richard  H.  Crooks,  Green- 
ville, and  Dr.  Robert  Taylor,  Columbia,  are 
now  members  of  this  committee.  Dr.  Holmes 
was  commended  by  Council  on  behalf  of  his 
committee  for  their  work. 

Dr.  Charlotte  Maguire  and  Mr.  Cary  Hall, 
Regional  Manager  of  HEW,  Atlanta,  Georgia, 
were  introduced.  Mr.  Hall  gave  a most  com- 
prehensive outline  of  what  HEW  desires  the 
SCMA  to  do  and  stated  that  it  was  the  feeling 
of  the  Administration  that  doctors  as  a whole 
have  not  been  given  an  opportunity  to  co- 
operate in  the  medical  programs.  He  stated 
that  Medicare  and  Medicaid  have  placed 
much  stress  on  the  medical  economy  and 
medical  services.  It  is  hoped  that  the  314A 
and  314B  Agencies  in  South  Carolina  will 
prove  beneficial  if  these  agencies  get  the  full 
cooperation  from  the  doctors  in  the  state.  It 
is  important  that  the  doctors  be  full  partici- 
pants in  the  program.  The  medical  planning 
must  be  professionally  directed  if  it  is  to  suc- 
ceed. Mr.  Hall  stressed  the  feeling  of  the 


Administration  that  every  person  must  be 
entitled  to  health  maintenance.  He  stressed 
the  need  for  family  planning  and  stated  that 
70  per  cent  of  welfare  recipients  are  women 
and  children.  The  number  of  children  has 
doubled  in  the  past  year.  It  is  the  hope  of  the 
Administration  that  the  medical  profession 
will  be  the  key  through  which  this  service 
can  be  rendered.  314A  Agencies  have  the  duty 
of  constructing  plans  which  will  furnish 
delivery  of  medical  services.  Dr.  Charlotte 
Maguire  offered  her  assistance  to  Council  in 
planning.  Her  address  is  HEW,  7th  and 
Peachtree,  E.,  Atlanta,  Georgia. 

Dr.  James  H.  Young,  Anderson,  and  Dr. 
William  S.  Hall,  Columbia,  members  of  the 
Liaison  with  Nursing  Committee  appeared 
before  Council.  Dr.  Young  reported  on  the 
activities  of  the  Committee.  Dr.  Hall,  AMA 
Committee  on  Nursing,  said  that  AMA  con- 
siders it  very  necessary  to  bring  about  a 
greater  communication  between  doctors  and 
nurses.  The  nurses  consider  themselves  a 
separate  profession  with  the  doctors  still  the 
captain  but  they  wish  more  collaboration.  Dr. 
Hall  stated  that  AMA  is  very  interested  in  the 
committee’s  work  and  AMA  is  cognizant  of 
the  fact  that  the  doctors  need  the  musing 
services.  It  was  recommended  that  SCMA 
form  a Joint  State  Practice  of  Nursing  and 
Medicine.  Dr.  Pope  suggested  that  SCMA 
select  groups  of  nurses  to  attend  the  SCMA 
annual  meeting  and  have  a program  especially 
for  them.  The  SCMA  Liaison  Committee  on 
Nursing  agrees  with  a proposal  to  have  a 
Joint  State  Practice  of  Nursing  and  Medicine, 
both  committees  to  have  equal  status  but  to 
take  no  action  without  the  approval  of  both 
committees.  Dr.  Atwill  moved  that  Council 
approve  such  a plan  and  that  the  present 
Liaison  Committee  be  SCMA’s  part  of  the 
Joint  State  Practice  of  Nursing  and  Medicine. 

Dr.  William  C.  McLain,  Jr.,  and  Mr.  James 
Daniels  appeared  before  Council  explaining 
their  plans  to  bring  continuing  education  to 
every  participating  hospital  in  the  state.  Most 
programs  would  be  prepared  by  the  South 
Carolina  Medical  University  and  nursing  pro- 
grams will  be  included. 

Dr.  McLain  requested  the  approval  of 
Council  of  above  plan,  such  approval  to  be 
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Beef  Broth 
Consomm6 
Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodle 
Cream  of  Potato 
Chicken  Vegetable 
Vegetable  Beef 


Vegetable 

Tomato 

Cream  of  Asparagus 
Cream  of  Chicken 
Cream  of  Mushroom 
Green  Pea 

Cream  of  Shrimp  (Frozen) 
Bean  with  Bacon 


In  planning  high  or  low  calorie  diets,  Campbells  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept.  536,  Camden,  New  Jersey  08101. 


here’s  a soup 
for  almost  every  patient  and  diet 
.for  every  meal  _ 

and,  it’s  made  by  vampvul 


CALORIES  / 7 oz  Serving* 


When  the 
stage  is  set  lor 
diarrhea... 

Diarrhea  . . . thwarted  once  again! 

Time  after  time  . . . just  when  plans  seem  sure 
to  be  shattered  . . . the  effective  and  prompt  action  of 
Lomotil  comes  to  the  rescue. 

Here  is  an  antidiarrheal  with  a performance  record 
that  few  can  challenge.  A versatile  actor,  Lomotil 
stars  in  the  treatment  of  diarrhea  associated  with 
gastroenteritis,  irritable  bowel,  functional  hyper- 
motility, regional  enteritis,  malabsorption  syndrome, 
drugs,  acute  infections,  ulcerative  colitis  and  food 
poisoning.  In  addition,  it  plays  a major  role  in  the 
control  of  intestinal  transit  time  in  patients  with 
ileostomies  and  colostomies  and  of  the  diarrhea 
occurring  after  gastric  surgery. 

So  . . . when  Lomotil  is  in  the  cast  (even  in  a 
supporting  role),  it’s  curtains  for  diarrhea! 


Lomotil" 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contain: 
Diphenoxylate  hydrochloride.  . .2.5  mg. 

(Warning:  may  be  habit-forming) 

Atropine  sulfate 0.025  mg. 

Saves  the  Show 


Warnings:  Lomotil  should  be  used 
with  caution  in  patients  taking  barbitu 
rates  and,  if  not  contraindicated,  in  pa 
tients  with  cirrhosis,  advanced  liver 
disease  or  impaired  liver  function. 

Precautions:  Lomotil  is  a federally 
exempt  narcotic  with  theoretically 
possible  addictive  potential  at  high 
dosage;  this  is  not  ordinarily  a clinical 
problem.  Use  Lomotil  with  considerable 
caution  in  patients  receiving  addicting 
drugs.  Recommended  dosages  should  not 
be  exceeded,  and  medication  should  be 


kept  out  of  reach  of  children.  Signs  of 
accidental  overdosage  may  include  severe 
respiratory  depression,  flushing,  lethargy 
or  coma,  hypotonic  reflexes,  nystagmus, 
pinpoint  pupils,  tachycardia;  continuous 
observation  is  necessary.  The  subthera- 
peutic  amount  of  atropine  sulfate  is  added 
to  discourage  deliberate  overdosage. 

Adverse  Reactions:  Side  effects 
reported  with  Lomotil  therapy  include  nau- 
sea, sedation,  dizziness,  vomiting,  pruritus, 
restlessness,  abdominal  discomfort, 
headache,  angioneurotic  edema,  giant 


urticaria,  lethargy,  anorexia,  numbness  of 
the  extremities,  atropine  effects,  swelling 
of  the  gums,  euphoria,  depression  and 
malaise. 

Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since  ac- 
cidental overdosage  may  cause  severe, 
even  fatal,  respiratory  depression. 

Dosage:  The  recommended  initial  daily 
dosages,  given  in  divided  doses  until 
diarrhea  is  controlled,  are  as  follows: 


Children: 

3-6  mo.  ...  Vz  tsp.*  t.i.d.  (3  mg.) 

6-12  mo.  . . Vz  tsp.  q.i.d.  (4  mg.) 

1- 2  yr Vz  tsp.  5 times  daily  {5  mg.) 

2- 5  yr 1 tsp.  t.i.d.  (6  mg.) 

5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

8-12  yr.  . . .1  tsp.  5 times  daily  (10  mg.) 

Adults: 2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 

*Based  on  4 cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in  infants 
less  than  3 months  of  age. 

Maintenance  dosage  may  be  as  low  as  one- 
fourth  the  initial  daily  dosage. 
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Research  in  the  Service  of  Medicine 

G.  D.  Searle  & Co.,  Chicago,  Illinois  60680 


Nothing  new  about  Synirin  other  than 
...it’s  a stable,  uncoated,  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 

Si/ni/iti 

ASPIRIN  5 GR.— PENTOBARBITAL  1/8  GR. 

ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

EACH  UNCOATED  TABLET  CONTAINS: 

Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

*May  he  habit  forming. 

Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1000  TABLETS 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  2326  1 

S/tnce  /(CSC 


A clinical  supply  of  this  new  aspirin  formulation  may  be  requested. 


used  in  requesting  federal  funds.  Dr.  Miller 
moved  that  Council  recommend  this  plan. 

Dr.  Michael  Holmes  read  a letter  from  the 
South  Carolina  Medical  University  concern- 
ing Dr.  David  Knight  Jones,  visiting  professor 
of  Opthalmology  from  Nottingham,  England. 
The  letter  was  received  as  information. 

The  budget  for  1971  was  approved  (budget 
follows).  It  was  moved  that  the  proper  per- 
sons be  authorized  to  borrow  money  to  cover 
any  deficit  incurred  by  SCMA. 

Dr.  Stokes  presented  the  State  Board  of 
Health’s  position  that  the  State  Pollution 
Authority  should  be  under  the  State  Board  of 
Health  with  two  members  from  the  Executive 
Board  of  the  State  Board  of  Health.  It  was 
moved  that  Council  approve  Dr.  Aycock’s  pro- 
posal. 

A Bill  is  being  prepared  to  amend  the  Code 
of  Laws  to  provide  that  minors  may  obtain 
medical  services  without  the  consent  of  any 
other  person  particularly  with  reference  to 
unwed  mothers  and  venereal  diseases,  if  the 
physician  deems  such  consent  unnecessary. 
The  law  now  states  “married’’  minors.  Dr. 
Stone  moved  that  above  Bill  be  endorsed  by 
Council  and  referred  to  the  Legislative  Com- 
mittee. 

Dr.  Hal  Jameson  announced  that  Dr.  W. 
Stanford  James,  Orangeburg,  had  resigned 
from  the  Blue  Shield  Board  of  Directors  and 
requested  that  Dr.  Bertrand  V.  Cue.  Orange- 
burg, be  appointed  to  fill  his  unexpired  term. 

Dr.  Miller  moved  that  Dr.  Albert  F.  Aiken, 
Charleston,  be  appointed  to  replace  Dr. 
Luther  Martin  on  the  Advisory  Committee 
to  Vocational  Rehabilitation. 

Dr.  Miller  moved  the  approval  of  the  sale 
of  Piperazine  Citrate  Syrup  in  four-ounce 
containers  without  a prescription  in  the  State 
of  South  Carolina,  as  proposed  by  Dr.  E. 
John  Lease,  University  of  South  Carolina. 

Dr.  Miller  said  the  Committee  appointed  to 
seek  a location  for  a permanent  home  is  active. 

Dr.  Miller  presented  as  information  a plan 
of  Good  Samaritan-Waverly  Hospital  to  sub- 
mit an  application  for  funds  from  OEO  to 
support  a capitation-based  program  that 
would  serve  an  estimated  22,500  persons  in  the 
Columbia  area. 

Dr.  Miller  expressed  his  appreciation  to 


those  members  of  Council  who  carried  on  his 
work  while  he  was  away  on  vacation. 

Mr.  Meadors  gave  a comprehensive  report 
on  the  activities  of  his  office. 

Dr.  Hope  presented  a letter  from  Dr.  Joel 
W.  Wyman  concerning  Bill  S-3418  (HR15793) 
which  bill  is  currently  pending  in  the  House, 
having  passed  the  Senate.  HR15793  provides 
for  a Council  of  twelve  members  to  aid  in  the 
training  of  family  doctors  in  the  nation’s  medi- 
cal schools.  Four  members  of  this  Council 
will  come  from  the  General  Practitioners  at 
large,  four  from  the  professors  in  the  General 
Practice  Divisions  of  Medical  Schools  and 
four  from  the  public  at  large.  Dr.  Wyman 
recommends  that  Dr.  William  Hunter,  Clem- 
son  be  submitted  as  a candidate  representing 
one  of  the  four  general  practitioners.  Dr.  John 
Hawk  recommended  that  Dr.  Hiram  Curry, 
University  Hospital,  Charleston,  be  submitted 
as  a candidate  from  the  professors  in  the 
General  Practice  Division  of  Medical  Schools, 
as  well  as  Dr.  Hunter.  The  secretary  was  in- 
structed to  notify  concerned  parties  of  Coun- 
cil’s recommendations. 

Dr.  Pope  recommended  that  a committee  be 
appointed  by  the  President  to  work  with  the 
right  committee  of  the  State  Bar  Association 
to  better  align  the  associations  in  points  of 
mutual  interest.  Dr.  Booker  seconded. 

Dr.  Hawk  read  the  following  Resolution 
adopted  by  the  South  Carolina  Delegation  to 
AM  A: 

Resolve d:  That  the  House  of  Delegates  of 
the  American  Medical  Association  is  opposed 
to  any  form  of  National  Compulsory  Health 
Insurance  because  it  would  constitute  an  in- 
tolerable financial  burden  upon  the  federal 
government  and  taxpayers,  and  would  also 
place  demands  upon  the  medical  profession 
and  the  health  industry  that  could  not  be 
satisfied,  thus  leading  to  a breakdown  in  the 
quality  of  medical  care  over  the  entire  coun- 
try; and  further  be  it 

Resolved:  That  the  House  of  Delegates 
directs  the  officials  of  the  A.M.A.  to  oppose 
any  such  scheme  at  every  opportunity. 

Dr.  Johnston  moved  the  endorsement  of  the 
foregoing  Resolution.  Dr.  Pope  is  to  take 
Council’s  endorsement  to  our  State  delegations 
who  in  turn  will  take  it  to  our  Congressmen. 
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Dr.  Hawk  suggested  that  the  report  of  the 
South  Carolina  delegates  to  AMA  be  put  in 
the  hands  of  the  Editor  of  the  Journal  so  that 
it  can  be  included  in  the  issue  following  the 
AMA  meeting. 

Dr.  Hawk  urged  all  members  to  read  the 
article  reproduced  from  Private  Practice  con- 
cerning the  Professional  Standards  Review 
Organizations  (PSRO),  a federal  committee 
to  approve  hospital  admissions,  which  com- 
mittee is  opposed  both  by  AMA  and  AHA.  Dr. 
Hawk  moved  that  Council  go  on  record  as 


disapproving  PSRO  by  writing  their  Congress- 
men of  their  opposition. 

Dr.  Booker  reported  that  a federal  in- 
spection of  the  Walhalla  Hospital  resulted  in 
amending  the  by-laws  and  eliminating  the 
requirement  that  members  of  staff  be  mem- 
bers of  SCMA. 

The  Committee  on  Emergency  Medical 
Care  requests  that  an  Anesthesiologist  be 
placed  on  that  committee.  This  is  being  done. 

Meeting  adjourned  at  7:00  p.m. 

D.  STROTHER  POPE,  M.D. 

Secretary 


1971  BUDGET 

1970 

Amt.  Used 

1971 

Budget 

Thru  Sept. 

Budget 

SECRETARY 

Office  Help 

$ 900.00 

$ 657.00 

$ 900.00 

Office  Expense 

300.00 

88.77 

300.00 

Secretary’s  Travel 

300.00 

300.00 

JOURNAL 

Editor’s  Salary 

2,400.00 

1,800.00 

2,400.00 

Editor’s  Secretary’s  Salary 

1,320.00 

1,620.00 

Editor’s  Office  Expense 

1,500.00 

256.74 

1,500.00 

Adv.  Mgr.  Salary 

1,200.00 

1,200.00 

Printing 

25,500.00 

14,414.72 

27,000.00 

EXECUTIVE  OFFICE 

Ex.  Secy.  Salary 

22,500.00 

16,875.00 

22,500.00 

Assistant 

15,000.00 

3,723.30 

18,814.00 

Office  Help 

12,000.00 

9,735.00 

14,500.00 

Travel 

4,000.00 

1,160.69 

2,500.00 

Rent 

2,400.00 

1,800.00 

2,400.00 

Office  Supplies 

1,500.00 

1,933.08 

2,000.00 

AMA  MEETINGS 

Delegates’  Expense 

5,000.00 

1,498.95 

5,000.00 

Other  Travel  Expense 

600.00 

478.10 

600.00 

Hospitality  Suite 

750.00 

177.10 

750.00 

COMMITTEES 

Medical  Aspects  of  Sports 

500.00 

Nursing  Liaison  Committee 

500.00 

Historical  Committee 

500.00 

500.00 

500.00 

Public  Health  Information 

200.00 

99.54 

200.00 

Misc.  Committee  Expense 

500.00 

1,127.73 

500.00 

P.  R.  Committee 

Chairman  Expense 

1,800.00 

257.60 

900.00 

Secretary’s  Salary 

200.00 

1,200.00 
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WOMAN’S  AUXILIARY 


Appropriation 

2,000.00 

2,000.00 

Auxiliary  Bulletin 

1,000.00 

1,285.94 

2,000.00 

GENERAL  EXPENSES 

Audit 

1,000.00 

1,469.50 

1,750.00 

Benevolence  Fund 

1,200.00 

675.00 

1,200.00 

Conf.  & Meetings 

1,500.00 

3,486.19 

4,000.00 

Contingent  Fund 

1,500.00 

1,884.09 

1,500.00 

SAMA 

550.00 

500.00 

Insurance 

2,400.00 

3,057.70 

3,600.00 

Interest 

294.58 

Medico-Legal 

1,000.00 

549.86 

1,000.00 

Newsletter 

750.00 

428.89 

750.00 

Postage 

2,200.00 

1,527.81 

2,200.00 

President’s  Expense 

1,500.00 

2,458.32 

2,500.00 

President’s  Gift 

200.040 

163.70 

200.00 

Taxes 

3,000.00 

1,107.17 

3,000.00 

Tel.  & Tel. 

3,000.00 

1,971.05 

3,000.00 

Treasurer’s  Expense 

100.00 

100.00 

Retirement  Pension  Plan 

5,000.00 

2,701.70 

2,700.00 

TOTALS 

$128,350.00 

$81,164.82 

$140,584.00 

NEW  MEMBERS  OF  SCMA 

Dr.  Harvey  Burnette 

2800  Gervais  St. 

Columbia,  S.  C.  29204 
Dr.  James  W.  Gilbert 
P.  0.  Box  576 
Greenwood,  S.  C.  29646 
Dr.  John  M.  Thomason 
514  S.  Dargan  St. 

Florence,  S.  C.  29501 
Dr.  Barbara  N.  Brown 
1513  Gregg  St, 

Columbia,  S.  C.  29201 


Dr.  Samuel  W.  Smith 

106  S.  Calhoun  St. 
Greenville,  S.  C.  29601 

Dr.  Linton  B.  West,  Jr. 

413  Vardry  St. 
Greenville,  S.  C.  29601 


South  (farulina  ITli'il  i mLVi  aoriaHan 


Dr.  Rembert  L.  McLendon 

9 Anderson  St, 

Greenville,  S.  C.  29601 

Dr.  James  Haskell  Brown 

7 Vardry  Med.  Ct. 
Greenville,  S.  C.  29601 

Dr.  Sloan  P.  Martin 

601-A  Arlington  Ave. 
Greenville,  S.  C.  29601 

Dr.  Wm.  T.  Algary 

106  S.  Calhoun  St, 
Greenville,  S.  C.  29601 


50  YEARS  AGO 

February,  1921 

An  organization  meeting  for  the  S.  C.  Hos- 
pital Association  was  announced.  This  was 
fostered  by  the  Medical  Association.  The 
Columbia  Medical  Society  had  90  members. 
An  article  reported  a new  treatment  for 
enuresis  which  consisted  of  instilling  Argyrol 
solution  in  the  bladder.  Plans  were  announced 
for  activities  of  the  Committee  on  Post  Gradu- 
ate Medical  Instruction,  Dr.  Kenneth  M. 
Lynch,  chairman. 
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CLINICAL  CONVENTION  OF  THE  AMA-BOSTON,  1970 


There  were  no  demonstrations  or  disturb- 
ances at  the  AMA  Clinical  Convention  in 
Boston  (November  29  - December  2).  The 
hard  thing  to  determine  is  whether  this  was 
entirely  good  or  possibly  partly  bad.  Bad  be- 
cause it  might  indicate  that  any  would-be 
demonstrators  (SDS,  Woman’s  Liberation, 
MCHR,  etc)  feel  that  the  AMA  has  capitu- 
lated on  so  many  things  that  they  don’t  need 
to  demonstrate  further  in  order  to  get  their 
wishes.  Perhaps  bad  also  because  it  may  indi- 
cate that  the  radical  groups  feel  they  have 
already  accomplished  enough  damage  to  the 
“image”  of  the  medical  profession  and  the 
AMA  in  particular,  so  that  they  don’t  need  to 
create  a disturbance.  Twice,  from  different 
sources,  I heard  the  remark:  “Why  should 
they  demonstrate?  They’ve  got  what  they 
want”.  This  may  have  been  an  over-statement 
but  it  does  have  an  element  of  truth  in  it.  Of 
course,  part  of  the  answer  lies  in  the  fact  that 
the  Clinical  Convention  does  not  command 
as  much  attention  as  the  Annual  Convention. 

The  South  Carolina  delegation  included: 
Tom  Parker  and  me,  delegates;  Tucker  Wes- 
ton and  Harrison  Peeples,  alternate  delegates; 
Bill  Perry,  past  president;  and  Jack  Meadors 
and  Richard  Pugh,  staff.  The  only  other  South 
Carolinian  I saw  at  the  delegates’  hotel  was 
Larry  Bellew  from  Greenville,  who  spoke  at 
a Reference  Committee  in  favor  of  a liberal- 
ized abortion  stand. 

There  may  have  been  other  South  Caro- 
linians attending  the  Scientific  Program  who 
did  not  go  to  the  House  of  Delegates  meetings 
and  whom  we,  therefore,  did  not  see. 

DOMINANT  ISSUES 

There  were  thirty-four  reports  and  seventy- 
one  resolutions  which  went  through  the  mill  of 
Reference  Committee  hearings  and  delibera- 
tion, and  then  action  by  the  House  of  Dele- 
gates. 


JOHN  C.  HAWK,  JR.,  M.  D. 
Delegate  from  South  Carolina 

Charleston,  S.  C. 

December  17,  1970 

Three  issues  clearly  dominated  the  interest 
of  the  delegates: 

I.  Possible  change  in  the  mechanics  of 
electing  members  of  the  Board  of  Trustees. 
Three  resolutions  were  submitted  on  this  sub- 
ject: 

One,  which  recommended  that  Trustees 
run  and  be  elected  on  a regional  basis,  was 
opposed  by  the  Reference  Committee  and  re- 
jected by  the  House. 

The  other  two  resolutions  requested  that 
candidates  run  at  large,  rather  than  for  spe- 
cific “slots”  as  is  currently  the  custom.  In  the 
June,  1970  election,  for  instance,  two  persons 
ran  for  each  of  two  positions  while  for  two 
other  slots  there  was  no  opposition  at  all.  In 
past  years  there  have  been  as  many  as  three  or 
four  running  for  one  position,  while  another 
might  be  uncontested. 

There  was  a good  deal  of  discussion  of  this 
matter  in  the  Reference  Committee.  In  its 
report,  the  Reference  Committee  pointed  out 
that  there  is  nothing  in  the  by-laws  of  the 
Association  which  prevents  election  of  Board 
of  Trustees  members  on  an  at-large  basis,  and 
it  was  stated  that  this  could  be  accomplished 
by  a “simple  motion”.  An  attempt  was  made 
to  bring  out  such  a “simple”  motion  and  after 
an  extended  debate  the  matter  was  sent  back 
to  the  Reference  Committee,  which  held  a 
special  hearing  later  that  afternoon  for  further 
discussion  of  the  matter.  It  became  apparent 
that  there  would  be  some  complexities  at- 
tendant to  at-large  voting,  including  the  possi- 
bility of  terms  of  different  lengths,  in  case 
unexpired  terms  were  being  filled.  The  Refer- 
ence Committee  devised  a model  substitute 
resolution  but  recommended  that  the  substi- 
tute resolution  be  rejected  and  that  the  pres- 
ent method  of  electing  members  of  the  AMA 
Board  of  Trustees  be  retained.  The  House 
sustained  the  recommendation  of  the  com- 
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mittee,  147  to  75,  so  that  after  all  of  this  dis- 
cussion no  change  has  been  effected.  How- 
ever, there  is  nothing  to  prevent  bringing  up 
a similar  recommendation  for  a change  at  the 
next  meeting,  and  there  was  some  sentiment 
in  this  direction. 

II.  AMA  policy  on  abortion: 

Resolution  No.  31,  submitted  by  the  New 
Jersey  delegation  headed  by  Dr.  Joseph  N. 
Donnelly,  pointed  out  that  the  actions  taken 
by  the  House  of  Delegates  in  June,  1970  on 
this  subject  “had  been  variously  and  contra- 
dictorily interpreted,  with  resultant  confusion 
in  the  minds  of  the  profession  and  public 
alike  as  to  the  AMA’s  official  policy  and  with 
incalculable  detriment  to  the  exalted  character 
of  medicine  and  to  the  image  of  the  physi- 
cian.” 

It  pointed  out  furthermore  that  in  June, 
1967  the  House  of  Delegates  had  adopted 
Report  F of  the  Board  of  Trustees,  based 
upon  a two-year  study  made  by  the  Com- 
mittee on  Human  Reproduction  and  it  con- 
tended that  this  unequivocal  official  policy 
on  abortion  by  the  AMA  had  never  been 
rescinded,  even  by  the  June,  1970  resolution. 

It  then  called  upon  the  House  to  reaffirm 
the  June,  1967  statement  which  specified  in 
detail  the  circumstances  under  which  abortion 
would  be  permitted  as  an  ethical  procedure. 

The  debate  in  the  Reference  Committee  was 
long  and  somewhat  emotional.  The  majority 
of  those  speaking  to  the  Reference  Committee 
apparently  favored  adoption  of  Resolution 
31. 

In  its  report,  the  Reference  Committee  took 
issue  with  the  New  Jersey  statement  that  the 
1967  policy  had  never  been  rescinded  and 
felt  that  the  June,  1970  statement  had  auto- 
matically replaced  the  prior  policy  statement. 
The  Reference  Committee  did  not  feel  that  the 
1970  statement  was  too  vague  or  that  it  was 
detrimental  to  the  character  of  medicine  and 
the  image  of  the  physician.  It  also  felt  that 
reaffirmation  of  the  1967  statement  might 
create  an  “ethical  dilemma”  for  physicians  in 
a number  of  states  where  abortions  are  being 
performed  in  increasing  numbers. 

The  Reference  Committee,  therefore, 
brought  in  a substitute  resolution,  combining 
certain  portions  of  the  1967  statement  with 


the  1970  statement.  What  transpired  on  the 
House  floor  was  an  excellent  example,  in  my 
opinion,  of  what  parliamentary  procedure 
should  not  do.  Dr.  Donnelly  read  a rather 
lengthy  prepared  statement,  which  he  had 
not  been  able  to  give  completely  before  the 
Reference  Committee,  because  of  Reference 
Committee  rules  limiting  testimony  to  three 
minutes.  Dr.  Donnelly  asked  that  Resolution 
31  be  returned  for  discussion  and  action, 
rather  than  the  Reference  Committee’s  sub- 
stitute resolution.  As  soon  as  Dr.  Donnelly 
had  spoken,  a delegate  (who  apparently  was 
in  opposition)  made  a motion  to  limit  debate 
by  having  only  two  speakers  on  each  side  and 
a limited  time  for  each.  It  took  seventeen 
minutes  to  settle  the  issue  of  debate  limita- 
tion, since  the  vote  was  close,  it  had  to  be 
taken  twice,  and  was  interrupted  by  an  amend- 
ment which  would  have  limited  the  debate 
instead  to  a period  of  thirty  minutes.  The 
motion  failed  to  receive  the  necessary  two- 
thirds  vote.  The  final  vote  tabulation  came  at 
4:29  Tuesday  afternoon,  with  adjournment 
imminent  because  the  special  Reference  Com- 
mittee hearing  about  election  of  trustees  had 
been  called  for  4:30  p.  m. 

The  matter  came  before  the  House  again 
the  following  morning.  Dr.  John  R.  Schenken, 
of  Omaha,  Nebraska,  pointed  out  that  the 
Reference  Committees  interpretation  was  in- 
correct and  that  the  policy  statement  of  1967 
had  not  been  rescinded  by  the  1970  statement. 
This  judgment  had  apparently  been  accepted 
as  correct  by  the  Reference  Committee  and 
the  House  speakers  during  conversations  over- 
night. Dr.  Schenken,  therefore,  presented  a 
substitute  motion  reaffirming  the  1970  state- 
ment, with  the  intention  that  non-conflicting 
portions  of  the  1967  policy  statement  would 
still  remain  in  effect.  This  was  passed,  and 
concluded  the  discussion  of  the  issue. 

It  was  Dr.  Schenken’s  intention  (confirmed 
by  conversation  with  him ) for  the  emphasis  to 
be  on  retaining  the  stricter  provisions  of  the 
1967  policy  statement.  However,  the  press 
( as  evidenced  by  newspaper  reports  next 
morning),  and  therefore  the  public,  as  well  as 
the  medical  profession  in  general,  interpreted 
this  as  simple  reaffirmation  of  the  June,  1970 
policy,  accepted  by  many  persons  as  being 
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distinctly  more  liberal  and  in  effect  permitting 
abortion  on  demand  or  for  convenience. 

III.  PRO  and  PSRO:  Peer  Review  Organ- 
ization and  Professional  Standards  Review 
Organization. 

There  were  four  resolutions  relating  to  this 
subject,  plus  Report  C of  the  Council  of 
Medical  Service  relating  to  Peer  Review.  It 
should  have  been  evident  to  those  planning 
the  arrangements  for  the  meeting  that  this 
would  be  a hotly-debated  subject  with  a 
well-attended  committee  hearing.  Incredibly, 
Reference  Committee  B,  to  which  these  mat- 
ters were  assigned,  was  given  a small  room, 
totally  inadequate  to  accommodate  those  who 
wished  to  attend  the  hearing.  The  committee 
hearings  Monday  morning  were,  therefore, 
adjourned  until  Monday  afternoon,  when  one 
of  the  ballrooms  was  available.  The  thought 
occurred  to  many  that  this  delay  appeared 
planned  in  advance,  especially  since  the  first 
item  taken  up  that  afternoon  when  PRO— 
PSRO,  etc.  came  up  on  the  agenda,  was  to 
allow  Dr.  Richard  Wilbur,  Deputy  Executive 
Vice  President  of  the  AMA,  to  report  in  de- 
tail his  hour-long  telephone  conversation 
earlier  that  morning  with  a Mr.  Constantine, 
apparently  the  legal  counsel  of  the  Senate 
Finance  Committee,  which  had  held  hearings 
several  weeks  earlier  on  the  so-called  Bennett 
Amendment  (Amendment  851  to  HR-17550, 
setting  up  PSRO)  but  had  not  yet  seen  fit  to 
release  an  amended  version  of  the  amendment. 
Dr.  Wilbur  reported  that  Mr.  Constantine  had 
made  the  statement,  in  a not  too  veiled  threat, 
that  if  the  AMA  did  not  go  along  with  the 
Bennett  Amendment  as  revised,  the  Senate 
would  probably  scrap  the  entire  Bennett 
Amendment  proposal,  and  go  back  to  the 
much  more  objectionable,  House-passed  re- 
view proposal  (Section  227  of  the  bill).  Need- 
less to  say,  this  “threat”  did  not  sit  too  well 
with  many  physicians. 

By  the  time  the  committee  opened  the  floor 
for  testimony,  it  became  apparent  that  there 
was  so  much  “in  limbo”  about  the  Bennett 
Amendment,  as  now  revised,  that  there  was 
less  than  the  expected  discussion  and  con- 
demnation of  it.  Also  the  AMA’s  proposal  for 
Peer  Review  Organization  (PRO)  came  in 
for  its  own  share  of  criticism,  since  this  pro- 


posal would  necessitate  contractual  agree- 
ments between  the  secretary  of  the  HEW  and 
state  medical  associations,  which  would  in 
effect  make  the  state  associations  the  agents 
of  the  HEW. 

This  Reference  Committee  was  the  last  to 
complete  its  regular  hearings,  and  conse- 
quently the  last  to  produce  a committee  report 
for  members  of  the  Plouse  to  study  and  re- 
view. 

When  the  Reference  Committee’s  report 
finally  came  out,  it  first  reviewed  some  of  the 
features  of  Report  C of  the  Council  on  Medi- 
cal Service  which  gave  a comprehensive 
resume  of  the  development  of  Peer  Review 
activities.  The  efforts  of  the  AMA  to  en- 
courage rejection  of  Section  227  of  IIR  17550, 
and  to  eliminate  the  most  objectionable  pro- 
visions of  the  Bennett  Amendment  were  out- 
lined. 

The  committee  finally  advised  the  House 
that  it  (the  committee)  had  had  the  oppor- 
tunity to  review  the  final  language  of  Amend- 
ment 8.51  within  the  past  twenty-four  hours. 
(The  timing  of  the  receipt  of  this  information 
was  interesting:  The  Reference  Committee 
had  a chance  to  see  the  final  version,  but  those 
testifying  before  it  did  not. ) 

The  Reference  Committee  noted  that  the 
following  actions  had  been  taken  by  the 
Senate  Finance  Committee: 

1)  Deletion  of  the  requirement  of  Federal 
ownership  of  files  and  profiles  of  PSRO. 

2)  Deletion  of  the  $5,000  fine  (but  reten- 
tion of  provisions  for  refunds). 

3)  Elimination  of  national  norms  (retain- 
ing provisions  for  regional  norms),  and  elimi- 
nation of  the  necessity  for  pre-admission  ap- 
proval of  all  elective  procedures  ( but  allow- 
ing the  PSRO  to  specify  those  situations 
where  pre-admission  approval  would  be  re- 
quired). 

It  was  also  noted  that  the  report  from  the 
Senate  Finance  Committee  would  specify  that 
the  PSRO  could  not  be  a medical  society  but 
could  be  organized  and  set  up  by  a medical 
society,  with  opportunity  for  others  to  be  a 
part  of  it.  The  Reference  Committee  quoted 
one  provision  of  the  bill  which  it  considered 
of  special  note:  “No  Professional  Standards 
Review  Organizations  shall  utilize  the  services 
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of  any  individual  who  is  not  a physician  to 
make  final  determinations  with  respect  to  the 
professional  conduct  of  any  physician,  or  any 
act  performed  by  any  physician  in  the  exercise 
of  his  profession”. 

The  final  recommendations  of  the  Refer- 
ence Committee  were  as  follows: 

1)  Adoption  of  Report  C of  the  Council  on 
Medical  Service.  This  passed  without  signifi- 
cant argument. 

2)  Adoption  of  the  following  substitute 
resolution: 

RESOLVED  that  the  House  of  Delegates 
reaffirm  its  approval  of  Peer  Review  Organ- 
ization (PRO),  as  contained  in  the  Medi- 
credit  Program  ( Report  V of  the  Roard  of 
Trustees,  A-70):  and  be  it  further 

RESOLVED  that  the  House  of  Delegates 
approve  the  action  taken  by  the  Council  on 
Legislation  and  the  Roard  of  Trustees  of  the 
Association  in  opposition  to  certain  provisions 
of  Amendment  851  to  HR-17550  (Social 
Security  amendments  of  1970),  as  expressed 
in  testimony  before  the  Senate  Finance  Com- 
mittee, and  direct  the  Board  of  Trustees  to 
continue  to  seek  appropriate  changes  in  the 
bill. 

At  this  point  it  appeared  to  me  not  only 
that  changes  should  be  sought  in  the  bill,  but 
that  the  AMA  should  seek  to  delay  passage 
of  the  bill  during  the  current  lame  duck 
sessions  of  Congress,  in  order  to  permit  fur- 
ther study  of  the  final  version,  particularly 
the  final  version  of  Amendment  851.  I there- 
fore made  the  motion  to  amend  the  second 
Resolved  by  adding  “ and  to  exert  every  effort 
to  secure  postponement  of  action  on  this  bill 
during  the  current  session  of  Congress.”  Ap- 
parently there  was  enough  sentiment  in  the 
House  (primarily  expressed  by  chairmen  of 
two  important  councils)  that  such  an  addition 
might  “rock  the  boat”  and  lead  to  retaliatory 
action,  so  that  my  amendment  was  voted 
down. 

My  presentation  of  this  amendment  did 
give  the  opportunity,  however,  to  remind  the 
House  that  if  our  past  experience  with  Medi- 
caid is  any  index,  it  is  quite  possible  ( and 
even  probable)  that  any  gains  obtained  in 
modifications  of  the  legislation  itself,  may  be 
lost  when  the  HEW  regidations,  which  have 


virtually  the  effect  of  law,  are  promulgated  in 
the  future. 

SOUTH  CAROLINA  RESOLUTION 

The  only  resolution  presented  by  the  South 
Carolina  delegation  was  entitled  “Opposition 
to  National  Compulsory  Health  Insurance”, 
and  read  as  follows: 

RESOLVED  that  the  House  of  Delegates 
of  the  American  Medical  Association  is  op- 
posed to  any  form  of  National  Compulsory 
Health  Insurance  because  it  would  constitute 
an  intolerable  financial  burden  on  the  Fed- 
eral Government  and  the  taxpayers  and  would 
also  place  demands  upon  the  medical  profes- 
sion and  the  health  industry  that  could  not 
be  satisfied,  thus  leading  to  a breakdown  in 
the  quality  of  medical  care  over  the  country, 
and  be  it  further 

RESOLVED  that  the  House  of  Delegates 
direct  the  officials  of  the  American  Medical 
Association  to  oppose  any  such  scheme  at 
every  opportunity. 

There  was  considerable  support  of  this 
resolution  in  the  Reference  Committee,  and 
particularly  in  regard  to  our  use  of  the  word 
compulsory.  How'ever,  there  w7ere  a few7  w7ho 
feared  that  we  w7ould  be  “tarred  in  the  public 
eye”  by  any  opposition  to  what  is  becoming 
a popular  political  football. 

The  Reference  Committee  assumed  that  it 
was  also  our  desire  to  emphasize  favorably 
the  AMA  program,  Medicredit  (which  w7as 
not  our  original  intention),  and,  therefore, 
brought  in  a substitute  resolution: 

RESOLVED  that  the  American  Medical 
Association  reiterate  its  strong  support  of  the 
health  insurance  program  exemplified  by 
Medicredit,  and  its  opposition  to  federally 
controlled  compulsory  national  health  service 
programs. 

We  wrere  able  to  get  passage  of  a simple 
change  in  the  resolution  to  emphasize  the 
voluntary  aspect  as  contrasted  to  the  com- 
pulsory national  health  service  programs,  so 
that  the  final  resolution  read: 

RESOLVED  that  the  American  Medical 
Association  reiterate  its  strong  support  of 
voluntary  health  insurance  programs,  as 
exemplified  by  Medicredit,  and  its  opposition 
to  federally  controlled  compulsory  national 
health  service  programs. 
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OTHER  ACTIONS  OF  THE  HOUSE 

The  many  other  decisions  and  actions  of 
the  House  of  Delegates  are  too  numerous  to 
discuss  in  detail.  I will  mention  only  a few 
which  seem  to  me  of  particular  significance: 

1 ) Approved  and  referred  for  appropriate 
by-law  changes  a recommendation  that  Direct 
Memberships,  with  the  same  rights  and  privi- 
leges as  for  regular  members,  be  available 
for  interns  and  residents  who  are  serving  in 
training  programs  approved  by  the  AMA  and 
who  ore  ineligible  for  active  membership  in 
the  appropriate  component  medical  society. 
(Emphasis  added). 

2 ) Referred  to  the  Council  on  Medical  Ser- 
vice a resolution  urging  its  component  state 
and  local  medical  societies,  in  cooperation 
with  state  and  local  hospital  associations  or 
groups,  to  establish  suitable  boards  to  mediate 
hospital— physician  disputes. 

3)  Adopted  Report  I of  the  Board  of 
Trustees  reaffirming  the  policy  established 
by  the  House  of  Delegates  in  1969,  pointing 
out  the  dangers  of  marijuana,  opposing  the 
legalization  of  the  sale  and  possession  of  the 
drug,  calling  for  appropriate  penalties  for 
offenders,  encouraging  research  on  the  drug, 
and  approving  continuation  of  educational 
programs  to  all  segments  of  the  population 
with  respect  to  the  use  of  marijuana. 

4)  Adopted  Report  M of  the  Board  of 
Trustees  which  urged  the  enactment  of  ap- 
propriate state  legislation  to  protect  pro- 
cessors, blood  banks,  hospitals,  physicians 
and  others  who  contribute  to  or  participate 
in  blood  and  tissue  services  from  liability 
unless  negligence  is  proven,  and  also  adopted 
Resolution  57  which  called  for  the  AMA  to 
join  the  American  Association  of  Blood  Banks 
and  American  Hospital  Association  in  seeking 
judicial  relief,  particularly  with  respect  to  a 
recent  court  case  in  Illinois. 

5)  Directed  that  the  AMA  establish  liaison 
with  the  National  Association  of  Broadcasters 
and  the  Proprietary  Association  to  encourage 
more  stringent  voluntary  controls  over  pro- 
prietary drug  advertisements,  and  petition  the 
Federal  Trade  Commission  and  the  Food  and 
Drug  Administration  to  review  the  policies 
and  regulations  governing  proprietary  drug 
advertising  to  assure  adequate  consumer  pro- 


tection. Also  requested  the  Board  of  Trustees 
to  give  a progress  report  at  the  Annual  Meet- 
ing in  1971. 

6 ) Recommended  tentative  approval  of 
Atlantic  City  as  the  location  for  the  1975 
Annual  Convention,  with  final  approval  to 
depend  on  the  experience  there  at  the  Annual 
Meeting  in  1971.  Approved  Honolulu  as  the 
location  for  the  1975  Clinical  Convention  and 
Dallas  as  the  location  for  the  1976  Annual 
Convention.  Locations  for  meetings  in  the 
years  1971  - 1974  had  been  decided  and  pub- 
lished previously. 

7)  Recommended  that  the  weekly  “AMA 
Newsletter’’  (capsule  type  report  published 
by  the  Executive  Vice  President  and  now  sent 
to  all  AMA  delegates,  selected  State  associa- 
tion officers,  etc.)  be  distributed  to  each  for- 
mer member  of  the  House  of  Delegates  for 
three  years  after  the  end  of  his  term  in  the 
House  and  thereafter  if  he  so  requests,  and 
that  consideration  be  given  to  the  inclusion 
in  the  “American  Medical  News”  of  an  appro- 
priate capsule  news  summary  similar  in  style 
and  content  to  the  “AMA  Newsletter”. 

8)  Referred  to  the  Board  of  Trustees  pro- 
posals that  the  AMA  institute  a public  in- 
formation program  relating  to  national  com- 
pulsory health  insurance,  and  also  establish 
a “Truth  Force”  to  counteract  and  correct 
promptly  false  and  misleading  information 
about  the  medical  profession. 

9)  Directed  a careful  study  and  analysis  of 
the  proposed  “Ameriplan”,  which  purports 
to  provide  for  medical  care  to  the  public 
through  an  interlocking  network  of  corpora- 
tions, as  proposed  by  an  American  Hospital 
Association  committee. 

10)  Reaffirmed  the  previous  policy  of  the 
AMA  relative  to  the  hazards  of  tobacco,  par- 
ticularly calling  upon  the  AMA  to  indicate  to 
the  Congress  of  the  United  States  the  in- 
congruity of  the  expenditure  of  tax  dollars  to 
promote  the  production  and  sale  of  tobacco, 
while  at  the  same  time  spending  tax  dollars 
to  discourage  cigarette  smoking  because  of 
its  hazard  to  health. 

11)  Recommended  that  the  AMA  do  every- 
thing possible  to  initiate  appropriate  action 
.requiring  the  use  of  roll  bars  and  seat  belts 
on  all  tractors  in  the  United  States.  With 
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With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 

Theragrair 

High  Potency  Vitamin  Formula 

Theiagrair-M 

High  Potency  Vitamin  Formula  with  Minerals 
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SPECIFICALLY  FOR  LEVODOPA  PATIENTS  — NUTRITIONAL  SUPPORT  WITHOUT  PYRIDOXINE 


Larobec  provides:  B-complex 
vitamins,  of  particular 
importance  to  the  patient  who 
is  on  levodopa  therapy  and  is 
deficient  in  water-soluble 
vitamins. 


Larobec  provides:  Ascorbic 
acid,  useful  in  assisting  tissue 
repair  in  the  debilitated  patient. 


Larobec  does  not  provide: 
Pyridoxine  (vitamin  B6)— which 
reportedly  reverses  the 
antiparkinson  effects  of 
levodopa  therapy.12 


Larobec  Tablets 


A high-potency  nutritional  supplement  specific  to  the  needs  of  patients 
with  Parkinson’s  disease  and  syndrome  on  levodopa  therapy— that 
describes  new  Larobec™  from  Roche.  Larobec  provides  the  major  B 
vitamins  plus  vitamin  C —but  does  not  provide  pyridoxine.  Thus,  with  its 
specially  tailored  formula,  Larobec  assures  the  patient  important  nutri- 
tional support  without  minimizing  any  of  the  benefits  of  levodopa  therapy 

1.  Duvoisin,  R.  C.;  Yahr,  M.D.,  and  Cote,  L.  D.:  Trans.  Amer.  Neurol.  Assoc.,  94: 81,  1969. 

2.  Cotzias,  G.  C.:  J.A.M.A..  210: 1255,  1969. 


Complete  Prescribing  Information: 

Each  Larobec  tablet  contains: 

Thiamine  mononitrate  (vitamin  B,)  15  mg 


Riboflavin  (vitamin  B2) 15  mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin  (vitamin  Bl2)  ...  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid  (vitamin  C) 500  mg 


Description:  For  prophylactic  or 
therapeutic  nutritional  supplementation 
concomitant  with  levodopa  therapy  in 
patients  with  Parkinson’s  disease  and 
syndrome,  Larobec  provides  high  potency 
dosages  of  the  major  B-complex  vitamins, 
without  pyridoxine  (vitamin  B6)  which  has 
been  reported'  2 to  reduce  the  clinical 
benefits  of  levodopa  therapy.  B-complex 
vitamins  are  essential  in  the  anabolism  of 
carbohydrate  and  protein  and  in 
hematopoiesis.  Larobec  also  contains 
therapeutic  quantities  of  ascorbic  acid, 
a substance  involved  in  intracellular 
reactions  such  as  tissue  repair  and 
collagen  formation. 

Indications:  Larobec  is  indicated  for 
supportive  nutritional  supplementation 
when  a water-soluble  vitamin  formula 
(without  pyridoxine)  is  required  prophy- 
lactically  or  therapeutically  in  patients 
under  treatment  with  levodopa. 

Warning:  Administration  of  vitamin  B6  may 
be  required  if  signs  of  pyridoxine 
deficiency  develop.  Larobec  is  not 
intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary 
anemias.  Neurologic  involvement  may 
develop  or  progress,  despite  temporary 
remission  of  anemia,  in  patients  with 
pernicious  anemia  who  receive  more  than 

0. 1. mg  of  folic  acid  per  day  and  who  are 
inadequately  treated  with  vitamin  B12. 
Dosage  and  Administration:  One  or  two 
tablets  daily,  as  indicated  by  clinical  need. 
How  Supplied:  Orange-colored,  capsule- 
shaped tablets,  imprinted  Roche  73; 
bottles  of  100. 

References: 

1 . Duvoisin,  R.  C.,  et  al Trans.  Amer. 
Neurol.  Assoc.,  94:  81,1 969. 

2.  Cotzias,  G.  C.:  J.A.M.A.,  270:1255, 1969. 
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reference  to  this,  it  was  noted  that  more  than 
1,000  persons  in  the  United  States  are  killed 
and  an  additional  5,000  seriously  injured  each 
year  in  farm  tractor  accidents. 

12)  Urged  local  medical  societies  to  assume 
their  responsibility  for  developing  comprehen- 
sive community  plans  for  drug  education,  in- 
volving parents,  schools  and  other  community 
agencies. 

13)  Referred  to  the  Board  of  Trustees  for 
further  study  a recommendation  that  member- 
ship certificates  suitable  for  office  display  be 
provided  to  all  AMA  members. 

14)  Adopted  an  amended  report  from  the 
Board  of  Trustees  relative  to  terminology  for 
health  occupations  and  specifically  directed 
the  elimination  of  the  obviously  outdated 
terms  “ancillary”  and  “paramedical”,  sub- 
stituting the  term  “allied”  in  their  stead. 

15)  Adopted,  largely  without  debate  on  tire 
floor,  a series  of  reports  of  Councils  and  com- 
mittees referable  to  licensure  of  health  occupa- 
tions, definition  of  physician’s  assistant,  guide- 
lines for  certification  of  physician’s  assistants 
and  requirements  for  training  in  various 
specialties.  These  actions  served  to  emphasize 
the  great  importance  of  the  work  of  the  Coun- 
cils and  committees  of  the  Association. 

16)  Heard  a report  on  the  SAMA  project 
for  medical  education  and  community  orienta- 
tion (MECO)  and  adopted  the  following 
resolution: 

RESOLVED  that  the  American  Medical 
Association  strongly  support  the  principle  of 
the  SAMA-MECO  project  as  an  adjunct  to 
undergraduate  medical  education;  and  be  it 
further 

RESOLVED  that  the  AMA  recommend  to 
its  constituent  state  medical  societies  that 
they  review  and  give  consideration  to  support 
of  the  SAMA-MECO  project  in  their  state; 
and  be  it  further 

RESOLVED  that  the  AMA  House  of  Dele- 
gates request  the  Council  on  Medical  Educa- 
tion, in  cooperation  with  the  Association  of 
the  American  Medical  Colleges  and  SAMA,  to 
study  the  SAMA-MECO  project  and  other 
extramural  programs  and  consider  whether 
they  might  be  recommended  to  the  medical 
schools  for  elective  academic  credit,  and  to 
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make  a report  on  this  study  to  the  House  at 
its  next  meeting. 

17)  In  one  of  several  actions  designed  to 
help  reduce  the  cost  of  medical  care,  the 
House  passed  the  following  resolution: 

RESOLVED  that  the  AMA  seek  the  im- 
mediate adjustment  of  all  third  party  health 
financing  programs  to  provide  equal  coverage 
for  physician  services,  wherever  rendered; 
and  be  it  further 

RESOLVED  that  the  AMA  seek  the  re- 
moval of  restrictions  in  any  third  party  health 
financing  programs  which  would  require  in- 
patient hospital  confinement  where  ambu- 
latory services  would  be  effective  in  order  for 
applicable  benefits  to  be  paid. 

18)  Considered  several  resolutions  referable 
to  fee  schedules  and  adopted  a substitute 
resolution  which  in  effect  called  for  re- 
affirmation of  the  AMA  policy  supporting 
Usual,  Customary,  or  Reasonable  fees  and 
insisting  upon  determination  of  the  U,  C,  or 
R only  by  duly  constituted  committee  of  phy- 
sician peers  and  not  by  any  other  person, 
organization  or  agency,  and  further  calling 
upon  the  AMA  to  continue  its  opposition  to 
legislation  which  would  single  out  the  medical 
profession  to  establish  arbitrary  fee  limita- 
tions. 

19)  Referred  to  the  Council  on  Medical 
Service  a resolution  seeking  to  define  the 
terms  claims  review,  utilization  review,  peer 
review  mechanisms,  and  medical  audit,  and 
requested  a report  of  the  Council  recom- 
mendation at  the  June,  1971  Annual  Conven- 
tion. 

20)  Accorded  the  highest  commendation  to 
Dr.  Russell  B.  Roth,  Speaker  of  the  House, 
for  his  report  entitled  “Considerations  in  De- 
vising an  Overall  Health  Plan”,  prepared  for 
submission  as  a Board  of  Trustees  report. 
Because  of  its  timeliness,  the  House  directed 
that  it  be  widely  distributed.  It  is  to  be 
printed  in  its  entirety  in  the  American  Medi- 
cal News  in  the  near  future  and  should  be 
read  by  all  physicians. 

21)  Reaffirmed  the  AMA’s  strong  opposi- 
tion to  chiropractic  as  an  unscientific  cult  and 
urged  the  United  States  Congress  to  exclude 
payment  for  chiropractic  services  from  all 
federally  assisted  health  care  programs. 


22)  Urged  state  medical  societies  to  seek 
passage  of  state  legislation  which  would  pro- 
vide a physician  who  serves  on  a review  com- 
mittee immunity  from  litigation  arising  from 
the  actions  of  that  committee,  and  directed 
that  the  AMA  staff  provide  requested  tech- 
nical assistance.  Further  directed  the  Board 
of  Trustees  to  explore  the  possibility  of  im- 
munity being  provided  by  administrative 
action  of  the  Social  Security  Administration 
and  by  other  federal  departments  and 
agencies,  or  by  legislative  action  in  Congress 
for  physicians  participating  in  peer  review 
under  federal  programs. 

23)  Reaffirmed  that  the  AMA,  in  the  pub- 
lic interest,  should  continue  its  efforts  to 
bring  about  the  creation  of  a separate  Federal 
Department  of  Health  whose  chief  officer 
would  be  a physician  of  cabinet  rank. 

AWARDS 

Dr.  George  R.  Herrman,  of  Dallas,  Texas, 
was  chosen  to  receive  the  1971  distinguished 
service  award  at  the  next  annual  convention. 
Dr.  Herrman,  age  76,  is  Professor  of  Medicine 
at  the  University  of  Texas  Medical  Branch  in 
Galveston.  He  is  a distinguished  medical 
writer,  with  over  360  titles  in  medical  journals, 
and  is  the  author  of  three  text  books.  Other 
nominees  included  Dr.  Ward  Darley  of  Colo- 
rado and  Dr.  Howard  A.  Rusk  of  New  York. 

There  were  two  co-winners  of  the  AMA 
layman’s  citation  for  distinguished  service  to 
medicine.  These  were  Mr.  Malcolm  A.  Aldrich 
of  New  York  City,  former  President  and 
Board  Chairman  of  the  Commonwealth  Fund, 
and  Mr.  J.  Raymond  Knighton,  President  of 
the  Medical  Assistance  Programs.  Inc.,  a vol- 
untary foreign  aid  program  based  in  Wheaton, 
Illinois. 

SPEECHES 

Dr.  Walter  C.  Bornemeier,  AMA  President, 
urged  the  AMA  to  take  a leadership  role  in 
the  development  of  neighborhood  clinics, 
keeping  them  a part  of  private  practice.  He 
suggested  creation  of  a program  to  assist  phy- 
sicians in  setting  up  adequate  health  facilities 
for  group  or  solo  practice  and  advocated  in- 
ducements to  doctors  to  establish  private  prac- 
tice groups  in  the  “ghettos”.  He  again  repeated 
his  recommendation,  made  last  June,  that 
medical  education  be  shortened  to  six  years 
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and  that  the  method  of  training  specialists 
be  reviewed  to  emphasize  ambulatory  patient 
care  rather  than  in-hospital  care.  Preceptor- 
ship  programs  were  also  advocated. 

Mrs.  R.  C.  L.  Robertson,  President  of  the 
Woman’s  Auxiliary  to  the  AMA,  told  of  the 
activities  of  her  group,  particularly  the  fund 
raising  for  AN1A-ERF,  and  the  auxiliary 
efforts  to  alleviate  the  health  manpower 
shortage  through  health  career  committees. 
SCIENTIFIC  AND  OTHER  PROGRAMS 

As  is  always  the  case,  the  Scientific  Pro- 
gram ran  concurrently  at  the  John  B.  Hynes 
Civic  Auditorium,  while  the  House  of  Dele- 
gates was  meeting  at  the  Statler-Hilton  Hotel. 
Usually  there  is  enough  spare  time  to  get  to 
the  Scientific  Program  for  a short  while,  and 
possibly  a visit  to  the  scientific  and  industrial 
exhibits,  but  the  schedule  was  too  busy  this 
time  and  there  was  really  no  opportunity  to 
get  to  the  Civic  Auditorium. 

Reports  in  The  Daily  Bulletin  indicated  that 
there  was  a good  attendance,  and  that  the 
Scientific  Program  was  of  high  calibre.  The 
post-graduate  courses  were  especially  popular. 

In  addition,  preceding  the  regular  conven- 
tion, there  was  a Medical  Conference  on 
Health  Care  Delivery  on  Saturday,  November 
29,  and  on  the  morning  of  November  29  a 
Conference  on  Long  Term  Care,  and  the 
Twelfth  National  Conference  on  the  Medical 
Aspects  of  Sports. 

Dr.  G.  Swinks  Hicks,  delegate  from  Mis- 
sissippi, on  Tuesday  asked  for  a point  of 
personal  privilege  in  the  House  to  refute  some 
uncomplimentary  and  untrue  remarks  about 
the  state  of  Mississippi  which  had  been  made 
by  one  of  the  speakers  on  the  Saturday  pro- 
gram. The  following  day  a delegate  from 
another  state  rose  to  compliment  Dr.  Hicks’ 
“courageous”  remarks,  and  to  observe  that  all 
too  frequently  the  refutation  of  untrue  or  in- 
accurate statements  comes  too  late,  after  the 
damage  has  already  been  done.  He.  therefore, 
moved  that  the  House  direct  that  Dr.  Hicks’ 
remarks  be  incorporated  in  the  report  of  the 
proceedings  of  the  Saturday  meeting  along- 
side the  statements  made  by  the  speaker  on 
the  program.  This  was  passed  without  dissent. 
It  was  particularly  encouraging  and  heart- 
warming that  the  delegate  who  made  this 
motion  was  not  from  a southern  state  but  was 


the  articulate  spokesman  of  the  Michigan 
delegation,  Dr.  Donald  N.  Sweeney,  Jr.  of 
Detroit. 

One  well-publicized  paper  was  that  of  Dr. 
John  II.  Knowles,  Chief  of  Massachusetts 
General  Hospital,  who  spoke  at  a symposium 
Tuesday  morning  on  “Medical  Practice  in  the 
Future”.  It  was  a little  surprising  and  even 
disappointing  to  some  of  us  that  the  AMA, 
which  had  opposed  Dr.  Knowles’  candidacy 
for  appointment  as  under-secretary  of  the 
HEW,  not  only  afforded  him  a forum  for  a 
speech  entitled  “Medical  Practice  in  the  Year 
2000”  but  also  publicized  this  by  a full  page 
story  in  The  Daily  Bulletin.  As  reported  in 
The  Daily  Bulletin  his  opinion  of  medical 
practice  in  the  United  States  today  is  indeed 
low  and  his  predictions  indicate  the  trends 
which  he  would  like  for  it  to  take.  He  is 
reported  to  have  charged  that  the  nation’s 
medical  priorities  are  now  “wildly  askew  and 
irrational”  considering  the  amount  spent  on 
medical  care  and  the  results. 

He  said  that  sixty  two  billion  was  spent  on 
medical  care  in  the  United  States  last  year, 
yet  America  is  among  the  leaders  in  the  world 
in  the  amount  of  cardiovascular  disease,  can- 
cer, environmental  problems,  and  infant 
mortality.  This  oft  repeated  charge  has  been 
refuted  numerous  times  and  is  certainly  based 
on  faulty  statistics,  but  was  published  in  The 
Daily  Bulletin  without  comment.  Saying  that 
in  the  year  2000,  “The  American  Medical 
Association  will  also  have  re-emerged  as  the 
progressive  force  it  has  been”,  he  implied,  I 
would  assume,  that  the  AMA  is  not  a pro- 
gressive force  now.  He  was  reported  to  pre- 
dict, and  apparently  strongly  advocate: 

“•  Almost  universal  employment  of  elec- 
tronic communications  systems,  such  as  two- 
way  television  systems  for  use  in  consultations 
with  peers  and  patients. 

“•  Compulsory,  pre-paid  and  comprehen- 
sive health  insurance  coverage. 

“•  The  elimination  of  deductibles  and  co- 
insurance. 

“•  Sophisticated  utilization  controls. 

“•  Evolvement  of  extensive  professional 
peer  rev  iew  systems  that  will  go  a long  way 
in  helping  solve  the  current  dilemma  over 
malpractice  through  use  of  their  detailed 
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records-keeping  characteristics. 

“•  A shortening  of  the  time  needed  to 
produce  a physician.” 

PLEASURES  AND  DISAPPOINTMENTS 
The  weather  in  Boston  was  unexpectedly 
mild  and  except  for  a mild  drizzle  or  two, 
was  remarkably  good.  Our  few  excursions  out 
of  the  hotel  were  most  pleasant.  There  are 
many  good  eating  places  in  Boston,  of  which 
Pier  4 was  the  best  we  encountered. 

It  was  a disappointment  that  there  was  not 
more  time  to  see  the  sights  of  the  city  and  the 
surrounding  country  side,  especially  since  we 


were  in  such  a historic  area,  one  which  might 
even  merit  the  title,  “The  Charleston  of  the 
North”. 

EDITOR’S  NOTE: 

This  report  represents  an  innovation  decided  npon  at 
a recent  meeting  of  Council.  In  the  past,  delegates 
to  the  AMA  have  given  their  reports  at  the  Annual 
Meeting  of  the  SCMA  in  May,  so  that  publication  of 
the  report  frequently  has  not  occurred  until  Inly  or 
August,  when  the  information  is  out  of  date.  The  new 
plan  is  for  one  of  the  delegates  to  the  AMA  to  pre- 
pare a report  immediately  after  each  convention,  for 
publication  in  the  earliest  issue  of  the  Journal.  The 
report  will  then  be  introduced  as  official  business  at 
the  next  meeting  of  the  House  of  Delegates  of  the 
SCMA,  for  any  action  deemed  appropriate  at  that 
time. 


PLACEMENT  SERVICE 

Thirty-year  old,  board  eligible,  university 
trained  cardiologist  seeks  clinical  cardiology 
position.  Fully  trained  in  cardiac  cath  includ- 
ing transseptal,  coronary  angio,  and  pace- 
makers. Available  July,  1971. 

For  information  concerning  this  column, 
write  to  the  Journal  of  the  South  Carolina 
Medical  Association,  P.  O.  Box  1461,  Colum- 
bia, S.  C.  29202. 


Position  Available  — Emergency  Room 
physician:  Maximum  starting  salary 

$30,000  plus  liberal  benefits.  Established 
4-man  emergency  department.  Contact: 
Medical  Director,  Columbia  Hospital, 
Columbia,  South  Carolina  29204.  Phone: 
803-252-6301,  ext.  318. 


WHY  DC  FLATTENED  ^ 

Take  our  Income  Protection  Plan  * * ^ 

Sponsored  and  Endorsed  by  the 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

What's  it  all  about?  Just  this  — when  accident  or  sickness 
smashes  your  earning  power  and  income  STOPS,  our 
regular  Income  Protection  benefit  checks  will  help  keep 
you  in  your  own  world! 

Why  Income  Protection  from  Educators  Mutual  Life? 

■ We  are  pioneers  in  designing  Income  Protection  Plans 

■ We  were  among  the  first  to  provide  cooperative 
rehabilitation 

■ Recommended  by  your  Society 

■ Local  service  from  a local  representative 
Without  obligation,  learn  the  many  advantages  of  your  local 
Society's  Income  Protection  Plan.  Write  or  phone 

Charles  W.  Dudley 
Box  3201  - Florence,  S.  C.  29501 
representing  Phone:  (803)  662-6525 

Educators  Mutual  £ile 

INSURANCE  COMPANY  * 'Lancaster,  Penna.  17604 
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The  concert  was  fust  underway, 
When  to  the  conductor’s  dismay 
Cramps  and  diarrhea, 

Did  so  quickly  appear, 

The  maestro  no  longer  could  stay. 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
strike  at  the  most  inopportune  time,  it  takes  a comprehensive 
agent  to  treat  the  total  diarrheal  syndrome  and  help  get  the  patient 
back  on  the  job.  That's  why  so  many  physicians  rely  on  Donnagel, 
especially  during  the  fall  and  winter  months  when  "flu"  and 
viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin 

combination.  It  also  contains  the  belladonna  alkaloids  to  calm 
GI  hypermotility  and  help  relieve  the  distressing  discomforts 
which  so  often  accompany  diarrhea.  Certainly  it's  less 
expensive  and  more  convenient  than  taking  two  medications. 
And  the  dosage  is  lower  too.  Available  in  the  handy  4-oz. 
plastic  bottle  at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


When  diarrhea  and  its  discomforts  separate  a man  from  his  job  . 


Each  fluid  ounce  contains:  Kaolin,  6g.;  Pectin,  142.8  mg.; 
Hyoscyamine  sulfate,  0.1037  mg.;  Atropine  sulfate,  0.0194 
mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Sodium  benzoate 
(preservative),  60  mg.;  Alcohol,  S.SVe. 


/I'H'f^OBINS 

A.  H.  Robins  Company, 
1407  Cummings  Drive, 
Richmond,  Va.  23220 


4VL0Z.  ahromns 


RawVlto>MMM)0'n^ 
Ofarf  guUKOitf  1000*1 


HE C P THIS  AND  All  MfOCMS 
Our  Of  REACH  Of  CHI10RM 


Robitussm-Ft 


dear  the  tract 
with  the 


Robitussin  line 


The  coughing  season  is  here  again.  Time  to  rely 
on  the  four  Robitussins  and  Cough  Calmers  to 
help  clear  the  lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  expectorant  that 
works  systemically  to  help  increase  the  output  of 
lower  respiratory  tract  fluid.  The  enhanced  flow  of 
less  viscid  secretions  soothes  the  tracheobron- 
chial mucosa,  promotes  ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu” 

Robitussin 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C 

Each  5 cc.  contains: 


Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg 

Dextromethorphan 

hydrobromide  15.0  mg 

Alcohol,  1 .4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg 

Phenylephrine  hydrochloride  10.0  mg 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  “coughs  on  the  go” 

Cough  Calmers” 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 

Pheniramine  maleate 

Codeine  phosphate 

(warning:  may  be  habit  forming) 
Alcohol,  3.5% 


100.0  mg. 
7.5  mg. 
10.0  mg. 


Glyceryl  guaiacolate 
Dextromethorphan 
hydrobromide  . . . 


Select  the  Robitussin®“Clear-T ract”  Formulation  That  T reats 


50.0  mg. 
7.5  mg. 


Robitussin® 

extra 

benefit 

chart 

Your  Patient’s  Individual  Coughing  Needs: 

All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action. 
Keep  this  handy  chart  as  a guide  in  selecting  the  formula  that 
provides  the  extra  benefits  you  want  for  your  patient. 

Cough  Long-Acting  Nasal,  Sinus 

Suppressant  Antihistamine  (6-8  hours)  Decongestant  Non-Narcotic 

ROBITUSSIN® 

m 

ROBITUSSIN  A-C® 

m m 

ROBITUSSIN-DM® 

m m m 

ROBITUSSIN-PE® 

m m 

COUGH  CALMERS™ 

Q Q Q 

A.  H.  Robins  Company,  Richmond,  Va.  23220  ^l'H'|"^0  BINS 

an  apple  in 
teacher 
health  care 
contracts. 


Teachers  at  Baylor  University  really 
started  something  when  they 
developed  a hospital  pre  payment  plan 
in  the  '30s.  The  pre  payment  idea  grew 
into  the  largest  non-profit  health  care 
plan  of  its  kind  in  the  world— Blue 
Cross. 

Much  has  happened  in  both  health 
care  and  coverage  since  those 
far-sighted  teachers  banded  together 
during  the  depression  years. 

The  quality  of  health  care  has 
increased  greatly. 

Our  life  span  has  expanded  and  Blue 
Cross  covers  a spectrum  of  health 
services  not  dreamed  of  in  the  early 
days  of  pre  payment. 

Thanks  to  a handful  of  Texas  teachers, 
over  68  million  Americans  have  better 
health  coverage  today. 


One  of  the  newest  group  benefits 
covers  the  cost  of  prescription  drugs 
out  of  the  hospital.  It  is  an  item  that 
accounts  for  over  10  cents  out  of  the 
total  health  care  dollar  in  America. 

Blue  Cross  offers  a prepaid 
prescription  drug  program  in 
cooperation  with  nearly  400 
neighborhood  pharmacies  in  South 
Carolina.  This  extra  benefit  is  available 
to  Blue  Cross  groups  of  50  or  more. 

More  than  17,000  teachers  and  school 
employees  are  enrolled  in  Blue 
Cross-Blue  Shield  groups  in  South 
Carolina.  It's  the  "preferred  way"  to 
get  the  best  care  for  the  most  people 
at  the  least  cost. 


Blue  Cross  — Blue  Shield 


OF  SOUTH  CAROLINA 


The  Columbia  Medical  Society  has  elected 

Dr.  Albert  E.  Cremer,  president ; Dr.  James 
W.  Fouche,  president-elect;  Dr.  Charles  A. 
James,  vice  president;  Dr.  Jack  L.  Shell- 
burg-,  treasurer ; Dr.  Harry  J.  Metropol, 
secretary;  and  Dr.  Edward  E.  Kimbrough, 
III,  recorder. 

Dr.  William  R.  DeLoache  was  named 
president  of  the  Greenville  Hospital  System 
medical  staff.  Elected  with  him  were  presi- 
dent-elect Dr.  James  B.  Pressly  and  secre- 
tary Dr.  William  E.  Bomar,  Jr. 

Dr.  Lewis  M.  Davis,  who  has  practiced 
general  surgery  in  Greer  since  1948,  has  been 
named  as  President  of  the  Greer  Chamber  of 
Commerce  for  next  year.  Dr.  James  C.  Brice, 
Jr.  of  Easley  has  been  named  “scouter  of  the 
month”  in  the  December  issue  of  the  Blue 
Ridge  Scouter,  the  publication  of  the  Blue 
Ridge  Council,  Boy  Scouts  of  America.  Dr. 
James  H.  Linder  opened  his  office  in  Ben- 
nettsville  for  the  practice  of  general  surgery 
and  vascular  surgery.  Dr.  Linder  graduated 
from  Bowman  Gray  Medical  School  in  1964 
and  completed  his  internship  and  residency 
in  surgery  with  the  North  Carolina  Baptist 
Hospital  in  Winston-Salem. 

Dr.  John  C.  Dunlap,  a Columbia  psy- 
chiatrist, has  been  named  as  a delegate  to 
the  White  House  Conference  on  Children 
and  Youth.  Drs.  N.  B.  Baroody,  Jr.,  Waddy 
G.  Baroody  and  E.  C.  O’Bryan,  Jr.  of  Flor- 
ence have  announced  the  association  of  Dr. 
Billy  R.  Blackwell  for  the  practice  of  inter- 
nal medicine  and  hematology.  Dr.  Blackwell 
graduated  from  the  Medical  University  of 
South  Carolina  and  served  his  internship  at 
the  hospital  there. 

Dr.  Bruce  C.  Elliott  of  Clover  has  been 
elected  to  active  membership  in  the  Ameri- 
can Academy  of  General  Practice.  Dr.  Ed- 
ward F.  Parker  of  Charleston  has  been 


elected  president  of  the  Southeastern  Sur- 
gical Association.  Dr.  Parker  is  also  chair- 
man of  the  Board  of  Commissioners  of  Roper 
Hospital  in  Charleston.  Dr.  Henry  W.  Moore 
of  Columbia  has  been  elected  to  the  nomi- 
nating committee  of  the  American  Academy 
of  Pediatrics.  This  committee  is  annually  re- 
sponsible for  nominating  candidates  for  the 
elective  office  of  vice  president  of  the  acad- 
emy. 

Dr.  Leon  Banov,  former  director  of  the 
Charleston  County  Health  Department,  has 
published  a book  on  his  memories  of  the  de- 
partment’s 50-vear  history.  The  book  en- 
titled “As  T Recall — the  Story  of  the  Charles- 
ton County  Health  Department”  was  written 
as  a part  of  the  area’s  Tricentennial  activi- 
ties. An  appendix  of  historical  notes  was 
contributed  by  Dr.  Joseph  I.  Waring.  Dr. 
Banov  began  working  in  the  public  health 
field  in  1912  and  in  1920  was  named  the  first 
director  of  the  county  health  department. 
He  retired  in  1961. 

Dr.  James  J.  McCoy,  Jr.  has  been  named 
chief  of  laboratory  service  at  the  Columbia 
Veterans  Hospital.  Dr.  McCoy  received  his 
doctor  of  medicine  degree  from  Columbia 
University.  He  was  formerly  stationed  in 
Charleston  as  pathologist  at  the  VA  hospital 
there.  Dr.  H.  Furman  Cantrell  has  been 
named  microbiologist  in  the  Greenville  Hos- 
pital System  laboratories.  Dr.  Sally  B.  Mc- 
Cants  has  opened  her  office  at  2701  Laurel 
Street  in  Columbia  for  the  practice  of  rheu- 
matology and  internal  medicine.  Dr.  Mc- 
Cants  received  her  doctor  of  medicine  degree 
from  the  Medical  University  of  South  Caro- 
lina in  1961  and  continued  her  training  in 
St.  Louis,  Missouri. 

Members  of  the  newly  organized  South 
Carolina  Dermatology  Association  met  for 
the  first  time  in  Columbia  on  October  18, 
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1970.  In  attendance  at  the  first  meeting 
were : Kathleen  Riley,  Charleston ; Barbara 
Brown,  Dick  Allison,  Harry  Boatwright, 
Leon  Bryan,  and  Abe  Robinson,  Columbia ; 
Joel  Wyman  and  Ken  Smith,  Anderson; 
George  Smith,  Florence;  Dick  Crooks  and 


Falls  Harris,  Greenville;  and  Paul  Cook, 
Spartanburg.  Dr.  Allison  will  serve  as  presi- 
dent of  the  new  association  and  was  also 
elected  president  of  the  Section  on  Dermatol- 
ogy of  the  Southern  Medical  Association. 


Medical  University  of  South  Carolina 


Dr.  William  M.  Mc- 
Cord, president  of 
the  Medical  Univer- 
sity of  South  Caro- 
lina, was  honored  in 
an  awards  program 
for  having  served 
the  Medical  Univer- 
sity for  25  years.  Dr. 
McCord’s  association 
with  the  Medical 
University  dates 
from  December  1, 
1945,  when  he  re- 
ceived a faculty  appointment  as  Professor 
and  Chairman  of  the  Department  of  Chem- 
istry. He  was  named  Interim  President  in 
December,  1964,  and  then  President  in 
November,  1965. 

A new  research  project  at  the  Medical  Uni- 
versity will  focus  modern  scientific  tech- 
niques on  the  problem  of  intestinal  diseases 
and  will  seek  new  information  about  disease 
common  to  both  rural  Southern  states  and 
under-developed  countries.  Dr.  Fred  E.  Pitt- 
man, Associate  Professor  of  Medicine  and 
Director  of  the  Department  of  Medicine’s 
Gastrointestinal  Research  Laboratories,  will 
be  the  principal  investigator.  Dr.  Pittman 
has  been  with  the  Medical  University  since 
1969. 


Dr.  William  A. 
McLees  has  been 
appointed  director 
of  the  Medical  Uni- 
versity Hospital. 
Dr.  McLees,  cur- 
rently director  of  the 
Plans  and  Develop- 
ment Division  of  the 
Indiana  Universitv- 
Purdue  University 
at  Indianapolis,  as- 
sumes his  new  post 
on  February  15.  The 
hospital  position  has  been  occupied 

on  an  interim  basis  by  Lawrence  R. 
•Snead,  associate  director.  Dr.  McLees  is  a 
member  of  the  American  Hospital  Associa- 
tion and  American  College  of  Hospital  Ad- 
ministrators, and  also  serves  as  a consultant 
to  the  Neurological  Disorders  Program 

Project  Review  Committee  of  the  National 
Institutes  of  Health.  He  obtained  his  B.A. 
degree  from  Drake  University.  He  per- 
formed his  graduate  work  at  the  State  Uni- 
versity of  Iowa  in  Iowa  City,  where  he  re- 
ceived his  M.A.  degree  in  Hospital  Ad- 
ministration in  1955  and  Ph.D.  degree  in 


1958. 


The  Southern  Professors  of  Psychiatry 
held  their  annual  meeting  Janaury  21-23  at 
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diethylpropion  hydrochloride,  N.F.) 


works  on  the  appetite 
lot  on  the 'nerves' 

when  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
ipport  for  the  weight  control  program  you  recommend. 
:PANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
ss.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
/ely  low  incidence  of  CNS  stimulation. 

ntraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
I s drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse, 
arning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
tients  with  severe  hypertension  or  severe  cardiovascular  disease  Do  not  use  dur- 
j first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Iverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
l.;asant  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
casionally  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  T-103/ 2/71 /u.s.  patent  no.  3,001.910 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  ond  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  ond  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSONMERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


the  Mills-Hyatt  House  in  Charleston.  Dr. 
Layton  McCurdy,  professor  and  chairman  of 
the  Department  of  Psychiatry  at  the  Medi- 
cal University  of  South  Carolina,  is  president 
of  the  organiation  for  1971  and  was  also 
program  chairman  for  the  meeting.  Dr.  R. 
Ramsey  Mellette,  associate  professor  and 
director  of  child  psychiatry  at  the  Medical 
University,  was  arrangements  chairman. 


The  Waring  Historical  Medical  Library 
has  received  a 144-year-old  diploma  which 
was  awarded  by  the  Medical  College  of 
South  Carolina  in  April,  1826,  to  Dr.  Au- 
gustus C.  Baldwin  of  Augusta,  Georgia.  The 
diploma  was  presented  to  the  Medical  Uni- 
versity of  South  Carolina  by  Dr.  Roy  D. 
Mitchell  of  Atlanta,  Georgia,  a great  grand- 
son of  Dr.  Baldwin. 


MEETINGS 


The  5th  National  Congress  on  the  Socio- 
Economics  of  Health  Care  will  be  held  at 
Caesars  Palace,  Las  Vegas,  Nevada,  on  April 
2-3,  1971.  Further  information  can  be  ob- 
tained from  the  American  Medical  Associa- 
tion, Secretary,  Council  on  Medical  Service, 
535  North  Dearborn  Street,  Chicago,  Illinois 
60610. 

The  American  College  of  Physicians  will 
present  Advances  in  Medical  Oncology  at  the 
University  of  Texas,  M.  D.  Anderson  Hos- 


pital and  Tumor  Institute  in  Houston,  Texas, 
on  March  8-12.  Please  send  all  requests  for 
information  to  the  Registrar,  Post-graduate 
Courses,  American  College  of  Physicians, 
4200  Pine  Street,  Philadelphia,  Pennsylvania 
19104. 

The  Southeastern  Dermatological  Associa- 
tion will  meet  in  Augusta,  Georgia,  on  April 
3-4.  For  further  information,  contact  Dr.  J. 
Graham  Smith,  Jr.,  Medical  College  of 
Georgia,  Augusta,  Georgia  30902. 


GREENVILLE  POST  GRADUATE  SEMINAR 

101  EAST  NORTH  STREET 
GREENVILLE,  S.  C.  29601 
MARCH  23,  24,  25,  1971  (21  Hours  Credit) 

CARDIOLOGY  — Dr.  C.  Thorpe  Ray 
Oschner  Clinic 
New  Orleans,  La. 

ENDOCRINOLOGY  — Dr.  Irving  B.  Perlstein 

University  of  Louisville,  Ky. 

CARDIOVASCULAR  SURGERY  — Dr.  Allan  Lansing 

University  of  Louisville,  Ky. 

EYE  — Dr.  Robert  Thomas 

Medical  College  of  Georgia 

UROLOGY  AND  ENDOCRINOLOGY  — Dr.  Robert  E.  Keenan 

Eaton  Laboratories 

INFECTIOUS  DISEASES  — Dr.  William  Chew 

Medical  College  of  Georgia 
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E.  Kenneth  Aycock,  M.D.,  M.P.H. 
Secretary  and  State  Health  Officer 


STATE  BOARD  OF  HEALTH  NEWS 


Out-Patient  Care  at  State  Park 

The  State  Park  Health  Center  has  continued 
to  increase  its  capability  in  the  diagnosis  and 
treatment  of  chronic  respiratory  disease 
( emphysema,  pulmonary  fibrosis,  chronic 
bronchitis,  et  cetera).  Recent  acquisition  of 
more  sophisticated  equipment  and  augmenta- 
tion of  the  technical  staff  permits  an  increase 
in  service.  A limited  number  of  out-patients 
can  now  be  accepted  for  diagnosis  as  well  as 
therapy.  All  patients  should  be  referred  by  a 
physician.  Those  wishing  to  have  patients 
considered  for  out-patient  care  should  contact 
the  Medical  Director,  State  Park  Health 
Center,  State  Park,  S.  C.  29147.  It  is  preferred 
that  such  requests  be  made  in  writing. 

Bureau  of  Laboratory  Services  and  Research 

The  Bureau  of  Laboratory  Services  and 
Research  will  be  offering  three  courses  in  the 
next  few  months.  We  are  offering  Anaerobic 
Bacteriology  February  15-19,  1971.  Our  fea- 
ture speaker  will  be  V.  R.  Dowell,  Ph.D., 
Chief  of  the  Enterobacteriology  Unit,  Center 
for  Disease  Control,  Atlanta,  Georgia.  He  will 
discuss  the  clinical  significance  of  anaerobes 


and  answer  questions  regarding  the  technical 
aspects  of  anaerobic  bacteriology  on  Friday, 
February  19. 

Basic  Medical  Mycology  will  be  offered 
March  8-12,  1971.  The  guest  speaker  will  be 
Libero  Ajello,  Ph.D.,  Chief  of  Mycology  Sec- 
tion, Center  for  Disease  Control,  Atlanta, 
Georgia.  He  will  speak  on  the  clinical  signifi- 
cance of  fungus  diseases  on  March  8,  1971. 

The  above  two  courses  will  be  directed  to 
medical  technologists  and  pathologists. 

The  Bureau  will  also  sponsor  2 one-day 
conferences  on  Environmental  Microbiology. 
The  discussion  will  cover  the  methods  of 
monitoring  and  surveillance  of  the  hospital 
environment.  The  course  will  be  directed 
toward  pathologists,  microbiologists,  medical 
technologists,  Infection  Committee  chairmen 
and  nurse  surveillance  officers.  There  will  be 
two  one-day  seminars:  March  31,  1971  in 
Columbia  and  April  2,  1971  in  Charleston, 
South  Carolina. 

Persons  interested  in  any  of  these  courses 
should  contact  the  Bureau  of  Laboratory  Ser- 
vices and  Research. 
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HOBSON’S  CHOICE 


THOMAS  PARKER,  M.D. 
Greenville,  S.  C. 


Even  though  some  25,000  bills  are  presented 
to  Congress  each  year,  and  some  of  the  utmost 
pith  and  moment  are  killed  in  committee  or 
by  filibuster  or  by  other  means,  it  seems  likely 
that  some  to  expand  the  role  of  the  federal 
government  in  the  provision  of  medical  and 
health  care,  and  to  limit  the  freedom  of  phy- 
sicians to  exercise  their  best  judgment  in  their 
care  of  their  patients  by  administrative  detail 
and  financial  restriction,  will  be  passed. 

Many  physicians,  who  feel  they  have  never 
had  it  so  good,  couldn’t  care  less;  others  urge 
their  fellow  practitioners  to  become  ever  more 
active  and  more  imaginative  in  their  efforts  to 
preserve  the  medical  sector  of  the  free  enter- 
prise system  by  industry  and  innovation;  and 
a third  group  feeling  government  control,  even 
if  undesirable,  to  be  inevitable,  urge  their 
fellows  to  participate  in  the  planning  and 
implementation  of  the  new  system  of  delivery 
of  medical  and  health  care  in  order  that  they 
can  guide  the  bureaucrats’  feet  in  the  right 
way.  Is  the  last  position  tenable? 

The  California  Medical  Association,  per- 
haps because  its  size  and  affluence  permitted 
the  employment  of  a large  and  competent  staff, 
has  been  outstanding  in  seeking  to  improve 
the  present  system  of  medical  care  and  to 
improvise  new  systems.  Its  relative  value 
scales  were  the  earliest  and  have  received 
widespread  acceptance  in  principle  and  in 
use;  its  Medi-Cal  organization  to  provide  for 
the  care  of  the  indigent  has  been  thorough 
and  well  supported  by  the  CMA  membership; 
and  more  recently  the  CMA  and  its  subdivi- 
sions have  pioneered  in  establishing  medical 
foundations  to  handle  the  delivery  of  and  the 
payment  for  medical  and  health  care. 

I low  has  California  medicine  fared?  Has 
the  CMA  been  recognized  for  its  political  and 
financial  acumen,  and  have  its  members  been 
rewarded  for  their  foresighted  benevolence? 


Alas!  The  reverse  seems  to  be  the  case.  From 
the  AMA  Newsletter  of  December  14,  1970 
we  learn,  “A  cutback  in  Medi-Cal  that  would 
generally  limit  benefits  to  emergency  ser- 
vices was  protested  by  the  California 
Medical  Association.  The  California  Medi- 
caid program  faces  a $200-million  deficit 
this  fiscal  year.  In  a letter  to  the  state 
Department  of  Health  Care  Services,  CMA 
President  Ralph  W.  Burnett,  M.  D..  said 
the  crisis  was  ‘caused  by  a budget  that  was 
unrealistic  at  the  outset  and  has  been 
vastly  compounded  by  shortsighted  esti- 
mates of  the  increase  in  Medi-Cal  caseload, 
which  is  up  35  per  cent  over  last  year.’ 
He  said:  ‘Our  primary  concern  today  is 
the  same  as  it  was  in  1965  when  CMA 
worked  for  the  adoption  of  Medi-Cal: 
bringing  to  the  poor  the  same  high  quality, 
‘mainstream’  medicine  available  to  the  less 
disadvantaged.  . . The  physician  continues 
to  bear  the  burden  of  responsibility  for 
patient  care,  but  the  new  regulations  take 
away  his  freedom  to  treat  his  patients 
according  to  his  best  medical  judgment.’ 

At  a press  conference  announcing  the 
cutbacks,  Gov.  Ronald  Reagan  said  it 
would  be  ‘unfounded  and  contrary  to  the 
facts’  to  blame  physicians  for  Medi-Cal 
crisis.  ‘Doctors  and  others  generally  have 
had  to  absorb  the  effects  of  inflation.  . . 
The  truth  is  the  taxpayers  owe  most  of 
them  a debt  of  gratitude.  Now  we  must 
ask  them  to  again  pull  in  their  belts.’  The 
regulations,  scheduled  to  go  into  effect 
this  week,  would  slash  by  10  per  cent  the 
already  substandard  fees  paid  to  physi- 
cians and  all  other  providers  (except  in- 
patient hospital  sendees).” 

In  Minnesota,  the  Academy  of  General 
Practice  has  written  the  President  of  the  AMA 
to  protest  the  action  of  the  AMA  in  acquiesc- 
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ing  the  plans  of  the  federal  government  to 
change  peer  review  from  a professional  mech- 
anism to  improve  the  quality  of  medical  care 
to  a fiscal  organization  requiring  physicians 
to  minimize  the  costs  of  the  provision  of 
health  care,  and  to  supervise  the  professional 
activities,  financial  and  scientific,  of  their 
fellow  practitioners. 

In  South  Carolina,  as  of  December  21,  1970, 
we  are  informed  by  Medicare  that 

“1.  Your  customary  fees  will  be  the  median 
of  the  charges  you  filed  for  procedures 
during  1969. 

2.  The  prevailing  limit  (maximum  allow- 
able payment)  will  be  the  75th  per- 
centile of  all  physicians’  customary 
charges.  Customary  charges  will  be 
grouped  by  geographic  location. 

3.  Revisions  in  your  customary  charge  will 
not  be  permitted  during  the  remainder 
of  fiscal  year  1971.  The  Bureau  of 
Health  Insurance  does  allow  for  in- 
dividually identified,  highly  unusual 
circumstances  to  be  considered.  This 
does  not  include  increases  in  general 
office  expenses  and  so  forth.” 

In  Quebec,  a “medical  subsidy  and  control 
law”  was  passed.  It  was  unacceptable  to  the 
medical  profession.  When  the  Federation  of 
Medical  Specialists  of  Quebec  announced  its 
members  would  not  collaborate  with  the  law, 
another  law,  Bill  #41,  was  passed  on  October 
15,  1970  and  put  into  effect.  Among  other 
things,  it  provides 

“Every  specialist,  whether  a member  of  a 
syndicate  or  not,  who  has  held  a Quebec 
license  to  practice  during  the  last  three 
months,  is  required  to  return  to  work  on 
minimal  notice.  If  he  doesn’t  return,  he  is 
liable  to  a fine  of  $200  to  $500  per  day 
and  the  possibility  of  a one  month  jail 
sentence. 

A doctor  absent  from  the  Province  is  not 
exempt  from  the  law. 

The  policy  includes  doctors  who  have, 
during  the  three  month  time  interval, 
moved  to  other  Provinces.  They  may  be 
fined  even  though  they  are  now  per- 
manently practicing  in  other  Provinces  or 
indeed  in  other  countries.  Penalty  is  con- 
fiscation of  their  Property. 


Every  doctor  is  presumed  guilty,  if  absent, 
unless  he  can  prove  otherwise. 

Any  adverse  comment  is  precluded  from 
the  medical  profession  by  stipulating  fines 
of  from  $5,000  to  $50,000  per  day  and  jail 
terms  up  to  one  year  for  any  syndicate  or 
Association  officer.  . . who  comments  to 
deter  doctors  from  returning  to  work.” 

A letter  from  a practitioner  in  Montreal, 
dated  October  30,  1970  commences  as  follows: 

“For  the  past  several  months  the  medical 
profession  in  the  Province  of  Quebec  has 
been  struggling  with  the  government  over 
total  Medicare  in  this  province.  I do  not 
know  whether  you  have  heard  of  any  part 
of  this  struggle  or  not  but  it  has  resulted 
in  a true  disaster  for  medicine  in  Quebec. 
It  has  resulted  in  a total  loss  for  the  medi- 
cal profession  and  at  the  moment  we  are 
now  conscripted,  forbidden  by  law  to  prac- 
tice outside  of  the  scheme  and  for  a time 
period  of  at  least  a month,  which  can  be 
extended  at  the  whim  of  the  government, 
we  are  even  forbidden  to  leave  the 
province.  Should  we  break  the  law,  we  are 
subject  to  heavy  fines  and  imprisonment. 

“The  government  fee  schedule,  which  is 
forced  upon  us,  was  received  in  our  offices 
this  week  and  the  fees  are  at  about  the 
level  of  40  years  ago,  and  it  will  be  im- 
possible to  continue  our  way  of  life  as  we 
have  known  it  under  such  a fee  schedule. 
Even  if  one  were  to  work  hard  to  make  up 
one’s  income  by  overwork,  we  have  the 
feeling  that  the  government  would  then 
simply  cut  the  fees  because  their  intent  is 
to  level  off  our  incomes  because  they  are 
certain  we  are  an  overpaid  minority. 

“All  in  all  it  is  a disaster  and  the  only 
thing  that  I can  see  to  do  is  to  liquidate 
one’s  assets  and  to  slip  out  of  the  province. 
This,  of  course,  is  not  easy  but  is  happen- 
ing and  will  happen  more  so  as  time  goes 
on. 

”1  am  not  writing  to  you  for  sympathy 
or  even  for  a job  but  I do  feel  that  the 
medical  profession  in  the  United  States 
should  be  well  aware  of  this  and  I am  cer- 
tain that  there  are  some  lessons  to  be 
learned  in  your  upcoming  battle  against 
total  medicare.” 
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What  to  do 
until ..  . 

suppositories 
work: 


‘War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work.1-3  Some- 
times two.4  Sometimes  more.3  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients,5  and 
not  infrequently  produce  smarting,  burning  and  tenesmus.6 

Alternative  to  the  long  unpleasant  wait:  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 


Much  better. 


C.  B FLEET  CO.  INC 
Lynchburg.  V a.  24505 


| pharmaceuticals 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician 
References:  1.  Blum  berg,  N. : Med  Times  91:45,  Jan  , 1963  2.  Sweeney,  W.  J.,  Ill:  AmerJ  Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsaft,  P.:  J Amer  Geriat  Soc  12:295,  Mar  , 1964.  4.  Baydoun,  A.  B 
Amer  J Obstet  Gynec  85:905,  Apr.  1,  1963.  5.  Feder,  I.  A , Flores.  A.  and  Weiss,  J : Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz,  E.  D.:  Western  J Surg  72:177,  May-June,  1964 


(fluorouracil) 

cream  solution 


In  the  treatment  of 
solar/actinic  keratoses- 

A | 

An  alternative  1 

to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/ actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  S-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  completely. 
Residual  mild  erythema  remains  in  some 
areas.  This  patient  also  had  seborrheic  I 
keratoses  which,  as  expected,  have  not  1 
reacted.  There  is  no  evidence  of  residual 
lesions  or  recurrences. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


i alternative 
conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
al  alternative  to  cryosurgery,  electrodesiccation 
old-knife  surgery  in  the  treatment  of  solar/ actinic 
loses.  It  is  effective,  comparatively  inexpensive  and 
ially  well  suited  for  treatment  of  these  multiple 
jis.  Important,  too,  is  the  highly  desirable  cosmetic 
f.  Clinical  experience  demonstrates  that  treatment 
jEfudex  results  in  an  extremely  low  incidence  of 
|ng.  * 

ghly  effective 

In  clinical  trials,  depending  on  the  dosage  form 
trength  used,  complete  involution  occurred  in 
88  per  cent  of  lesions  following  treatment.  The 
f recurrence  was  low,  ranging  from  1.7  to  5.6  per 
ip  to  a year  after  completion  of  therapy.  When 
esions  appeared,  repeated  courses  of  Efudex 
py  proved  effective.* 

tdictable 

rapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
idex  therapy.  The  response  is  usually  characteris- 
d predictable.  After  three  or  four  days  of  treat- 
, erythema  begins  to  appear  in  the  area  of  keratoses, 
s followed  by  an  intense  inflammatory  response, 
g and  occasionally  moderate  tenderness  or  pain, 
eight  of  the  inflammatory  reaction  generally  occurs 
/eeks  after  the  start  of  therapy,  and  then  begins 
iside  as  treatment  is  stopped.  Within  two  weeks  of 
ntinuing  medication,  the  inflammation  is  usually 
A mild  erythema  may  remain  for  two  or  three 
hs  before  gradually  receding.  Since  this  response 
iredictable,  lesions  which  do  not  respond 
d be  biopsied. 

0 strengths— two 
sage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
% cream.  It  is  applied  twice  daily  by  the  patient 

1 nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 

nt  considerations:  First,  please  consult  the  com- 
prescribing information  for  precautions,  warnings 

on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings : If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported  — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-mi  drop  dispensers — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


A 


new 

Efudex 

(fluorouracil) 

cream/solution 


Patrick  Henry  declared,  “I  have  but  one 
lamp  by  w hich  my  feet  are  guided,  and  that  is 
the  lamp  of  experience.  I know  of  no  way  of 
judging  of  the  future  but  by  the  past.  And 
judging  by  the  past,  I wish  to  know  what 
there  has  been  in  the  conduct  of  the  British 
Ministry  for  the  last  ten  years  to  justify  these 
hopes  with  which  gentlemen  have  been 
pleased  to  solace  themselves  and  the  House”. 
H as  the  performance  of  the  American  bu- 
reaucy  since  the  passage  of  Medicare  in  1965 
furnished  the  medical  profession  of  this 
country  any  hope  for  justice  under  the  law  or 


enlightened  progress  to  a better  day?  Is  such 
encouragement  to  be  found  in  the  record  of 
the  government  in  the  field  of  education,  or  of 
agriculture,  or  of  the  drug  industry,  or  of  the 
prevention  and  punishment  of  crime,  or  in- 
deed in  any  of  the  innumerable  fields  of 
activity  in  which  the  government  has  pre- 
sumed to  meddle? 

Dear  Lord,  do  we  have  to  learn  everything 
the  hard  way?  Is  it  impossible  for  us  to  bene- 
fit from  the  experience  of  others?  Is  it  better 
to  be  red  than  dead? 


-CHILD 


SCREENING  TECHNIQUES 
HEALTH  CONFERENCES 


For  many  years  the  Divisions  of  Maternal 
and  Child  Health  and  Crippled  Children  fo 
the  State  Board  of  Health  have  been  inter- 
ested in  early  detection  of  handicapping  con- 
ditions of  children  and  young  adults  and  have 
been  constantly  trying  to  devise  additional 
screening  techniques.  We  are  all  aware  that 
handicaps  found  early  can  be  corrected  more 
effectively  and  less  expensively. 

In  essentially  all  areas  of  South  Carolina 
there  has  been  in  action,  to  one  degree  or 
another,  the  classic  Well-Baby  Clinic.  These 
varied,  all  the  way  from  simple  Immunization 
Clinics  to  well-staffed  Child  Health  Confer- 
ences. It  seemed  natural  that  our  new'  screen- 
ing and  appraisal  activities  should  be  an 
expansion  of  the  Well-Baby  Clinics.  This  ex- 
pansion is  the  approach  we  took. 

In  the  beginning  we  analyzed  w'hat  actually 
was  going  on  in  the  Well-Baby  Clinics  and 
what  changes  would  be  needed  to  effectively 
incorporate  the  more  complete  screening  and 

°Chief,  Bureau  of  Maternal  and  Child  Care.  South 
Carolina  State  Board  of  Health,  Columbia,  S.  C. 


J.  E.  PADGETT,  JR„  M.D.,  M.P.H.* 

counseling  techniques  needed.  It  was  quickly 
apparent  that  the  type  and  size  operation  de- 
sired would  require  more  physician  and  nurs- 
ing manpower,  as  well  as  additional  training 
for  the  personnel  involved.  Another  realization 
in  the  planning  process  was  that  much  of  the 
physician’s  time  in  the  traditional  Well-Baby 
Clinics  was  wasted.  Being  a pediatrician,  I 
was  aware,  having  done  it  many  times  myself, 
that  most  physicians  in  Well-Baby  Clinics 
make  a sick  child  exam  rather  than  the  kind 
of  growth  and  development  and  physical  ap- 
praisals needed.  Then  there  was  the  unmet 
need  of  effective  parent  counseling. 

Our  first  break  with  tradition  wras  to  organ- 
ize the  Child  Health  Conference  essentially  as 
a process,  utilizing  w'ell-trained  nurses  only. 
This  is  in  part  due  to  the  lack  of  physician 
time,  as  well  as  better  utilization  of  both  phy- 
sician and  nursing  time. 

Next  we  determined  what  should  be  in- 
cluded in  the  Child  Health  Conference.  We 
believed  in  the  beginning  that  we  should 
schedule  sufficiently  few  children  per  clinic 
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WINCHESTER 

“CAR0L1NAS’  HOUSE  OF  SERVICE ” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 


We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver- 
tised CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 


$ 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF 
DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation 
and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients, 
including  individual  psychotherapy,  group  therapy,  psychodrama,  electro-con- 
vulsive therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with 
families,  family  therapy,  and  extensive  and  well  organized  activities  program, 
including  occupational  therapy,  art  therapy,  music  therapy,  athletic  activities  and 
games,  recreational  activities  and  outings.  The  treatment  program  of  each  patient 
is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be 
realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  avail- 
able on  grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treat- 
ment program  and  is  accredited  through  the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in 
the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 

Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW.  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr..  M.D. 

Chief  of  Clinical  Services  Associate  Professor  of  Psychiatry 

and  Medical  Director 


February,  1971 
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session  to  do  a thorough  job,  starting  with  4 
to  6 in  the  clinic,  rather  than  mass  action  as 
is  the  situation  in  so  many  clinics. 

Our  program  eventually  evolved,  as  follows: 

1.  Eliciting  a brief  history  to  determine  the 
most  urgent  problems  as  seen  by  the  par- 
ent. 

2.  The  Denver  Developmental  Screening 
Test  at  periodic  intervals  to  determine 
level  of  growth  and  development  as  re- 
lated to  the  normal  range.  The  Denver 
Developmental  Screening  Test  evaluates 
(a)  gross  motor  development,  (b)  fine 
motor  development,  (c)  language  de- 
velopment, ( d ) personal-social  develop- 
ment. 

3.  Physical  appraisal  by  the  nurse,  with  at- 
tention to  each  body  system,  with  specific 
signs  to  look  for  which  would  be  sug- 
gestive of  specific  problems. 

4.  Immunizations. 

5.  Counseling  with  the  mother  to  the 
length  and  degree  necessary  to  help  cor- 
rect existing  problems.  Problems  such  as 
nutrition,  social  stimulation,  etc.,  are  dis- 
cussed at  this  level. 

6.  Referral  to  higher  level  care,  such  as 
private  practitioners,  District  Pediatric 
Clinics,  State  Crippled  Children’s  Pro- 
gram, Child  Evaluation  Clinic,  Mental 
Retardation  Commission,  Commission 
for  the  Blind,  Welfare  Department,  etc. 

Before  the  Child  Health  Conferences  began, 
the  Bureau  of  Maternal  and  Child  Care  spon- 
sored a course,  of  two  weeks  duration,  to 
train  public  health  nurses  in  the  techniques 


which  were  to  be  used,  including  the  Denver 
Developmental  Screening  Test,  physical  ap- 
praisal, counseling,  etc.  One  of  the  first  items 
of  business  in  the  training  session  was  to 
impress  the  nurses  that  this  was  “their  thing”. 
If  consultation  with  a physician  were  indi- 
cated, it  could  be  obtained,  but  there  would 
be  no  physician  available  in  most  clinics.  It 
took  a bit  of  doing  to  achieve  this  acceptance, 
but  once  accomplished,  it  has  proved  to  be 
the  exciting  stimulus  that  the  nurses  needed. 

For  completeness,  I might  mention  that  if  a 
physician  is  readily  available  as  in  the  tradi- 
tional Well-Baby  Clinic,  he  makes  the  initial 
physical  examination.  Upon  completion  of  the 
examination,  he  states  to  the  mother  that  the 
nurse  will  be  making  the  subsequent  examina- 
tions and  that  he  will  be  available  to  the  nurse 
when  she  needs  future  nurse-patient-parent 
relationships.  At  present,  we  have  the  confer- 
ences in  operation  in  39  of  the  46  counties. 

We  have  found,  even  in  our  short  period  of 
operation,  a number  of  defects  which  have 
been  referred  not  only  to  health  department 
activities  but  to  other  cooperating  agencies, 
both  state  and  voluntary. 

Finally,  I might  repeat  that  not  only  are  we 
able  to  find  more  handicapping  conditions 
early,  be  they  physical,  developmental  or 
other,  but  we’re  seeing  the  emergence  of  an 
enthusiastic  group  of  nurses,  willing  to  take 
the  initiative  and  responsibility  which  is  neces- 
sary to  make  the  program  perform  the  func- 
tions for  which  it  was  designed.  At  the  same 
time,  we  believe  that  the  limited  supply  of 
medical  manpower  is  being  utilized  much 
more  effectively. 


RESIDENCY  IN  GENERAL  PSYCHIATRY  AND  CHILD  PSYCHIATRY 

The  William  S.  Hall  Psychiatric  Institute  has  residency  openings  commencing 
July  1,  1971,  in  the  three-year  general  psychiatry  program  and  its  two-year  child 
psychiatry  program.  The  program  is  academically-oriented  and  fully  supervised 
by  full-time  teaching  staff  of  eight  general  psychiatrists,  three  child  psychiatrists, 
and  two  neurologists.  The  full-time  staff  is  supplemented  by  teaching  consultants 
in  neurology,  psychiatry,  and  child  psychiatry  and  by  excellent  supportive  services 
in  psychology,  social  work  and  adjunctive  therapies.  Salary  range  $11,358  - 
$16,202.  NIMH  grants  available.  Submit  inquiries  to  Director,  William  S.  Hall 
Psychiatric  Institute,  P.  O.  Box  119,  Columbia,  South  Carolina  29202. 

EQUAL  OPPORTUNITY  EMPLOYER 
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Vhen  Preventing  Constipation 
s a Concern . . . 


S IRFJK 

dioctyl  calcium  sulfosuccinate 

(stool  softener) 


Surfak  prevents  constipation: 

naturally 

. . . without  bowel  distention 
. . . without  adding  sodium 
to  the  system 

. . . without  requiring  unusual 
intake  of  water 

conveniently— one  240  mg. 

capsule  per  day 

economically— costs  less  per 

effective  daily  dose* 

Supplied:  Bottles  of  15.  100  (FSN  6505-926-8844)  and 
1000  (FSN  6505-890-1627)  and  Unit  Dose  100's  (10x10 
strips). 


'based  an  actual  drug  store  survey  of  prescribed  dosages 


HOECHST 

PHARMACEUTICAL  CO. 
Somerville,  N.d.  08876  U.S.A. 


C-166 


in  cardiac  edema 


gets  the  water  out 
spares  the  potassium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 
Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK 

SK&F  Co.,  Carolina,  P.R.  00630 
a subsidiary  of  Smith  Kline  & French  Laboratories 


cWhen  you 
can’t  control 
the  cause... 


you  can 
control  its 
effect. 


PALOHIST 


An  antihistamine-decongestant  available  in  slow  release 
capsules  containing  phenylephrine  hydrochloride,  25  0 mg.; 
chlorpheniramine  maleate,  7.5  mg.;  pyrilamine  maleate, 
25.0  mg.;  methapyrilene  hydrochloride,  12.5  mg.  Also  avail- 
able as  liquid  in  regular  non-sustained  release  dosage 


PALOHIST  MILD 


Same  sustained  release  capsules  and  formula  as  PALOHIST 
except  in  one-half  strength  per  capsule. 


HISTOR-D 


A sustained  release  capsule  that  allows  prompt  symptomatic 
relief  and  a continuing  release  of  remaining  medication 
over  a period  of  6 to  10  hours.  Each  capsule  contains 
chlorpheniramine  maleate,  8 mg.;  phenylephrine  HC1,  20 
mg.;  methscopolamine  nitrate,  2.5  mg. 


Complete  information  for  usage  avail- 
able to  physicians  upon  request. 


PALMEDICO,  INC.  • Drawer  3397  • 


the  night  shift 
of  depression... 
Insomnia 


Depression  is  a 24-hour-a-day  problem.  And  insomnia  is 
often  its  nocturnal  expression.  In  fact,  insomnia  may  be  a 
key  symptom  in  establishing  the  diagnosis  of  depression. 

ELAVIL  HCI  (Amitriptyline  HCI,  MSD)  may  prove  quite 
helpful  when  you  have  arrived  at  such  a diagnosis.  Unlike 
psychic  energizers  or  agents  that  merely  elevate  mood, 
ELAVIL  HCI  embodies  a mild  antianxiety  action  which 
manifests  itself  even  before  the  fundamental  antidepressant 
activity  of  the  drug  becomes  evident.  Daytime  drowsiness 
occurs  in  some  patients,  usually  within  the  first  few 
days  of  therapy. 

NOTE:  Not  recommended  during  the  acute  recovery  phase 
following  myocardial  infarction.  Patients  with  cardiovascular 
disorders  should  be  watched  closely;  arrhythmias,  sinus 
tachycardia,  and  prolongation  of  the  conduction  time  have 
been  reported,  particularly  with  high  doses;  myocardial 
infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid 
patients  or  those  receiving  thyroid  medication.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy; 
such  treatment  should  be  limited  to  patients  for  whom  it  is 
essential.  Discontinue  the  drug  several  days  before  elective 
surgery  if  possible. 


Contraindications:  Known  hypersensitivity.  Should  not  be  given 
concomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
of  a monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is 
achieved.  Not  recommended  during  the  acute  recovery  phase  following 
myocardial  infarction  or  for  patients  under  12  years  of  age. 

Warnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
acting  compounds.  Should  be  used  with  caution  in  patients  with  a history  of 
seizures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
intraocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
watched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
conduction  time  have  been  reported,  particularly  with  high  doses; 
myocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
receiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
required  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
or  driving  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
been  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
become  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
mother  and  child. 

Precautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
psychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
depressed  patients  may  experience  a shift  toward  the  manic  phase,  and 
paranoid  delusions,  with  or  without  associated  hostility,  may  be 
exaggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
the  dose  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
oemhenazine.  concurrentlv. 


When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  Note:  Included  in  this  listing  are  a few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CNS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness,-  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors,-  seizures;  alteration 
in  EEG  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine.- 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100,  1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or  see  the  Directio 
Circular.  Merck  Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  1948 


when  the  diagnosis  is  depression 

ELAVIL"1 

(AMITRIPTYLINE  HCI  I MSD) 

MSD  MERCK  SHARP  & DOHME 


DEATH 


NewNilcol- 
A Comprehensive 
Formula: 


DR.  L.  H.  COLEMAN 

Dr.  Lowell  Ilenry  Coleman,  72,  died  in 
Spartanburg  on  December  29,  1970.  Dr.  Cole- 
man was  a retired  orthopedic  surgeon  who 
had  practiced  in  Spartanburg  from  1936-1956. 
lie  had  also  practiced  at  the  Shriners’  Hos- 
pital in  Greenville.  A graduate  of  the  Medical 
University  of  South  Carolina  in  1928,  Dr. 
Coleman  was  an  associate  of  Dr.  J.  Warren 
White  and  a member  of  the  South  Carolina 
Medical  Association  and  the  American  Medi- 
cal Association. 


Evidence  Insufficient  in  Professional 
Negligence  Suit 

Evidence  of  medical  treatment  below  the  required 
standard  of  care  is  not  sufficient  to  prove  negligence 
on  the  part  of  a physician  unless  it  is  shown  that 
there  is  a causal  connection  between  the  substandard 
care  and  the  injury  complained  of,  a Florida  ap- 
pellate court  held. 

An  injured  workman  was  hospitalized  and  treated 
for  a foot  injury.  The  treating  physician  gave  author- 
ization over  the  telephone  for  his  release  the  next 
day.  No  antibiotics  had  been  prescribed.  Two  days 
later,  the  man  was  readmitted  to  the  hospital. 
Gangrene  was  diagnosed  and  two  toes  were 
amputated. 

The  patient  filed  suit  against  the  physician  and 
the  hospital.  He  charged  that  the  physician  was 
negligent  in  failing  to  prescribe  antibiotics  and  in 
authorizing  his  discharge  by  telephone. 

A physician  testified  as  a witness  for  the  patient. 
He  stated  that,  in  his  opinion,  the  failure  to  prescribe 
antibiotics  and  the  discharge  of  the  patient  from  the 
hospital  by  telephone  were  below  the  standard  of 
care.  However,  there  was  no  testimony  establishing 
a causal  connection  between  the  alleged  substandard 
care  and  the  amputations.  The  trial  court  dismissed 
the  action  against  the  hospital  before  trial  and  dis- 
missed the  suit  against  the  physician  at  the  close  of 
the  patient’s  case. 

The  appellate  court  affirmed  the  decisions.  The 
court  pointed  out  that  there  was  no  proof  that  the 
failure  to  prescribe  antibiotics  and  the  discharge  by 
telephone  were  related  to  the  second  hospitalization 
and  the  surgical  amputations.  In  a malpractice  suit 
it  must  be  shown  that  the  negligence  of  the  physician 
was  the  proximate  cause  of  the  injuries  complained 
of .—Cude  v.  Deal , 234  So. 2d  711  (Fla.  Dis.  Ct.  of 
App.,  May  1,  1970) 


DESCRIPTION  Contents  in  mg 

Elixir- 
each 
Tablet  15  ml 

phenylpropanolamine  HCI  . . 50  25 

chlorpheniramine  maleate  4 2 

glyceryl  guaiacolate 200  100 

dextromethorphan  HBr 30  15 

alcohol 10% 

The  scored,  elliptical  tablet  is  light 
violet.  The  elixir  is  deep  violet  in  color 
and  grape-flavored. 

ACTIONS  Each  component  of  Nilcol  has 
been  selected  to  provide  symptomatic  re- 
lief of  congestion  and  cough  in  upper 
respiratory  disorders. 

Phenylpropanolamine  hydrochloride  is 
a vasoconstrictor  which  reduces  conges- 
tion of  the  nasopharyngeal  mucosa. 
Chlorpheniramine  maleate,  a widely  used 
antihistamine,  helps  to  control  allergic 
symptoms.  The  expectorant  is  glyceryl 
guaiacolate  which  helps  to  increase  the 
secretion  and  decrease  the  viscosity  of 
fluids  of  the  respiratory  tract.  Dextro- 
methorphan is  a well-known,  centrally 
acting  antitussive.  Nilcol  may  minimize 
the  need  for  topical  decongestants. 
INDICATIONS  Nilcol  is  indicated  for 
nasal  and  bronchial  congestion;  coughs 
and  other  symptoms  of  respiratory  infec- 
tions including  influenza  and  the  com- 
mon cold;  other  respiratory  conditions 
such  as  sinusitis,  allergic  rhinitis  or  hay 
fever. 

CONTRAINDICATION  Hypersensitivity 
to  any  ingredient. 

PRECAUTIONS  Because  of  the  possibility 
of  drowsiness,  patients  should  be  cau- 
tioned against  driving  and  operating 
machinery.  Administer  with  caution  to  pa- 
tients with  hyperthyroidism,  hypertensive 
cardiovascular  disease,  diabetes  mellitus 
and  liver  disease.  Use  in  pregnancy  is  not 
recommended. 

ADVERSE  REACTIONS  Anxiety,  restless- 
ness, tension,  insomnia,  tremor,  weakness, 
headache,  vertigo,  sweating,  nausea, 
and  vomiting  may  possibly  occur. 
SUPPLIED  Tablets  in  bottles  of  100.  Elixir 
in  bottles  of  32  fl  oz  (1  qt)  with  dosage 
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Introducing 
The  FullyTherapeutic 
Age-Calibrated  Non-Narcotic 
Cough/Cold  Formula... 

For  Any  Member  Qf  The  Family* 

' *Notfor  infants  under  2 years  of  age. ' 

New  Nilcol  Tablets/ Elixir 

Each  scored  tablet  contains:  Phenylpropanolamine  HCI  50  mg.  Chlorpheniramine  maleate  4 mg.  Glyceryl  guaiacolate  200  mg.  Dextromethorphan  HBr  30  mg, 

Eachl5mlof  elixir  contains:  Phenylpropanolamine  HCI  25  mg,  Chlorpheniromine  maleate  2 mg.  Glyceryl  guaiacolate  100  mg.  Dextromethorphan  HBr  1 5 mg,  alcohol  10%. 

An  Expectorant  • An  Antihistamine 
A Decongestant  • A Non- Narcotic  Antitussive 


Fora  complimentary  package,  send  your  Rx  with  the  name  Nilcol  written  on  it  to: 
Warner-Chilcott  Laboratories,  201  Tabor  Road,  Morris  Plains,  New  Jersey  07950. 
Att:  M.  Adams,  St J. 


Delicious, 

Grape-Flavored 


Elixir 


& 


(4  days  — 
no-waste  therapy) 


ft 

% 

8oz 

16  OZ 

tPlus  “Age-Calibrated"  Medicine  Cup  for  Precision-Assured  Dosage. 


Yes,  Kolantyll 

Kolantyl  Gel/  Wafers  contain 

aluminum  hydroxide/ magnesium  hydroxide,  and 

Bentyl®  (dicyclomine  hydrochloride)  too. 


C- v The  Wm.  S.  Merrell  Company 

Merrell  ) Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 


0*2572  121721 


The  causes  of  vaginitis 
are  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehe 
therapy  that  combats  all  three  major  vc 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
1 5.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


■ indications:  Known  sensitivity  to  sulfonamides, 
itions/ Adverse  Reactions:  The  usual  precautions  for  topical 
stemic  sulfonamides  should  be  observed  because  of  the  pos- 
of  absorption.  Burning,  increased  local  discomfort,  skin 
jrticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applica.torful  or  one  suppository  introvagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV-10A  2/71  Y-U9 

=~1  THE  NATIONAL  DRUG  COMPANY 

K]  DIVISION  OF  RICHARDSON  MERRELL  INC 

HI  PHILADELPHIA.  PENNSYLVANIA  19144 


AVC 

The  treatment  is  singular 


A 

BUILDING  BLOCK 
TO  RECOVERY 


As  adjunctive  therapy 

DOUBLE  STRENGTH 

Orenzyme 

Bitabs  One  tablet  q.i.d. 

7'rpvn  100  000N.F  Units.  Chymolrypsin  8.000 N F Units 
equnjtent  in  tryptic  activity  to  40  mg.  of  N T t,yps,„ 

Reduces  swelling 


One  tak>l&t  q.  i.d. 


Indications:  When  used  as  adjunctive  therapy  tor  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 

to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin 

Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia. or  with  severe  hepatic  or  renal  disease  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  In  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

I THE  NATIONAL  DRUG  COMPANY 

] division  of  ricmardson  merreli  inc. 

I PHILADELPHIA.  PENNSYLVANIA  19144 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  B 8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


Norgesic . . . provides  effective  analgesia  and  relief  of  associated  muscle  spasm 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphenadrine,  Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyloric 
or  duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at  the  bladder  neck.  Norgesic  is  also  contraindicated  in  patients 
with  myasthenia  gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  rec- 
ommended that  Norgesic  not  be  given  in  combination  with  propoxyphene  (Darvon®). 

Warnings:  USE  IN  PREGNANCY  Since  safety  of  the  use  of  this  preparation  in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible  hazard  to 
the  mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug  in  children  has  not  been  established;  therefore,  the  physician  must  weigh  the 
benefits  against  the  potential  hazards. 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of  phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  should  be 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders.  It  should  also  be  used  with  caution  in  patients  with  tachycardia. 
Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or  those  usually  associated  with  mild  anticholinergic  agents.  These 
may  include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  increased  intraocular 
tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness,  and  rarely,  urticaria  and  other  dermatoses.  Infrequently 
an  elderly  patient  may  experience  some  degree  of  confusion.  Mild  central  excitation  and  occasional  hallucinations  may  be  observed.  These 
mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage.  One  case  of  aplastic  anemia  associated  with  the  use  of  Norgesic  has  been 
reported.  No  causal  relationship  has  been  established 
Dosage  and  Administration:  Adults— 1 to  2 tablets  3 to  4 times  daily. 


Riker  Laboratories,  Inc. 

NORTHRIDGE  CALIFORNIA  91324 


hi  NORGESIC 

(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg.,  phenacetin,  160  mg.,  caffeine,  30  mg.) 

the  versatile  analgesic 
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Ulcer 

Re- 

lief! 

Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  respond  favorably 
to  it  Specify  DICARBOSIL 
144's  — 144  tablets  in  12  rolls. 

I ARCH  LABORATORIES 

f\  U 319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


—The  lowest  priced  tetracycline— nystatin  combination  available— 


relieved  with 

MEASURIN  q.  8h.  dosage 


Double-strength  Measurin  timed-release  aspirin  offers  a new 

kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 

has  over  6,000  microscopic  reservoirs  that  release 

aspirin  at  a controlled  rate— some  right  away  and  some 

later  on.  This  means— fast  relief,  followed  by  long 

lasting  relief.  Throughout  the  day,  Measurin 

gives  your  patients  freedom  from  a 4-hour  dosage 

schedule.  Measurin  can  help  your  patients  get 

a good  night’s  sleep,  uninterrupted  by  the  need  for 

an  extra  dose  of  aspirin.  And,  taken  at 

bedtime,  it  also  helps  ease  morning  joint 

discomfort  and  stiffness. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.0.  Box  141 
Fairview,  N.J.  07022 
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BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Measurin 

TIMED-RELEASE  ASPIRIN 


ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\allUm  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/ or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions : If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Roche 

LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Boston  Massachusetts  02115 


UME  67  MARCH,  1971  NUMBER  3 


IF  MORE  MEN  CBIE[ 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.1 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”2 

Hypersecretion— an  atavistic  response. 

Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”2 

By  chance?  A lean,  hungry  lot.  Was  the 
link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, th"'  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.”3 


Big  boys  don’t  cry.  If  more  men  crie , 
maybe  fewer  would  wind  up  with  duodenl 
ulcers.  But  men  will  be  men— the  sum  total  f 
their  genes  and  what  thl 
are  taught.  Schottstae  t 
observes  that  wheni 
mother  admonishes  hi 
son  who  has  hurt  himse: 
that  big  boys  don’t  cry,  si* 
is  teaching  hi . 
stoicism.4  Crying  is  th 
negation  of  everythin 
society  thinks  of  as  manl 
A boy  starts  defending  h 
manhood  at  an  early  ag 

Take  away  stres 
you  can  take  away  symptom 

There  is  no  question  that  stress  plays 
role  in  the  etiology  of  duodenal  ulce: 
Alvarez5  observes  that  many  a man  with  a 
ulcer  loses  his  symptoms  the  day  he  shuts  u 
the  office  and  starts  out  on  a vacation.  Th 
problem  is,  the  type  of  man  likely  to  have  a 
ulcer  is  the  type  least  likely  to  take  Ion 
vacations  or  take  it  easy  at  work. 

The  rest  cure  vs.  the  two-way  action  o 
Librax.5  For  most  patients,  the  rest  cure  i 
as  unrealistic  as  it  is  desirable.  Still,  th 
stress  factor  must  be  deaL  with.  And  her 
is  where  the  dual  action  of  adjunctive  Libra: 
can  help.  Librax  is  the  only  drug  that  com 


References:  1.  Silen,  W.:  “Peptic  Ulcer,”  in  Wintrobe,  M.  M 
ct  al.  (eds.) : Harrison’s  Principles  of  Internal  Medicine,  ec 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  p.  144< 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  Wolff’ 
Stress  and  Disease,  ed.  2,  Springfield,  111.,  Charles  < 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Schottstaedt 
W.  W.:  Psycho  physiologic  Approach  in  Medical  Practice 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  1960,  p.  16S 
5.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  Pa.,  W.  B 
Saunders  Company,  1951,  p.  384. 


jines  the  tranquilizing 
action  of  Librium® 
chlordiazepoxide 
4C1)  with  the  potent 
anticholinergic 
iction  of  Quarzan 
clidinium  Br) 

Protects  man  from  his  own  hungry  per- 
onality.  The  action  of  Librium  reduces 
anxiety — helps  protect  the  vulnerable  patient 
rom  the  psychological  overreaction  to  stress 
hat  clutches  his  stomach.  At  the  same  time, 
'he  action  of  Quarzan  helps  quiet  the  hyper- 
active gut,  decreasing  hypermotility  and 
lypersecretion. 

t 

An  inner  healing  environment  with  1 
>r  2 capsules,  3 or  4 times  daily.  Of  course, 
here’s  more  to  the  treatment  of  duodenal 
ulcer  than  a prescription  for  Librax.  The  pa- 
ient — with  your  guidance — will  have  to  ad- 
ust to  a different  pattern  of  living  if  treat- 
nent  is  to  succeed.  During  this  adjustment 
>eriod,  1 or  2 capsules  of  Librax  3 or  4 times 
laily  can  help  establish  a desirable  environ- 
nent  for  healing. 

Librax:  It  can’t  change  man’s  nature, 
lut  it  can  usually  make  it  easier  for  men  to 
ope  with  the  discomfort  of  stress— both 
isychic  and  gastric — that  can  precipitate 
md  exacerbate  duodenal  ulcer, 
ffbrax:  Rx  #60  1 cap.  ax.  and  2 h.s. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated) . Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/  or  low 
residue  diets. 


in  the  treatment  of 
duodenal  ulcer 

adjunctive 


■■■  #i  aajuncuve 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 

<^roche)> 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J.  07110 


You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flo\ 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

HygrOtOn  chlorthalidone  us 

Makes  water,  not  waves. 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton81  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  HY. 
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can’t  control 
the  cause... 


you  can 
control  its 
effect. 


PALOHIST 
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An  antihistamine-decongestant  available  in  slow  release 
capsules  containing  phenylephrine  hydrochloride,  25.0  mg.; 
chlorpheniramine  maleate,  7.5  mg.;  pyrilamine  maleate, 
25  0 mg  ; methapyrilene  hydrochloride,  12.5  mg  Also  avail- 
able as  liquid  in  regular  non-sustained  release  dosage. 


PALOHIST  MILD 


Same  sustained  release  capsules  and  formula  as  PALOHIST 
except  in  one-half  strength  per  capsule. 


HISTOR-D 


A sustained  release  capsule  that  allows  prompt  symptomatic 
relief  and  a continuing  release  of  remaining  medication 
over  a period  of  6 to  10  hours.  Each  capsule  contains 
chlorpheniramine  maleate,  8 mg.;  phenylephrine  HC1,  20 
mg.;  methscopolamme  nitrate,  2.5  mg. 


A 

BUILDING  BLOCK 
TO  RECOVERY 


irve  the  ropy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i  d. 


Irfpim  100  000  N.F.  Units,  Chymotrypsin  8 000  N.F  Units; 
»nu.»jl«nt  in  tryptic  Ktiwty  to  40  me  of  N.F.  trypsin 

Reduces  swelling 


One  tablefq.i.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  In-. 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia. or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  Infrequently.  Reports  Include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage : One  tablet  q.i.d. 

I THE  NATIONAL  DRUG  COMPANY 

I DIVISION  OF  RICHARDSON  MERRELL  INC. 

I PHILADELPHIA.  PENNSYLVANIA  19U4 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


The  causes  of  vaginitis 
are  multiple 


vindications:  Known  sensitivity  to  sulfonamides, 
itions/ Adverse  Reactions:  The  usual  precautions  for  topical 
■stemic  sulfonamides  should  be  observed  because  of  the  pos- 
of  obsorption.  Burning,  increased  local  discomfort,  skin 
jrticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applica.torful  or  one  suppository  intravagi- 
nolly  once  or  twice  daily. 

Supplied:  Cream  - Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV-ICH  2/71  Y-U9 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehe 
therapy  that  combats  all  three  major  vc 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
1 5.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


AVC 

The  treatment  is  singular 


a Major  New  Physician 
Education  Program  is 
introduced  by  MEDCOM  and 
Lakeside  Laboratories 


A definitive  learning  system  on  DEPRESSION  is  now  available  for 
continuing  physician  education.  The  three-part  total  learning  system 
was  created  and  produced  by  MEDCOM,  Inc.,  and  provided  as  a 
service  to  the  medical  profession  by  Lakeside  Laboratories,  Inc. 
MEDCOM,  leader  in  multimedia  health  education,  has  introduced 
learning  systems  incorporated  into  the  curricula  of  over  70  medical 
schools.  Many  of  the  programs  have  been  viewed  by  over  100,000 
physicians. 

The  depression  syndrome,  now  recognized  as  a factor  in  many  adult 
diseases,  has  become  a medical  diagnosis  — a management  challenge 
not  unlike  diabetes  or  hypertension. 

The  depression  system  has  been  prepared  for  family  practice  phy- 
sicians, obstetricians,  gynecologists,  teaching  psychiatrists  and  other 
physician  groups. 

A full-color,  30-minute  film  documentary  presents  an  up-to-date  over- 
view of  this  difficult  subject  by  on-location  interviews  with  recognized 
authorities  in  Europe  and  the  United  States  including  Leo  E.  Hollister, 
M.D.,  Associate  Chief  of  Staff,  VA  Hospital,  Palo  Alto,  California; 
Gerald  L.  Klerman,  M.D.,  Professor  of  Psychiatry,  Harvard  Medical 
School  and  Sir  Denis  Hill,  DPM,  Professor  of  Psychiatry,  Institute  of 
Psychiatry,  University  of  London,  The  Maudsley  Hospital. 

In  addition,  a 68-page  monograph  written  by  outstanding  guest  editors 
supports  and  expands  the  film  program.  Subjects  covered  include  a 
perspective  look  at  depression,  “A  Clinical  Portrait,”  “Etiologies  of 
Depression,”  “The  Psychiatrist  Consults,”  “The  Older  Depressed 
Patient,”  “Pharmacotherapy  and  others. 

The  third  part  of  the  learning  system  is  a physician  self-evaluation 
section  with  essential  questions  and  answers  relating  to  depression  in 
clinical  practice. 

DEPRESSION  is  available  at  no  cost  to  county  medical  society  meet- 
ings, conventions,  hospitals,  medical  groups,  journal  clubs  and  all 
interested  groups  of  physicians. 

To  arrange  for  use  of  this  physician  education  project,  please  return 
enclosed  business  reply  card  to: 

Professional  Services  Department 
Lakeside  Laboratories,  Inc. 

Milwaukee,  Wisconsin  53201 


LAKESIDE  LABORATORIES,  INC. 
Milwaukee,  Wisconsin  53201 
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Not  too  little,  not  too  much., 
but  just  right! 


"Just  right"  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients'  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml  teaspoonful) 

Additional  information  available 
lo  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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FROM  LUMBAR  PUNCTURES  WITH  OPEN  NEEDLES 
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Medical  University  of  South  Carolina 
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Introduction 

The  performance  of  lumbar  punctures  with 
open  needles,  i.e.  without  stylets,  can  be  the 
etiological  factor  in  the  formation  of  intra- 
spinal  epidermoid  tumors.  The  following  case 
report,  we  believe,  is  an  example  of  such  a 
clinical  entity. 

Case  History 

C.W.  (MUSC — 180432)  is  a six  year  old  right- 
handed  male  child  who  was  referred  by  the  Crippled 
Children’s  Clinic  to  our  hospital  because  he  was 
having  difficulty  walking. 

In  January,  1970,  the  patient  was  noted  to  have  a 
peculiar  gait.  He  would  walk  only  on  the  ball  of  his 
left  foot  and  refused  to  extend  the  left  knee.  Soon 
thereafter,  he  began  to  complain  of  backache  and 
“tickling”  in  his  rectum.  Because  he  was  not  in- 
capacitated by  his  low  back  pain,  the  parents  did 
not  seek  medical  advice.  In  early  April,  the  youngster 
began  to  have  difficulty  in  voiding,  characterized  by 
hesitency,  but  without  incontinence.  In  June,  1970, 
the  patient  was  evaluated  by  the  Crippled  Children’s 
Clinic  and  treated  with  traction  of  the  leg  for  tight- 
ning  of  the  ham  strings  and  heel  cord  shortening. 
He  had  at  that  time  urological  studies  which  showed 
normal  urinalysis,  voiding  cystogram,  and  intra- 
venous pyelogram,  X-ray  films  of  the  hip  and  pelvis 
were  within  normal  limits.  His  ambulation  was 
essentially  normal  a month  after  initiating  traction. 

“Intern,  Department  of  Pediatrics 
0 “Assistant  Professor,  Division  of  Neurological  Sur- 
gery 


However,  in  August,  his  peculiar  gait  returned.  Re- 
peat evaluation  and  neurologic  examination  one 
month  later  questioned  some  weakness  in  the  left  leg. 
Lumbar  spine  x-ray  films  were  taken  at  that  time  and 
revealed  a very  small  occult  spina  bifida  at  the  last 
lumbar  and  first  sacral  spaces.  Also,  at  that  time,  his 
gait  became  so  peculiar  that  he  carried  his  right 
upper  extremity  in  an  athetoid-like  posture. 

Past  medical  history  is  important  in  that  he  was 
hospitalized  at  age  7 months  for  meningitis.  At  that 
time,  he  had  at  least  three  lumbar  punctures,  one  of 
which  was  used  for  the  installation  of  intrathecal 
medications. 

General  physical  examination  and  vital  signs  were 
within  normal  limits.  Head  circumference  was  a nor- 
mal 53cm.  Cortical  function  was  acceptable;  he  had 
been  slightly  retarded  all  his  life.  There  was  no  deficit 
in  the  cranial  nerves  or  in  sensation.  Motor  examina- 
tion revealed  a patient  who  walked  on  the  ball  of  his 
left  foot  with  a secondary  limp.  He  held  the  right 
arm  across  his  trunk  with  the  elbow  flexed  in  order 
to  balance  his  walking.  The  left  arm  swung  normally. 
Coordination  functions  of  the  extremities  with  rapid 
alternating  movements  and  finger-nose  testing  did  not 
suggest  any  cerebellar  abnormalities.  No  definite 
focal  weakness  could  be  elicited,  but  the  left  thigh 
did  measure  two  cm  less  than  the  right.  The  deep 
tendon  reflexes,  though  hypoactive,  were  approxi- 
mately equal  bilaterally.  The  Babinski  signs  were  not 
present.  On  examination  of  his  back,  all  spinous  pro- 
cesses were  palpable,  and  there  was  no  dermal 
sinus.  On  extending  his  left  leg,  he  would  arch  his 
back.  On  being  pulled  to  the  sitting  position,  he 
would  splint  his  back,  and  there  was  paravertebral 
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muscle  spasm.  Routine  laboratory  studies  and  chest 
x-ray  films  were  normal.  The  lumbar  spine  films  were 
repeated  and  again  showed  the  small  occult  spina 
bifida,  but  there  was  no  evidence  of  widening  of  the 
intervertebral  foramen. 

A myelogram  was  performed  through  a lumbar 
puncture  between  the  second  and  third  lumbar  inter- 
spaces. When  the  patient  came  to  the  upright  position, 
there  was  a complete  myelographic  block  at  the  third 
and  fourth  lumbar  interspace,  and  the  pantopaque 
outlined  a smooth,  lobulated  mass  that  had  the 
appearance  of  an  intradural  tumor. 

Two  days  after  the  myelogram,  a laminectomy  of 
the  third  through  fifth  lumbar  laminae  was  per- 
formed. On  exposure  of  the  laminae,  there  was  no 
dural  sinus  nor  any  abnormal  tissue,  and  the  occult 
spina  bifida  was  minimal.  Once  the  lamina  had  been 
removed,  there  was  nothing  to  suggest  a communica- 
tion to  the  skin  or  abnormal  pathology,  and  the 
dura  appeared  normal.  On  opening  the  dura,  there 
was  arachnoiditis  in  the  area  of  the  fourth  lumbar 
vertebra.  The  dura-arachnoid  layer  was  thickened 
and  matted  to  the  cauda  equina  roots  in  this  area. 
These  adhesions  were  freed,  and  the  cauda  equina 
nerve  roots  were  separated.  In  the  center  of  the  cauda 
equina  nerve  roots,  there  was  a thin  membranous 
tumor  sac  filled  with  keratin  material.  This  soft  kera- 
tinous tumor  material  was  taken  out  with  a spoon 
currette.  All  gross  tumor  was  removed,  and  the 
remaining  adhesions  were  taken  down.  The  local  area 
was  thoroughly  irrigated,  and  the  dura  was  closed 
leaving  behind,  intrathecally,  a long-lasting  hydro- 
cortisone preparation  to  prevent  a chemical  meningeal 
reaction.  The  muscle  and  skin  were  closed  in  the 
standard  fashion. 

The  pathological  report  revealed  the  material  to 
be  primarily  keratinous  material  with  focal  calcifica- 
tions and  very  few  cells,  most  of  which  appeared  to 
be  hystiocytes.  The  final  clinical  and  pathological 
diagnosis  of  such  material  was  epidermoid  tumor. 

The  patient’s  post-operative  course  was  uncompli- 
cated, and  by  the  fourth  post-operative  day,  he  was 
riding  a tricycle  rapidly  through  the  halls  of  the 
hospital.  His  gait  had  nor  returned  to  normal  by  the 
time  of  discharge  in  November,  1970.  However,  signs 
of  nerve  root  irritation,  as  represented  by  splinting 
of  the  back  when  extending  the  leg,  had  disappeared. 
A follow-up  examination  one  month  after  discharge 
revealed  a youngster  whose  primary  laminectomy 
incision  was  well  healed,  whose  gait  had  reverted  to 
a more  normal  pattern,  and  who  had  no  urologic 
problems. 

Discussion 

While  epidermoids  occur  within  the  central 
nervous  system,  their  incidence  among  intra- 
cranial tumors  in  most  large  series  is  low  and 
varies  from  0.2  to  1.0  per  cent.  In  the  spinal 
canal,  the  incidence  is  even  less.  In  the  Mayo 


Clinic  collection  of  44  epidermoid  tumors  of 
the  central  nervous  system  in  patients  over 
15  years  of  age,  there  were  only  three  within 
the  spinal  canal.1  Congenital  dermoids  and 
epidermoids  are  thought  to  be  formed  by  the 
investment  of  the  cutaneous  epithelium  in  the 
closing  of  the  medullary  folds  during  the 
third  to  fifth  week  of  fetal  life,  with  the 
resulting  tumor  depending  upon  the  degree 
of  differentiation  of  the  cutaneous  ectoderm 
so  entrapped.  In  humans,  this  entrapment 
occurs  commonly  at  either  end  of  the  neuro- 
ectodermal canal  to  give  either  intracranial 
or  intraspinal  lesions.  These  intraspinal 
tumors  occur,  consequently,  most  often  in 
the  sacrococcygeal  area.  While  nearly  60 
per  cent  of  these  lower  spine  epidermoids  are 
congenital  (with  one  in  ten  associated  with 
dermal  sinuses),  40  per  cent  are  ascribed  to 
implantation  of  cutaneous  ectoderm  by 
lumbar  punctures.2 

Choremis,  et.  ah, 3 of  Athens  University  were 
the  first  to  hypothesize  a relationship  between 
the  direct  implantation  of  epidermis  by  lum- 
bar puncture  needles  and  subsequent  epider- 
moid formation.  Their  paper  concerns  six 
children,  ages  seven  to  twelve,  who  had  been 
successfully  treated  for  tuberculous  meningi- 
tis and  who  subsequently  developed  symp- 
toms due  to  tumor  some  three  to  six  years 
after  intrathecal  therapy.  The  treatment  in 
those  cases  was  done  by  multiple  lumbar 
punctures  with  open  needles,  and  the  intra- 
thecal installation  of  Streptomycin.  The 
authors  hypothesized  that  the  multiple  lumbar 
punctures  implanted  epithelial  cells  in  the 
spinal  cord  and  that  these  cells  developed 
slowly  to  form  a small  cyst  packed  with  kera- 
tin material.  In  each  of  the  six  cases,  lamin- 
ectomy and  exploration  of  the  intradural  con- 
tents yielded  the  typical  epidermoid  tumor 
(Cholesteatoma).  The  authors  suggested  that 
possibly  the  absence  of  a stylet  from  their 
spinal  needles  enhanced  the  chances  of  im- 
planting epithelial  cells  at  the  time  of  a 
lumbar  puncture.  While  the  process  of  de- 
velopment from  implantation  to  symptomatic 
tumor  takes  on  the  average  five  years,  this 
time  span  is  shorter  than  that  seen  in  con- 
genital epidermoid  tumors.  In  the  latter  case, 
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the  average  latent  period  preceding  the  initial 
appearance  of  clinical  symptoms  is  20  to  25 
years.2 

Gibson,  et.  al.,4  did  experiments  to  find  out 
whether  hollow  needles  thrust  through  skin 
would  core  out  fragments  of  tissue.  Using  skin 
obtained  in  autopsy  and  from  surgical  speci- 
mens, which  was  neither  scarred  nor  atrophic, 
the  investigators  repeatedly  tested  open 
needles  ranging  from  18  to  24  gauge.  They 
thrust  them  through  human  skin  and  counted 
only  those  skin  fragments  which  were  large 
enough  to  be  seen  with  the  naked  eye.  In  a 
series  of  300  tests  with  a wide  range  of 
needles,  the  overall  frequency  of  obtaining 
small  biopsy  of  skin  was  69  per  cent.  Their 
studies  also  showed  that  the  back  bevel  was 
responsible  for  cutting  the  tissue  loose,  but. 
attempts  at  blunting  the  back  bevel  did  not 
decrease  the  number  of  skin  fragments  cored 
out  by  the  needles.  Although  the  incidence 
of  obtaining  skin  fragments  with  different 
sizes  of  needles  showed  no  wide  variation,  the 
size  of  skin  fragment  was  proportional  to  the 
size  of  the  lumen.  In  contrast,  punctures 
carried  out  with  needles  with  properly  fitted 
stylets  did  not  remove  any  skin  fragments. 

Van  Gilder,  et.  al.,5  took  new-born  rats  and 
placed  tiny  skin  implants  into  the  epidural, 
subarachnoid  space,  and  the  intramedullary 
part  of  the  spinal  cord.  The  animals  were 
sacrificed  two  to  six  months  after  implanta- 
tion. At  the  time  the  animals  were  autopsied, 
viable  epidermoids  or  dermoids  were  present 
in  89  per  cent  of  the  animals.  The  sites  of 
the  tumor  were  within  three  to  four  milli- 
meters of  the  implantation  points.  All  three 
anatomical  areas  produced  viable  epidermoids 
from  the  implants.  In  addition,  some  of  the 
animals  developed  neurologic  deficits  from 
the  lesions  prior  to  being  sacrificed. 

Thus,  the  experimental  as  well  as  the  clini- 
cal data  support  the  thesis  that  open  needles 
used  in  lumbar  punctures  can  be  a prime 
etiological  factor  contributing  to  the  forma- 
tion of  an  epidermoid  tumor  (cholesteatoma). 
Such  conclusions  appear  valid,  especially  for 
the  young,  growing  person.  Consequently, 
such  diseases  could  be  prevented  if  physicians 


used,  at  all  times,  needles  with  properly  fitted 
stylets.  This  procedure  should  markedly  re- 
duce any  chance  of  epidermoid  implantation 
within  the  intrathecal  sac  or  the  surrounding 
structures. 

The  more  common  occurrence  of  epi- 
dermoid tumors  after  lumbar  punctures  in 
which  intrathecal  medicine  was  injected  sug- 
gests that  the  skin  implant  was  forced  off  the 
needle  tip  into  the  subarachnoid  space.  A 
lumbar  puncture,  wherein  the  fluid  sample 
is  simply  removed  without  any  substance 
being  injected  into  the  intrathecal  space,  does 
not  appear  to  be  commonly  associated  with 
the  occurrence  of  these  tumors.  However,  the 
only  way  to  assuredly  prevent  the  occurrence 
of  skin  implantation  is  to  utilize  the  properly 
fitted  styletted  needles,  even  in  the  most 
routine  lumbar  puncture.  And  it  should  go 
without  saying  that  styletted  needles  should 
be  used  for  the  administration  of  any  intra- 
thecal medication,  intradural  spinal  anesthe- 
sia, or  with  diagnostic  procedures  such  as  a 
myelogram  or  pneumoencephalogram. 

Other  important  general  medicine  facts  in 
this  case  center  around  the  child’s  presenta- 
tion and  the  clinical  care.  Children  with  ab- 
normal gait  and  any  suggestive  neurologic 
deficit  require  careful  examination  for  an 
intraspinal  tumor.  Children  with  pain  in  the 
back,  especially  if  it  is  in  the  morning, 
definitely  need  careful  evaluation.  Children 
with  recurrent  meningitis,  in  which  no  organ- 
ism has  ever  been  cultured,  need  a careful 
examination  to  look  for  a dermal  sinus  and  a 
careful  history  to  evaluate  for  previous  lumbar 
punctures.  These  patients  may  be  harboring 
an  epidermoid  tumor  and  having  repeated 
bouts  of  chemical  meningitis.  Sterile  men- 
ingitis, attributed  to  the  liberation  of  chol- 
esterin  and  free  fatty  acids,  has  been  re- 
ported from  such  tumors  both  pre-  and  post- 
opera tively. 2 In  the  present  case,  to  prevent 
post-operative  chemical  meningitis,  intrathecal 
hydrocortisone  was  left  in  the  dural  sac. 

Summary 

We  have  presented  a case  report  where  we 
believe  the  performance  of  a lumbar  puncture 
with  an  open  needle  without  a stylet  was  the 
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etiological  factor  in  the  development  of  an 
intraspinal  cauda  equina  epidermoid  tumor. 
We  have  presented  both  clinical  and  experi- 
mental evidence  to  support  our  conclusion. 


From  such  information  we  strongly  recom- 
mend that  all  lumbar  punctures  performed 
for  any  reason  should  be  carried  out  with  a 
properly  fitted  styletted  needle. 
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Rented  Second  Car  Not  Covered  by  Physician’s 
Auto  Liability  Policy 

A rented  second  car  which  was  available  for  fre- 
quent or  regular  use  by  a policyholder  was  not 
covered  by  the  “non-owned  automobile”  clause  of  an 
automobile  liability  policy,  an  Illinois  appellate  court 
held. 

An  insurance  company  issued  an  automobile  liab- 
ility policy  to  a physician  with  the  physician’s  wife 
as  an  additional  insured.  The  coverage  was  extended 
to  the  use  of  a non-owned  automobile  by  the  policy- 
holder, his  spouse  or  relatives  if  they  lived  in  the 
same  household.  A non-owned  automobile  was  defined 
in  the  policy  as  an  automobile  or  trailer  which  was 
not  owned  by  or  registered  in  the  name  of  the  policy- 
holder and  not  furnished  or  available  for  the  frequent 
or  regular  use  of  the  named  policyholder,  his  spouse, 
or  any  relative  of  either  residing  in  the  same  house- 
hold, other  than  a temporary  substitute  automobile. 

The  policy  covered  the  physician’s  1964  Pontiac. 
He  needed  a second  care  for  use  in  his  profession. 
He  signed  a rental  agreement  for  an  Oldsmobile. 
The  monthly  rate  for  the  rental  included  the  premium 
for  liability  insurance.  While  driving  the  rented  car, 
the  physician’s  wife  struck  a pedestrian  and  a motor- 
cyclist, seriously  injuring  both.  In  the  rental  agree- 
ment there  were  no  restrictions  on  the  use  of  the 
car. 


In  the  litigation  that  followed  the  accident,  it 
developed  that  the  Oldsmobile  was  not  covered  by 
the  policy  carried  by  the  leasing  company. 

The  insurance  company  that  insured  the  physician 
brought  suit  seeking  a determination  of  its  obligations 
under  the  policy.  Testimony  indicated  that  the  phy- 
sician conducted  his  practice  from  his  home  and  that 
no  restrictions  were  placed  on  the  use  of  the  rented 
car  by  his  wife.  There  was  evidence  that  the  wife 
had  driven  the  car,  but  there  was  some  conflict  as 
to  the  number  of  times  she  had  done  so.  In  construing 
the  clause  of  the  policy  which  provided  that  the  non- 
owned  car  coverage  would  not  apply  to  an  automobile 
which  was  furnished  or  available  for  the  frequent  or 
regular  use  of  the  policyholder  or  his  spouse,  the 
court  noted  that  the  evidence  showed  that  the  car 
was  available  for  the  frequent  and  regular  use  of 
the  physician’s  wife.  Therefore,  the  car  was  not  a 
non-owned  car.  and  the  insurance  company  was  not 
liable  under  the  policy. 

The  court  ordered  that  the  leasing  company  to 
whom  the  physician  had  been  paying  premiums  on  a 
liability  policy  covering  the  rented  automobile  must 
hold  the  physician  and  his  wife  harmless  against  all 
claims  brought  against  them  as  a result  of  the 
accident.— State  Farm  Mutual  Automobile  Insurance 
Company  v.  Berke,  258  N.  E.  2d  838  (111.  App.  Ct., 
May  21,  1970) 
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A three  year  old  Negro  female  was  ad- 
mitted to  the  hospital  for  evaluation  of  jaun- 
dice. She  had  been  well  until  five  days  prior 
to  admission  when  she  was  treated  with  peni- 
cillin and  Expectrosed  for  a cough  and  mild 
anorexia.  These  symptoms  persisted  and  jaun- 
dice was  noted.  Several  stools  were  described 
as  tan  colored.  There  was  no  prior  history  of 
blood  transfusions,  no  recent  parenteral  in- 
jections and  no  known  contact  with  infectious 
hepatitis,  including  ingestion  of  shellfish.  Past 
medical  history  revealed  a normal  birth  and 
development  with  the  exception  of  several 
upper  respiratory  infections  with  two  episodes 
of  pneumonia  resolving  without  residua.  The 
family  history  showed  a single  male  sibling 
with  diagnosed  sickle  cell  disease  and  ten 
other  healthy  siblings.  The  father  was  de- 
ceased of  unknown  causes. 

Physical  examination  revealed  a well- 
developed,  well-nourished,  alert,  cooperative 
Negro  female.  The  significant  physical  find- 
ings were  scleral  icterus,  an  erythematous  and 
bulging  left  tympanic  membrane,  muco-puru- 
lent  nasal  discharge  and  a grade  II/VI  sys- 
tolic murmur  heard  over  the  lower  left  sternal 
border.  The  liver  was  palpable  two  and  a half 
finger  breadths  below  the  right  costal  margin, 
had  a sharp  edge  and  was  not  tender.  Diag- 
noses at  this  time  were:  hepatitis  (etiology 
not  determined ) ; rhino-tracheo  bronchitis  and 
left  otitis  media. 


Admission  laboratory  data:  The  hemo- 

globin was  11  gms  per  100  ml,  the  hematocrit 
32.7  per  cent;  the  white  blood  count  was  not 
determined,  the  differential  count  was  63 
per  cent  neutrophils,  1 per  cent  band  forms, 
30  per  cent  lymphocytes,  6 per  cent  eosino- 
phils. 1+  macrocytosis  was  present.  Platelets 
were  normal.  The  urine  was  amber  colored 
and  slightly  turbid.  The  pH  was  7.  The 
specific  gravity  was  1.015.  The  urine  was 
negative  for  hemoglobin,  protein,  glucose,  and 
ketones.  There  were  2-5  white  blood  cells  per 
high  power  field,  4+  bacteria,  and  no  crystals 
or  casts.  The  stool  was  4-f-  for  bilirubin.  The 
urine  urobilinogen  was  positive  in  a 1:160 
dilution  and  was  2 4-  positive  for  bilirubin.  A 
naso-pharvngeal  culture  grew  out  normal 
commensals.  The  alkaline  phosphatase  was 
50  King-Armstrong  units.  A sickle  cell  prep- 
aration was  positive.  The  total  bilirubin  was 
8.4  mgs  per  cent  with  the  direct  reacting 
component  6 mgs  per  100  ml  and  the  in- 
direct component  2.0  mgs  per  cent.  The  SGOT 
was  580  U. 

The  patient  was  treated  with  bedrest, 
isolation,  oral  Ampicillin  ( 125  mgm.  p.o., 
q.i.d.),  Chlortrimeton  (4  mgm.  p.o.,  b.i.d) 
and  a 20  gram  protein  diet.  The  left  otitis 
media  rapidly  subsided. 

Repeat  laboratory  studies  three  days  after 
admission  showed  a total  serum  protein  of 
8.4  gms  per  cent  with  the  albumin  4.3  gms 
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per  cent  and  globulin  4.1  gms  percent  for  an 
A/G  ratio  of  1.04.  The  alkaline  phosphatase 
was  50.8  King-Armstrong  units,  the  total  bili- 
rubin was  9.2  mgs  per  cent,  with  the  direct 
component  6.4  mgs  per  cent  and  the  indirect 
component  2.8  gms  per  cent.  Urine  was  1-f- 
positive  for  bilirubin.  Hemoglobin  electro- 
phoresis: 

Patient  Mother 

Hgb.  S:  65  per  cent  Hgb.  S:  40  per  cent 

Hgb.  F : 31  per  cent  Hgb.  F : 3 per  cent 

Hgb.  A2:  4 per  cent  Hgb.  Ai:  52  per  cent 

Hgb.  A2:  5 per  cent 

The  patient  improved  and  was  discharged 
on  multi-vitamins  (1  capsule  daily)  and  a 
high  carbohydrate,  high  caloric,  low  fat  diet, 
to  be  followed  weekly  in  the  Hematology 
Clinic.  Discharge  diagnoses  were  sickle  cell 
thalassemia  disease  and  possible  infectious 
hepatitis. 

The  patient  was  readmitted  to  the  hospital 
two  weeks  later  because  of  deteriorating  liver 
function.  Laboratory  values  as  an  outpatient 
revealed  an  alkaline  phosphatase  of  48.4 
King-Armstrong  units,  total  bilirubin  of  36.4 
mgs  per  cent  and  an  SGOT  of  1400  U. 

Physical  examination  on  admission  revealed 
the  following  pertinent  findings:  extreme 

irritability,  scleral  icterus,  bulging  tympanic 
membranes  with  questionable  fluid  levels, 
watery  nasal  discharge  and  a grade  I/IV 
systolic  ejection  murmur.  The  liver  was  two 
finger  breadths  below  the  right  costal  margin, 
was  questionably  nodular  and  non-tender. 
The  spleen  was  not  felt.  Admission  diagnoses 
were  hepatitis  and  bilateral  otitis  media. 

Chest  x-ray  films  were  negative.  The  alka- 
line phosphatase  was  53.5  King-Armstrong 
units,  the  total  bilirubin  36  mgs  per  cent  with 
a direct  component  of  24  mgs  per  cent  and  an 
indirect  of  12  mgs  per  cent.  Total  serum  pro- 
teins were  7.7  gms  per  cent,  an  albumin  of 
4.5  gms  per  cent,  and  a globulin  of  3.2  gms 
per  cent  with  an  A/G  ratio  of  1.4.  The  hemo- 
globin was  11.4  gms  per  100  ml  with  a 
hematocrit  of  32.2  per  cent.  The  white  blood 
count  was  9,700  with  54  per  cent  neutrophils, 
6 per  cent  monocytes,  35  per  cent  lympho- 
cytes and  5 per  cent  eosinophils.  The  plate- 
lets were  normal  with  2-|-  macrocytosis  and 


2+  anisocytosis.  The  prothrombin  time  was 
20  per  cent  of  normal  activity.  Urinalysis 
showed  4-)-  albumin,  4-6  white  blood  cells 
per  high  power  field,  45-60  coarse  granular 
casts  per  low  power  field,  and  4-)-  bilirubin, 
with  urobilinogen  positive  in  an  1:10  dilu- 
tion. Some  yeast  cells  showing  budding  were 
present.  A throat  culture  grew  out  Staphylo- 
coccus aureus.  Chest  x-ray  films  revealed 
mild  pulmonary  fibrosis  especially  in  the  left 
base. 

The  patient  was  treated  with  bedrest,  a 
high  carbohydrate,  high  protein,  low  fat  diet, 
Ampicillin  (500  mgs.  p.o.  q.  6 hours)  and 
Actifed  syrup.  The  patient  was  given  Synka- 
vite  (vitamin  K — 10  mgm.  p.o.  daily).  Her 
prothrombin  time  was  27  per  cent  of  normal 
activity. 

Throughout  the  patient’s  hospitalization 
she  sporadically  spiked  a low-grade  fever. 
Her  laboratory  values  remained  remarkably 
abnormal  though  intermittent  improvement 
in  SGOT  was  observed.  Clinically,  the  patient 
was  alert  and  cooperative  until  2 weeks  after 
admission  at  which  time  she  was  given  15 
mgs  of  Aquamephyton  (Vitamin  K)  intra- 
venously, vomited,  became  lethargic,  then 
comatose,  had  a spontaneous  bowel  move- 
ment, and  remained  comatose  for  two  hours. 
Vital  signs  remained  stable.  A similar  epi- 
sode occurred  two  days  later  at  which  time 
she  was  given  7.5  gms  of  Aquamephyton 
intravenously.  This  episode  lasted  45  minutes 
and  was  associated  with  moderate  hypo- 
tension. 

Two  days  later  the  patient  became  pro- 
gressively disoriented  and  incoherent.  Ab- 
dominal distention  was  noted.  Ankle  clonus 
and  questionable  meningeal  irritation  signs 
were  noted.  A lumbar  spinal  tap  was  within 
normal  limits.  Abdominal  x-ray  films  were 
negative.  She  was  started  on  intravenous 
fluids  and  given  100  mgs  of  Solucortef  by 
intravenous  push,  and  subsequently  was 
given  25  mgs  every  6 hours.  The  blood  am- 
monia was  256  mgs  per  cent.  The  sodium  was 
130  mEq.,  the  potassium  4.1  mEq,  the 
chloride  94  mEq.,  and  the  carbon  dioxide  27 
mEq  per  liter.  Blood  gases  showed  a pH  of 
7.450,  a PC02  of  39.5,  a P02  of  160  with  an 
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02  saturation  of  99  per  cent  and  a buffered 
base  of  47.  A naso-gastric  tube  was  inserted 
to  maintain  the  patient’s  medications  and 
caloric  intake.  She  was  begun  on  Neomycin 
(1.25  gms.  p.o.  every  6 hours).  Throat  and 
blood  cultures  were  negative. 

With  general  supportive  care  and  electro- 
lyte replacement  she  improved  and  was  alert 
within  three  days.  However,  abdominal  dis- 
tention increased.  One  week  later  para- 
centesis was  performed.  Culture  of  fluid 
removed  was  negative.  The  next  day  the  pa- 
tient had  a fine  body  tremor  and  a constant 
complaint  of  thirst.  That  evening  the  patient 
vomited  a large  amount  of  coffee-ground 
material  with  apparent  aspiration.  Cardiac 
arrest  occurred  and  resuscitative  measures 
failed. 

Dr.  Charles  Darby : This  was  a case  of  a 
three  year  old  Negro  female,  and  we  can  at 
least  rule  out  liver  disease  due  to  alcoholism. 
The  complete  duration  of  her  illness  was 
approximately  six  weeks.  She  was  admitted 
with  a history  of  jaundice,  anorexia  and  upper 
respiratory  infection.  There  had  been  no 
history  of  exposure  to  hepatitis.  Family  history 
revealed  that  the  child  had  one  sibling  with 
known  sickle  cell  disease.  The  father  of  the 
child  had  expired  of  unknown  causes  and  his 
hemoglobin  electrophoresis  would  have  been 
of  assistance  in  determining  the  child’s  in- 
heritance pattern.  The  child  was  noted  to  be 
clinically  jaundiced,  and  it  was  noted  that  the 
liver  was  enlarged  with  a sharp  edge  and 
was  non-tender.  The  jaundice  and  enlarged 
liver  make  you  wonder  about  the  possibility 
of  acute  infectious  hepatitis  but  generally 
the  liver  is  quite  tender  and  does  not  have  a 
sharp  edge  in  this  condition.  It  should  also 
be  noted  that  the  patient  did  have  a heart 
murmur  graded  at  II  over  VI,  the  specific 
details  of  which  were  not  elucidated.  She 
also  had  a recurrent  otitis  media  during  her 
hospitalizations. 

Let’s  take  a look  at  the  hematologic  status 
of  this  patient.  Hemoglobin  electrophoresis 
revealed  65  per  cent  hemoglobin  S,  31  per 
cent  hemoglobin  F and  4 per  cent  hemo- 
globin A2.  I believe  this  pattern  fits  most 
appropriately  into  sickle  cell-thalassemia  dis- 


ease. As  we  look  at  the  mother’s  hemoglobin 
electrophoresis,  it  is  apparent  that  she  has 
40  per  cent  hemoglobin  S and  the  reason  for 
the  child  having  more  of  the  thalassemic 
picture  is  probably  because  of  the  penetrance 
of  the  mother’s  gene.  A repeat  hemoglobin 
electrophoresis  a week  after  the  child’s  initial 
admission  revealed  a hemoglobin  S of  64 
per  cent,  hemoglobin  F 10  per  cent,  hemo- 
globin Ai  23  per  cent,  and  A2  3 per  cent.  This 
would  again  appear  to  be  more  characteristic 
of  sickle  cell-thalassemia  disease.  During  the 
child’s  entire  hospitalization  it  was  apparent 
that  she  was  only  very  mildly  anemic  and  thus 
the  hemoglobinopathy  does  not  appear  to  be 
particularly  important  in  the  clinical  state, 
though  she  did  have  a positive  sickle  cell 
prep  test. 

Taking  a look  at  the  child’s  liver  function 
studies,  first  we  see  that  the  alkaline  phos- 
phatase was  elevated  to  50  King-Armstrong 
units,  she  had  an  elevated  bilirubin  and  the 
SGOT  was  increased  to  580  units.  I think  it 
becomes  apparent  at  this  stage  that  the  child 
had  liver  cell  damage  and  the  clinical 
jaundice  could  not  be  solely  explained  on  the 
basis  of  a hemolytic  crisis. 

At  this  point  it  appears  that  we  have  a 
combination  of  sickle  cell-thalassemia  disease 
and  obviously  some  form  of  liver  disease  as 
shown  by  the  abnormal  liver  function  tests. 
We  must  think  about  the  processes  that  could 
cause  the  liver  damage.  Toxins  must  be  con- 
sidered, such  as  carbon  tetrachloride,  tetra- 
cyclines, halothane  anesthesia,  and  a myriad 
of  other  substances.  There  was  no  history  to 
suggest  any  injection  of  toxic  material,  and  I 
think  we  can  pretty  well  rule  out  hepatotoxins 
as  being  the  cause  of  this  child’s  illness.  Acute 
viral  hepatitis  is  difficult  to  eliminate.  Cir- 
rhotic disease  from  a case  of  hepatitis  is  a 
possibility  and  cannot  be  ruled  out.  Of 
course,  cirrhosis  in  childhood  can  develop 
from  a variety  of  different  causes,  including 
almost  any  form  of  infectious  disease. 
Specifically,  we  need  to  rule  out  such  things 
as  tuberculosis,  post-viral  hepatitis  and 
syphilis. 

The  child  subsequently  appeared  well  and 
was  sent  home  for  a short  period  of  time. 
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She  then  developed  a severe  re-exacerbation 
of  her  illness  and  was  readmitted.  At  that 
time  it  was  noted  that  the  liver  was  en- 
larged and  questionably  nodular.  Thus,  we 
must  think  about  such  things  as  an  amebic 
abscess  of  the  liver  and  metastatic  disease 
such  as  an  occult  neuroblastoma.  It  is  ap- 
parent that  during  the  child’s  last  hospitaliza- 
tion the  laboratory  values  were  markedly 
abnormal  with  respect  to  liver  function  and 
the  possibility  of  an  acute  yellow  atrophy 
must  be  seriously  considered.  If  this  were  the 
case  you  would  expect  to  see  the  SCOT 
elevation  beginning  to  taper  off.  It  was  ap- 
parent that  the  child  did  not  go  into  any 
hemolytic  crisis  on  the  basis  of  her  blood 
counts  and  there  was  never  any  significant 
reticulocytosis.  The  patient’s  SGOT  level  had, 
in  fact,  decreased.  However,  this  did  not  mean 
actual  improvement  in  the  child’s  condition. 
Her  blood  ammonia  level  rapidly  increased 
which  indicated  profound  and  permanent 
liver  failure.  The  child’s  prothrombin  level 
was  particularly  low  and  this  was  an  ominous 
sign  particularly  in  that  it  did  not  respond  to 
either  intramuscular  or  intravenous  vitamin 
K. 

The  patient  deteriorated  during  the  final 
hospitalization  and  expired  of  what  appeared 
to  be  a massive  gastro-intestinal  hemorrhage. 
It  is  feasible  that  this  may  have  been  due  to  a 
ruptured  esophageal  varix  which  was  sec- 
ondary to  liver  involvement. 

My  diagnosis  at  this  time  would  be  acute 
viral  hepatitis  followed  by  acute  yellow 
atrophy  of  the  liver  which  caused  liver  fail- 
ure. Sicklemic  patients  and  those  with  thalas- 
semia do  have  a tendency  to  have  some  liver 
involvement  and  in  most  cases  the  liver  is 
enlarged.  Many  cases  have  extra  medullary 
hematopoiesis  present  in  the  liver.  It  has 
been  described  in  older  patients  with 
sicklemia,  that  at  least  some  of  them  will 
develop  a profound  cirrhosis  which  can’t  be 
explained  on  any  other  basis  other  than  the 
sickle  cell  disease  diathesis.  Thus,  I feel  that 
trying  to  correlate  the  clinical  and  the  pre- 
sumed anatomic  pathologic  findings  that  the 
liver  will  probably  be  somewhat  enlarged 
with  focal  nodular  areas;  the  microscopic  pic- 


ture fitting  that  of  acute  yellow  atrophy  with 
some  areas  of  profound  cirrhosis.  I also  expect 
that  we  will  find  a ruptured  esophageal 
varix. 

Dr.  Hennigar:  Thank  you,  Dr.  Darby.  Now 
may  we  have  some  comments  from  the  audi- 
ence? 

Dr.  Westphal:  Here  we  have  a child  that 
had  known  sickle  cell-thalassemia  disease  and 
some  other  serious  hepatic  disease  who  came 
into  the  hospital  and  showed  a progressive 
downhill  course  with  both  central  nervous 
system  and  somatic  clinical  findings  and 
expired.  I was  concerned  when  I initially  saw 
this  child  and  felt  that  a hepatotoxin  of  some 
variety  may  have  caused  the  hepatic  failure. 
This  could  have  been  some  home  or  “root” 
remedy,  but  we  have  no  history  of  same. 

Dr.  Levkoff  : I would  like  to  ask  Dr.  Darby 
a question.  Is  the  cause  of  death  in  liver  fail- 
ure in  a child  usually  due  to  ruptured  varices 
or  is  it  due  to  some  other  unknown  cause? 

Dr.  Darby:  I don’t  know  the  answer  to  your 
question,  however,  many  of  them  die  from 
overwhelming  bacterial  infections  and  of 
course  some  of  them  die  in  coma,  from  some 
toxic  metabolic  complications. 

Dr.  Hennigar:  Would  anybody  care  to 
make  comments  or  to  tell  us  why  children  die 
like  this?  I haven’t  the  slightest  idea. 

Dr.  Morgan:  I would  like  to  make  a few 
comments  about  the  hematological  picture 
of  this  child.  I think  the  second  hemoglobin 
electrophoresis  demonstrated  rather  con- 
clusively that  this  child  had  sickle  cell-thalas- 
semia disease.  However,  some  of  the  lab- 
oratory and  clinical  findings  did  not  entirely 
fit  this  picture;  specifically,  the  lack  of  reti- 
culocytosis, the  absence  of  sickle  cells  on  the 
peripheral  blood  smear,  and  the  absence  of 
splenomegaly.  All  of  these  findings  should 
have  been  present  in  a child  with  sickle  cell 
disease  or  sickle  cell-thalassemia  disease.  I 
wouldn’t  have  any  qualms  with  the  diagnosis 
of  viral  hepatitis  with  liver  failure  and  I do 
not  believe  that  the  hemoglobinopathy  was  in 
any  way  related  to  the  liver  disease. 

Dr.  Hennigar:  Dr.  Richardson,  would  you 
care  to  make  some  comments? 

Dr.  Richardson:  I would  like  to  postulate 
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that  this  child  may  have  been  a double 
heterozygote  for  persistent  fetal  hemoglobin 
and  S hemoglobin  since  she  had  no  evidence 
of  hemolysis.  The  first  hemoglobin  electro- 
phoresis would  certainly  go  along  with  this 
pattern.  This  combination  has  been  described 
now  for  about  twelve  years.  Someone  may  be 
a heterozygote  for  this  condition  and  carry  a 
20  to  30  per  cent  fetal  hemoglobin  without 
any  evident  cellular  abnormality.  The  cell 
survival  in  these  cases  is  entirely  normal.  This 
is  a beta  chain  abnormality.  When  the  patient 
is  a double  heterozygote  for  S or  C,  he  may 
be  at  a slight  disadvantage  in  that  there  is 
decreased  red  cell  survival.  They  are  gen- 
erally free  of  clinical  manifestations  other 
than  a few  of  those  associated  with  sickling 
and  they  rather  closely  resemble  those  found 
in  patients  with  sickle  cell-hemoglobin  C dis- 
ease. Some  of  these  patients  show  aseptic 
necrosis  of  the  femoral  head.  This  gene  has 
been  shown  to  be  present  in  the  Charleston 
area.  The  total  absence  of  hemolysis  in  this 
case  seems  to  be  a point  against  sickle  cell- 
thalassemia  combination  disease.  I would 
have  guessed  viral  hepatitis  in  this  case. 
However,  both  Dr.  Westphal  and  I were 
concerned  about  the  profound  exacerbation 
after  becoming  relatively  asymptomatic  dur- 
ing her  first  hospitalization.  It  may  be  that 
she  again  was  exposed  to  an  environmental 
toxin.  Adults  with  liver  involvement  due  to 
sickle  cell  disease  rarely  go  through  clinical 
and  laboratory  findings  comparable  to  this 
case.  We  do  have  a few  with  a rather  pecul- 
liar  cirrhosis-like  picture  usually  associated 
with  a high  alkaline  phosphatase  and  an  ele- 
vated direct  reacting  bilirubin.  These  patients 
do  not  usually  have  varices.  Very  few  of  our 
patients  have  had  histologic  confirmation  and 
we  have  been  reluctant  to  biopsy  them. 

Dr.  Levkoff:  The  question  came  up  as  to 
whether  this  was  longstanding  liver  disease 
and  I think  we  should  take  note  of  the  fact 
that  the  serum  albumin  was  entirely  normal 
throughout  this  child’s  hospitalization.  You 
should  not  see  this  pattern  in  chronic  liver 
disease.  One  thing  that  was  not  mentioned 
was  the  four  plus  albuminuria  and  I wonder 
if  this  was  not  the  renal  lesion  that  is  seen 


with  hepatic  failure. 

Dr.  Hennigar:  Four  plus  albuminuria  seems 
to  be  too  much  in  my  experience,  but  perhaps 
children  are  different.  Hepatic  glomerulo- 
sclerosis is  a well  known  phenomenon  in 
adults  and  has  a characteristic  histopatho- 
logical  picture.  I am  not  familiar  with  the 
renal  lesions  in  children  with  chronic  hepatic 
failure.  The  term  hepato-renal  syndrome  is 
somewhat  an  enigma.  We  have  seen  many  of 
these  cases  come  to  autopsy  and  in  many 
instances  have  been  able  to  demonstrate  the 
renal  lesion  when  the  offending  agent  was 
thought  to  be  liver.  Dr.  Legerton,  would  you 
care  to  comment? 

Dr.  Legerton:  I was  impressed  with  Dr. 
Levkoff’s  comment  about  the  unlikelihood  of 
having  a normal  serum  albumin  with  chronic 
liver  failure.  I was  particularly  struck  by  the 
fact  that  this  child  was  said  not  to  have  liver 
tenderness,  and  that  the  edge  was  sharp. 
These  findings,  at  least  in  adults  with  acute 
hepatitis,  are  contrary  to  what  we  see.  Where- 
as the  majority  of  cases  of  hepatitis  are 
anicteric,  it  is  possible  that  this  liver  insult 
occurred  prior  to  this  final  viral  episode.  The 
albumin  does  argue  against  chronic  liver 
failure.  However,  Dr.  Darby  noted  that  the 
child  did  have  a questionably  nodular  liver 
which  makes  you  think  that  either  the  child 
had  some  post-necrotic  changes  from  some 
previous  illness,  or  is  frantically  attempting  to 
regenerate  some  new  hepatic  nodules  to 
compensate  for  liver  tissue  which  has  been 
destroyed.  The  possibility  of  developing  this 
disease  process  with  some  pre-existing  liver 
damage  is  certainly  here.  Sometimes  we  are 
misled  by  the  facts  that  a high  alkaline  phos- 
phtase  and  bilirubin  indicate  some  form  of 
biliary  obstruction.  We  must  not  forget  that 
the  child  has  an  actively  growing  skeletal 
system  which  can  produce  high  levels  of 
alkaline  phosphatase.  Also  there  is  an  acute 
intrahepatic  obstruction  in  viral  hepatitis. 
Certainly  one  of  the  worst  prognostic  signs 
that  we  see  in  this  case  is  20  per  cent  pro- 
thrombin activity.  The  fact  that  the  hepato- 
cytes  were  severely  damaged  in  this  case  is 
brought  out  by  the  fact  that  there  was  a very 
minimal  and  transient  rise  to  intravenous 
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Fig.  1.  Cut  surface  of  spleen  showing  massive 
infarction.  The  dark  areas  are  the  remnants  of 
viable  spleen. 


Fig.  2.  External  surface  of  liver  showing  mottling 
and  irregular  nodularity. 


vitamin  K.  The  final  comment  I would  like 
to  make  will  relate  to  the  demise  of  the  pa- 
tient and  her  complaint  of  thirst.  One  of  the 
first  things  that  you  should  think  of  when  a 
severely  ill  patient  complains  of  thirst  is 
intestinal  bleeding.  I think  this  child  had 
blood  in  her  gastrointestinal  system;  however, 
it  must  have  been  there  for  some  period  of 
time  as  the  vomitus  was  described  as  being 
coffee-ground  in  appearance.  I think  the 
presence  of  varices  is  unlikely  in  this  child.  I 
think  there  are  several  reasons  why  this  child 
could  have  bled;  one  being  that  there  was  an 
extremely  depressed  prothrombin  activity, 
the  second  was  that  there  may  have  been 
punctate  mucosal  type  hemorrhages,  and 
thirdly  there  is  always  a possibility  of  steroid 
ulcers  in  that  this  child  had  been  on  large 
doses  of  cortico-steroids.  Due  to  the  liver 


failure  this  child  may  have  also  developed  a 
stress  ulcer.  Any  one  of  these  could  have 
produced  the  gastrointestinal  bleeding. 

X-Ray  Films  Discussion 
Dr.  Pettit:  The  spleen  was  enlarged  on 
this  first  x-ray  film  as  indicated  by  the  tip 
being  down  further  than  you  would  normally 
expect  to  see  it  and  also  the  fact  that  the 
stomach  bubble  is  displaced  toward  the  right. 
The  liver  is  not  at  all  impressive  during  the 
initial  examination,  though  the  clinical  find- 
ings were  that  the  liver  edge  was  down  two 
finger-breadths.  The  next  films  demonstrate 
displacement  of  the  stomach  bubble  due  to 
the  enlarged  spleen.  There  is  a large  amount 
of  fluid  present  in  the  abdomen  with  eleva- 
tion of  the  diaphragm.  This  diaphragmatic 
elevation  caused  incomplete  aeration  of  the 
base  of  the  lungs  and  thus  a false  impression 


Fig.  3.  Cobblestone  appearance  of  cut  surface  of 
liver  produced  by  a combination  of  congestion, 
fibrosis  and  nodular  regeneration. 


Fig.  4.  Irregular  scarring  of  liver  with  regenera- 
tive nodule  at  upper  right.  Dark  areas  represent 
engorged  sinusoids  and  other  blood  vessels.  Hema- 
toxylin and  Eosin  x 50. 
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of  fibrosis.  The  heart  is  normal  in  size.  On 
the  second  abdominal  films,  taken  3 weeks 
after  the  initial  ones,  it  appears  to  me  as 
though  the  liver  is  smaller  than  previously.  In 
summary,  I was  impressed  with  splenomegaly, 
a small  liver  and  ascites. 

Dr.  Blanding:  Sickle  cell  disease  was  origi- 
nally described  by  Judson  Herrick  in  an  East 
Indian  medical  student  in  1910.1  Since  that 
time  numerous  papers  have  been  published 
on  the  pathological  and  clinical  findings  in 
sickle  cell  disease  and  we  certainly  have  an 
interesting  case  in  this  three  year  old  child. 

Cardiomegaly  was  evident  as  was  endo- 
cardial, subendocardial  and  myocardial  fibro- 
sis particularly  in  the  left  ventricle.  The  heart 
weighed  92  grams  and  for  her  age  should 
have  weighed  70  grams.  Both  kidneys  were 
normal  in  size  but  were  stained  dark  green 
with  bile.  The  cortico-medullary  junctions 
were  indistinct  due  to  vascular  engorgement 
and  bile  staining.  Microscopic  sections  of  the 
kidneys  demonstrated  large  numbers  of  bile 
plugs  within  the  convoluted  and  collecting 
tubules  as  well  as  large  amounts  of  pro- 
teinaceous material.  There  was  evidence  of 
degeneration  and  regeneration  of  tubular 
cells  and  marked  vascular  congestion  particu- 
larly in  the  glomeruli.  There  were  no  inflam- 
matory infiltrates  or  infarcts.  The  spleen  was 
grossly  enlarged,  weighing  162  grams.  It  was 
densely  adherent  to  surrounding  structures 
and  multiple  infarcts  were  present.  (Fig.  1) 
Minuscule  amounts  of  viable  spleen  remained. 
The  liver  weighed  417  grams  and  for  this  age 


Fig.  5.  Dense  scarring  about  central  veins  with 
disappearance  of  hepatic  cells.  Hematoxylin  and 
Eosin  x 50. 


Fig.  6.  Sickled  erythrocytes  filling  the  hepatic 
sinusoids.  Hematoxylin  and  Eosin  x 900. 


patient  should  have  weighed  525  grams.  The 
gross  configuration  was  that  of  an  irregular 
nodular  liver  with  mottled  appearance.  The 
color  was  mahogany  red  to  purple.  The  cut 
surfaces  showed  a granular  “cobblestone- 
like” composition  with  evidence  of  fibrosis. 
(Figs.  2 and  3)  There  was  no  evidence  of 
acute  yellow  atrophy.  Microscopic  examina- 
tion revealed  criss-crossing  bands  of  con- 
nective tissue  dividing  the  parenchyma  into 
regenerative  nodules  of  various  sizes.  (Fig.  4) 
There  was  evidence  of  regeneration  including 
the  presence  of  numerous  giant  syncytial 
hepatocytes.  Pseudoductal  formation  was 
present  with  bile  plugs  in  many.  There  was  a 
conspicuous  absence  of  fatty  infiltration. 
Many  of  the  centrolobular  areas  were  ex- 
tremely fibrotic  with  dense  scarring  surround- 
ing the  central  veins  (Fig.  5).  A prominent 
feature  was  vascular  engorgement  of  the  sinu- 
soids with  sickled  erythrocytes  (Fig.  6)  and 
erythrophagocytosis  by  Kupffer  cells.  There 
were  no  large  areas  of  necrosis,  but  some 
focal  individual  hepatocyte  necrosis  was  pres- 
ent. Other  pertinent  findings  were  the  pres- 
ence of  a single  soft  bilirubin  stone  within  the 
gallbladder,  focal  intraalveolar  hemorrhages, 
focal  submucosal  hemorrhages  in  the  small 
intestines,  and  ascites. 

There  have  been  numerous  theories  to  pro- 
pose the  mechanism  for  development  of  cir- 
rhosis in  sickle  cell  disease  and  to  synthesize 
the  literature  the  following  scheme  is  pro- 
posed. 

Numerous  papers  have  been  written  de- 
scribing the  pathologic  changes  in  the  liver 
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PROPOSED  MECHANISM  FOR  DEVELOPMENT  OF  SICKLE  CELL  CIRRHOSIS 

1.  Agglutination  of  sickle  cells,  platelets,  and  fibrin  due  to  depletion  of  02  in  sinusoidal  transport 

2.  Anoxemia  of  centrilobular  areas 


3.  Increased  stagnation  of  blood 


->•  occlusion 


4.  Anoxia  of  centrilobular  areas 


5.  Necrosis  — ? inflammation 


6.  Fibrosis  and  regeneration 


7.  Compression  of  canaliculi  and  cholangioles  with  connective  tissue  bands, 
swollen  hepatocytes,  and  ? inflammatory  cells 

8.  Cholestasis  with  ? inflammation 


9.  Irregular  scarring  and  regeneration 

i i 

10.  CIRRHOSIS ^-Hepatic  failure  ^-Death 


in  sickle  cell  disease.2'18  Some  of  the  reports 
have  been  conflicting.  I will  summarize  the 
present  known  anatomic  and  biochemical 
changes  that  occur. 

Grossly  the  liver  is  usually  enlarged,  and 
manifests  a color  ranging  from  mahogany-red 
to  purple.  The  configuration  is  usually  irreg- 
ular and  macro-nodular.  Post-necrotic  cir- 
rhosis may  be  found.  Cholelithiasis  is  rare  in 
children  less  than  10,  and  when  present  is 
usually  asymptomatic. 

Light  microscopy  of  the  liver  has  shown 
engorgement  and  stasis  of  sickled  cells  within 
sinusoids  leading  to  occlusive  thrombi, 
erythrophagocytosis  by  Kupffer  cells,  de- 
generation and  regeneration  of  hepatocytes, 
hemosiderin  pigmentation  (usually  limited  to 
the  hepatocytes),  increased  connective  tissue 
(thought  to  be  initially  centrilobular)  and 
finally  a general  absence  of  fatty  change  and 
inflammatory  infiltration. 


Electron  microscopy  has  been  done  on  the 
livers  of  some  patients  with  sickle  cell  dis- 
ease and  has  essentially  confirmed  the  find- 
ings at  the  light  microscope  level. 

Chemical  dysfunction  of  the  liver  in  this 
disease  has  been  carefully  studied.  The  three 
major  derangements  have  been  an  increased 
direct  bilirubinemia,  increased  alkaline  phos- 
phatase (usually  with  normal  serum  calcium), 
and  increased  BSP  retention. 

FINAL  ANATOMICAL  PATHOLOGICAL 
DIAGNOSES:  SICKLE  CELL  CIRRHOSIS, 
SPLENOMEGALY  WITH  INFARCTS, 
CHOLELITHIASIS,  ASCITES,  SICKLE 
CELL  NEPHROSIS,  MYOCARDIAL  FI- 
BROSIS. 

Dr.  Hennigar:  With  regard  to  necrosis  it  is 
apparent  from  the  prominent  scarring  that 
Dr.  Blanding  demonstrated  that  necrosis  must 
have  gradually  occurred  in  a rather  extensive 
fashion.  I don’t  really  think  this  child  had 
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sudden  massive  hepatic  necrosis.  What  hap- 
pens in  these  cases  of  sickle  cell  disease  is 
conglutination  and  agglutination  of  sickle 
cells,  platelets  and  fibrin  in  the  hepatic  sinu- 
soids causing  parenchymal  atrophy  and  necro- 
sis but  certainly  not  massive  acute  necrosis 
as  such.  The  reasons  that  I do  not  think  this 
was  post-hepatitic  cirrhosis  are  numerous  but 
I would  like  to  elaborate  on  two  of  them. 
First,  the  scarring  is  focal  without  a character- 
istic pattern,  and  secondly  there  should  be  a 
much  greater  inflammatory  infiltrate  if  the 
parenchymal  necrosis  was  due  to  hepatitis. 
Furthermore,  large  areas  of  pseudoductular 
formation  replete  with  bile  plugs  were  prom- 
inent in  this  liver.  This  is  not  at  all  character- 
istic of  post-hepatitic  cirrhosis. 

Question:  How  do  you  explain  the  massive 
hepatic  failure  in  the  presence  of  what  ap- 
pears to  be  large  numbers  of  viable  hepatic 
parenchymal  cells? 

Dr.  Hennigar:  It  is  almost  certainly  due  to 
impaired  flow  in  the  sinusoids.  The  hepatic 
parenchymal  cells  had  been  dying  in  a very 
slow  fashion,  over  a period  of  some  weeks  or 
months,  and  even  those  that  were  histologic- 
ally intact  were  probably  functionally  im- 
paired. 

Comment:  Obviously  we  have  a problem  in 
semantics  in  this  case.  You  keep  talking  about 
liver  disease  in  sickle  cell  disease  and  cer- 
tainly the  changes  you  described  are  com- 
patible with  that.  However,  we  are  not  deal- 
ing with  a child  that  has  sickle  cell  disease 
and  thus  the  liver  changes  must  be  secondary 
to  some  other  disease  process. 

Dr.  Hennigar:  The  anatomic  findings  in 
the  spleen  in  this  case  are  absolutely  patho- 
gnomonic of  sickle  cell  disease  including 
particularly  the  presence  of  sickled  cells  with- 
in the  vasculature.  There  is  a discrepancy  in 
the  terminology  used  by  the  clinicians  and 
the  pathologists. 

Dr.  Richardson:  This  child  did  not  have 
sickle  cell  disease  and  I have  seen  an  autopsy 
of  a combination  hemoglobin  S-C  disease  in 
which  the  spleen  looked  exactly  like  this.  You 
do  not  have  to  have  homozygous  sickle  dis- 
ease to  have  these  findings.  All  you  have  to  do 
to  get  this  massive  infarction  of  the  spleen  is 


to  unsaturate  the  blood  in  the  sickle  cell  trait 
and  you  obviously  can  get  sickling  and  con- 
glutination with  subsequent  thrombosis  and 
infarction. 

Dr.  Hennigar:  I am  sorry,  Dr.  Richardson, 
but  I cannot  agree  with  you.  This  absolutely 
does  not  occur  in  sickle  cell  trait.  There  have 
been  many  instances  of  congestive  spleno- 
megaly which  I have  seen  caused  by  the 
sickle  cell  trait.  The  profound  liver  and 
splenic  disease  in  this  child  is  certainly  re- 
markable and  very  unusual.  In  the  cases  of 
sickle  cell  cirrhosis  which  I saw  at  Richmond, 
Virginia,  the  course  of  the  disease  was 
usually  a great  deal  more  prolonged  and 
never  did  I see  a case  in  a child  this  young. 
Most  of  them  occurred  in  the  older  teenage 
group.  We  definitely  do  not  have  a case  of 
toxic  liver  damage  or  viral  hepatitis.  We  have 
a case  where  the  red  cells  conglutinated  and 
agglutinated  and  caused  hepatic  failure, 
splenic  infarcts  and  disturbed  renal  function. 
The  morphology  of  this  case  is  totally  com- 
patible with  sickle  cell  disease.  With  sickle 
cell  trait  you  can  get  microscopic  infarcts  of 
the  spleen  and  as  a matter  of  fact  these  are 
rather  common.  However,  gross  infarcts  of 
the  spleen  as  well  as  a macronodular  cirrhosis 
is  completely  unheard  of  in  the  sickle  cell 
trait. 

Dr.  M elver:  This  discussion  is  an  inter- 
esting one  and  what  we  are  apparently  deal- 
ing with  here  is  neither  morphology  or 
genetics  as  the  last  word  but  are  concerned 
with  sludging  and  a disturbance  in  hemo- 
dynamics which  is  obviously  the  basis  for  the 
anatomic  findings.  The  essence  of  what  we 
are  talking  about  today  is  the  fact  that  blood 
is  not  flowing  and  supplying  the  tissues  with 
oxygen  in  a normal  way.  I will  say  that  if  a 
patient  has  the  trait  and  you  have  these  find- 
ings, then  it  is  difficult  to  deny  that  they  can 
occur  with  the  trait  alone. 

Dr.  Pratt-Thomas:  In  1949  this  discussion 
would  have  never  occurred.  At  that  time 
sophisticated  hemoglobin  electrophoresis  was 
not  available  and  if  the  pathological  lesions 
that  have  been  presented  today  were  pre- 
sented at  that  time  the  case  would  have  been 
unequivocally  a case  of  sickle  cell  disease.  I 
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would  like  to  emphasize  that  sicklemia  can 
produce  disastrous  effects  under  the  right 
circumstances.  Sicklemia  cannot  be  ignored 
and  perhaps  today  we  are  dealing  with  a 
“hydrid”  hemoglobinopathy  based  on  the 
hemoglobin  electrophoresis  pattern  in  this 
child.  I have  no  idea  as  to  the  precise  ter- 
minology for  the  disease  which  confronts  us. 
I will  say  that  I have  never  seen  the  degree 
of  liver  or  splenic  disease  with  the  sickle  cell 
trait  alone. 

Dr.  Hennigar : Dr.  Darby,  please  sum- 
marize the  discussion. 

Dr.  Darby.  Seeing  that  there  has  been 
some  confusion  in  terminology,  I would  like 
to  define  what  we  mean  by  sickle  cell  anemia 
and  sickle  cell  disease.  Sickle  cell  disease 
means  that  the  child  has  a considerable 
amount  of  hemoglobin  S present  in  the  blood. 


Children  who  have  this  disease  usually  have 
a small  amount  of  fetal  hemoglobin  and  they 
generally  have  clinical  and  pathological  find- 
ings compatible  with  thrombo-embolic  phe- 
nomena. Most  of  the  time  there  is  multiple 
organ  involvement.  Normally  we  do  not  con- 
sider the  heterozygous  combination  as  sickle 
cell  disease  per  se;  however,  it  is  noted  that 
this  child  did  have  a considerable  amount  of 
hemoglobin  S.  It  is  possible  that  this  child 
may  have  exhibited  her  symptomatology  on 
the  basis  of  intravascular  sickling.  I wonder 
particularly  if  the  amounts  of  steroids  that 
were  given  this  child  might  have  significantly 
affected  the  inflammatory  response  in  the 
liver.  It  is  entirely  conceivable  that  if  this 
child  had  had  hepatitis,  the  steroids  may 
have  diminished  this  response. 
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The  continuous  infusion  of  a concentrated 
solution  of  protein  hydrolysates,  glucose,  min- 
erals and  vitamins  can  maintain  nutrition 
without  oral  intake.1  Up  to  5,000  calories  and 
20  grams  of  nitrogen  can  be  given  daily,  with 
positive  nitrogen  balance  and  weight  gain 
attainable  even  in  the  immediate  postsurgical 
period.2  Reversal  of  postsurgical  starvation 
accelerates  healing  and  closure  of  fistulae  and 
permits  better  toleration  of  infection,  drain- 
age and  other  complications  of  surgical  dis- 

3, 4, 5,0 

ease. 

Based  on  the  method  devised  by  Dudrick,7 
we  have  used  “parenteral  hyperalimentation” 
in  the  management  of  a variety  of  complicated 
surgical  problems.  Although  total  intravenous 
nutrition  is  no  panacea,  it  has  allowed  us  to 
reclaim  patients  that,  through  experience,  we 
believe  would  have  been  lost,  and  hastened 
the  healing  and  recovery  of  others. 

Method 

All  infusions  were  given  via  percutaneous 
subclavian  vein  catheterization.  Aseptic  tech- 
nique was  used  at  insertion,  and  “resteriliza- 
tion” of  the  puncture  site  and  change  of  IV 
tubing  were  done  every  third  day.  To  avoid 
contamination,  blood,  plasma,  and  medica- 
tions were  given  by  another  intravenous  route. 

All  solutions  were  prepared  by  the  sur- 
gical house  staff  or  registered  nurses  in  the 
following  manner: 

1,000  cc  of  casein  protein  hydrolysate  (CPH 
Cutter)  5 per  cent  in  water  and  1,000  cc  of 


D50W,  to  which  have  been  added  NaCl  120 
meq,  KC1  100  meq,  multivitamins  10  cc,  and 
MgS04  to  equal  4-8  meq  daily  intake,  are 
infused  into  a 2000  cc  Travenol  vacuum 
plasma  collection  bottle.  A closed  system  of 
IV  tubing  is  used  and  no  open  pouring  of 
ingredients  is  required.  The  resultant  mixture 
of  approximately  2,100  cc  contains  6 grams  of 
nitrogen  and  2,000  non-protein  calories  with 
a nitrogen: calorie  ratio  of  1:333.  Using  a 
greater  volume  of  CPH  to  D50W  will  increase 
the  relative  nitrogen  content  and  bring  the 
nitrogen: calorie  ratio  to  the  1/150  to  1/200 
optimal.3  Calcium  and  phosphorous  are  added 
as  indicated  by  serum  determinations,  vita- 
mins B12,  K,  folic  acid  and  iron  are  given 
intramuscularly  as  needed.  Plasma  is  given 
every  2 to  3 weeks  to  supply  trace  minerals. 

Baseline  biochemical  profile  is  obtained 
and  serum  electrolytes  gotten  daily  for  the 
first  three  days  and  every  third  day  there- 
after. Urine  sugar  is  monitored  every  6 hours 
and  supplemental  insulin  given  for  spillage 
over  2 per  cent  (3+).  Fluid  balance  is  care- 
fully observed  and  daily  weight  obtained  if 
possible. 

A maximum  of  5,000  cc/ day  ( 5000  calories ) 
can  be  given  with  infusion  being  begun  at 
75  cc/hr  and  progressed  in  increments  of 
25  cc/hr/ day  or  as  rapidly  as  tolerated  using 
the  parameters  of  central  venous  pressure, 
output  and  glycosuria.  Oral  intake  is  per- 
mitted and  encouraged  in  those  able  to  take 
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it,  with  combined  intake  of  8,000  calories/day 
possible. 

Discussion 

The  indication  for  hyperalimentation  in  our 
series  was  usually  postsurgical  catastrophe 
(Tables  I & II).  Patients  ranged  in  age  from 
23  to  71  years,  received  nutritional  therapy 
from  4 to  47  days,  and  10  of  the  15  post- 
surgical  cases  required  1 to  4 reoperations  for 
complications.  Most  patients  showed  clinical 
improvement  on  therapy  of  even  short  dura- 
tion, and  weight  gain  occurred  in  most  pa- 
tients receiving  hyperalimentation  for  at  least 
10  days. 


For  example,  a cachetic  patient  (XVI)  with 
far  advanced  cancer  of  the  buccal  mucosa, 
unable  to  eat,  gained  4 pounds  during  the 
three  week  period  she  was  receiving  combined 
intra-arterial  5-Fluorouracil  and  Cobalt  ther- 
apy. Another  patient  (X)  with  enteric  fistula 
after  Whipple  procedure  for  cancer  gained 
16  pounds  in  13  days  on  combined  oral- 
parenteral  intake  and  also  had  spontaneous 
fistula  closure. 

Complications  were  few  (Table  III)  and 
no  deaths  could  be  attributed  to  the  therapy 
itself.  One  pneumothorax  occurred  during 
percutaneous  subclavian  catheterization  and 


TABLE  I:  POST  SURGICAL  CASES 

Complications  and  Associated 

Medical  Illness  Days  on  RX 


Patient 

Operation 

Reoperations 

Disposition 

I 

56WM 

Gastrectomy 

Duodenal  stump  blow- 
out, diabetes 

3 

47 

Recovered 

II 

65WM 

Thrombectomy  rt. 
ileofemoral  graft 

Gangrene  rt.  leg 

1 

12 

Recovered 

III 

25WM 

GSW  pancreas,  SB, 
colon,  stomach 

Multiple  fistulae,  abscesses 
Ileofemoral  thrombosis 

4 

47 

Recovered 

IV 

60WF 

Fracture  rt.  hip 

Ileus,  cirrhosis 

0 

23 

Recovered 

V 

37CM 

Revision  gastric 
remnant 

Gastric  fistula 

0 

12 

Recovered 

VI 

30CF 

Radical  hysterectomy, 
node  dissection 

Dehiscence 

1 

14 

Expired 

VII 

53  WM 

Thrombectomy  rt.  ileo 
femoral  artery 

Gangrene  rt.  leg, 
dehiscence 

3 

4 

Expired 

VIII 

24WM 

GSW  pancreas,  SB, 
stomach 

Multiple  fistulae,  abscesses 
adhesive  SB  obstruction 

2 

38 

Recovered 

IX 

23  WM 

GSW  pancreas,  SB 
colon 

Enteric  fistula 

0 

4 

Recovered 

X 

71  WM 

Whipple  procedure 

Enteric  fistula 

0 

13 

Recovered 

XI 

57CM 

Fracture 

acetabulum 

Gangrene  It.  leg,  uremia 

1 

13 

Expired 

XII 

55WF 

Radical  vulvectomy, 
node  dissection 

Dehiscence 

1 

14 

Recovered 

XIII  65WM 

Cholecystectomy, 

gastrectomy 

Post  op  anastomotic 
obstruction,  diabetes 

0 

10 

Expired 

XIV 

35  WF 

Hysterectomy 

Bladder  hematoma 

1 

6 

Recovered 

XV 

61  CM 

Open  fracture  rt. 
tibia 

Ileus,  small  bowel 
obstruction 

1 

14 

Recovered 
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TABLE  II  - NON  SURGICAL  CASES 
Days  on 


Patient  Indication 


XVI 

70CF 

Ca  buccal  mucosa, 
5-FU  infusion  and 
Cobalt  therapy 

XVII 

58  WM 

Obstruction  esophageal 
ca,  pre-op  resection 

XVIII 

38CF 

Lt.  chylothorax  from 
GSW 

XIX 

Palliation,  advanced 
lung  cancer 

was  corrected  by  closed  chest  drainage.  Sub- 
clavian vein  thrombosis  after  multiple  re- 
insertions occurred  in  a patient  who  later  suc- 
cumbed to  end  stage  renal  disease.  No  case 
of  sepsis  attributable  to  the  long  term  venous 
catheterization  or  the  solution  itself  was 
detected.  Hyperosmolar  coma  occurred  in 
two  patients  (one  a diabetic)  and  was  treated 
successfully  by  cessation  of  therapy  and  ad- 
ministration of  IV  insulin,  isotonic  fluids  and 
electrolytes.  No  electrolyte  problems  de- 
veloped in  any  other  patient  in  spite  of  the 
high  potassium  load  (up  to  250  meq/day) 
which  is  necessary  because  of  increased  excre- 
tion and  anabolic  uptake.1 2 3 4  In  patients  with 
hepatic,  renal  or  congestive  failure  it  may  be 
necessary  to  give  less  sodium  and/or  potas- 
sium than  described,  and  L-amino  acid  solu- 
tion can  be  substituted  for  protein  hydroly- 
sates to  lessen  formation  of  blood  urea  nitro- 
gen and  ammonia.6 

Success  and  safety  of  therapy  depend  on 
careful  aseptic  technique  in  subclavian 
catheterization  and  preparation  of  solutions. 


RX 

Disposition 

22 

Recovered 

10 

Recovered 

4 

Recovered 

9 

Expired 

Strict  monitoring  of  output  and  glycosuria  is 
essential  so  that  impending  hyperosmolar 
coma,  which  mimics  diabetic  acidosis  without 
ketosis,  can  be  recognized. 

Any  condition  associated  with  gastro- 
intestinal dysfunction  or  likely  to  improve 
with  bowel  rest  should  be  considered  for 
treatment.  Therapy  should  be  begun  as  soon 
as  the  need  is  recognized  in  order  to  achieve 
maximum  benefit.6 

TABLE  III  - COMPLICATIONS 
Pneumothorax  1 

Subclavian  vein  thrombosis  1 

Hyperosmolar  coma  2 

Summary 

Parenteral  hyperalimentation  can  reverse 
catabolism  and  produce  weight  gain  and 
accelerated  wound  healing  without  oral  in- 
take. The  therapy  is  relatively  safe  and  readily 
adaptable  for  use  in  a community  hospital. 
With  early  institution  of  therapy  many  pa- 
tients with  varied  disease  processes  can  bene- 
fit. 
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In  the  course  of  passing  time  the  specialty 
of  pediatrics  is  a relatively  new  one,  though 
the  practice  of  pediatrics  as  part  of  a general 
medical  activity  in  some  degree  is  extremely 
ancient.  Reference  to  pediatric  care  in  the 
old  writings  goes  as  far  back  as  1500  B.C. 
and  many  of  the  great  writers  on  medicine 
over  the  centuries  have  had  much  to  say 
about  pediatrics  as  a part  of  the  broad  field 
of  medicine.  That  closely  associated  col- 
league, the  obstetrician,  has  also  contributed 
a great  deal  to  our  growing  knowledge  of 
proper  infant  care. 

Recognition  of  many  diseases  which  we 
now  accept  as  long  established  entities  dates 
back  only  to  the  17th  and  18th  centuries, 
when  knowledge  of  such  things  as  rickets, 
chorea,  rubella,  and  infant  feeding  began  to 
gather  an  impetus  that  has  brought  it  to  our 
present  day  level,  such  as  it  is.  A pediatric 
journal  was  published  as  early  as  1787.  A 
special  pediatric  hospital  was  founded  in 
1837,  and  in  1861  the  first  university  chair  in 
pediatrics  was  established.  Pediatric  organiza- 
tions are  almost  a hundred  years  old.  The 
AMA  established  a section  on  pediatrics  in 
1880.  A pediatric  society  appeared  in  Ger- 
many in  1883  and  the  New  York  Academy  of 
Medicine  created  a special  section  a few  years 
later.  The  American  Pediatric  Society  was 
founded  in  1888  and  the  American  Academy 
of  Pediatrics,  within  the  memory  of  a few  of 
us,  in  1930.  Abraham  Jacobi  and  Job  Lewis 

“Read  at  the  meeting  of  the  South  Carolina  Pediatric 
Society.  Hilton  Head,  S.  C.  on  September  11,  1970. 


Smith  are  generally  nominated  as  the  chief 
contributors  to  the  development  of  relatively 
early  American  pediatrics.  The  first  state 
pediatric  society  was  organized  in  Ohio  in 
1895.  Our  South  Carolina  society  was  estab- 
lished in  1921.  Thus,  we  are  not  really  quite 
as  youthful  in  our  branch  of  medicine  as  we 
might  sometimes  think. 

This  is  an  attempt  to  outline  a little  account 
of  the  development  of  our  specialty  in  South 
Carolina.  Over  the  300  years  since  the  settling 
of  the  state  in  1670,  we  have  had  many  physi- 
cians in  general  practice  who  were  particu- 
larly interested  in  pediatric  problems  and 
devoted  much  time  to  them,  though  they  did 
not  pose  as  specialists.  I recall  the  early 
eighteenth  century  controversy  between  the 
Irishman,  James  Kilpatrick,  and  the  English- 
man, Thomas  Dale,  in  Charleston,  who 
argued  over  the  case  of  Miss  Mary  Roche, 
Miss  Mary  being  10  years  old  and  described 
as  “a  very  hale  plump  child  and  a hoarse  pipe 
for  an  infant.”  Having  undergone  inoculation, 
that  process  which  preceded  our  knowledge 
of  vaccination,  she  went  through  some  diffi- 
culties which  led  to  a violent  argument  in  a 
series  of  pamphlets  published  by  the  two  doc- 
tors. A little  later  the  clergy  entered  the 
pediatric  picture  in  the  form  of  the  Rev. 
Oliver  Hart,  who  described  with  considerable 
accuracy  the  appearance  of  that  rare  object, 
the  harlequin  foetus.  Lionel  Chalmers’  Ac- 
count of  the  Weather  and  Diseases  of  South 
Carolina,  published  on  the  eve  of  the  Revolu- 
tion, devoted  some  50  pages  to  diseases 
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essentially  pediatric,  such  as  convulsions  in 
children,  worms  in  children,  thrush,  the  run- 
ning from  behind  the  ears,  the  suffocating  or 
catarrhal  peripneumonia,  and  so  on.  His 
general  advice  was  quite  sensible  in  modem 
thought,  although  he  had  none  of  the  re- 
fined remedies  which  we  now  prescribe  at 
the  drop  of  a hat,  or  sooner,  without  delaying 
treatment  long  for  the  help  of  that  prime 
remedy,  the  vis  medicatrix  naturae,  the  heal- 
ing power  of  nature,  that  Chalmers  had  to 
depend  on.  The  next  semi-pediatrician  of  our 
state  was  George  Logan  of  Charleston,  who 
wrote  a pre-Revolutionary  thesis  at  Edin- 
burgh on  the  prevention  and  treatment  of  the 
diseases  of  infants,  and  offered  a quite  sen- 
sible approach  to  many  of  the  simpler  prob- 
lems with  which  the  pediatrician  still  deals. 
Our  famous  David  Ramsay  wrote  On  the 
Means  of  Preserving  Health  in  Charleston  and 
the  Adjacent  Low  Country  and  had  much  to 
say  in  it  about  the  management  of  children. 
Early  in  the  19th  century  George  Logan,  Jr., 
son  of  the  elder  pediatrically-inclined  Logan, 
published  a book  on  Practical  Observations  on 
the  Diseases  of  Children.  It  had  no  new  or 
earthshaking  advice  in  it,  but  it  touched  com- 
petently on  many  common  diseases  with 
which  we  still  deal. 

Around  the  turn  of  the  20th  century  Sir 
William  Osier  characterized  the  pediatrician 
as  the  “vestigial  remnant  of  what  was  for- 
merly in  cities  a general  practitioner.”  Osier 
himself  was  the  essence  of  a pediatrician,  al- 
though his  activities  extended  into  a much 
broader  field.  Perhaps  he  was  looking  ahead 
too  fast,  or  perhaps  the  areas  in  which  he 
worked  were  somewhat  different  from  our 
local  scene,  in  which  general  practitioners  still 
survive  and  pediatricians  venture  boldly  into 
that  territory  of  the  adolescent  which  once 
belonged  to  the  general  practitioner  and  is 
now  the  playground  of  the  psychiatrist. 

The  Medical  College  of  the  State  of  South 
Carolina  did  not  establish  a professorship  of 
pediatrics  until  1913  when  William  Patterson 
Cornell  was  named  part-time  to  the  position 
in  which  he  served  until  1920.  Previous  to  this 
time  Lane  Mullally  had  held  the  title  of 
assistant  in  the  diseases  of  women  and  chil- 


dren, and  later  he  became  professor  in  that 
category.  At  the  time  of  Dr.  Cornell’s 
assumption  of  his  position,  Richard  Pollitzer 
began  to  teach  in  the  medical  school.  He 
served  as  assistant  in  pediatrics  and  medicine 
for  two  years,  then  assistant  in  pediatrics  for 
another  two  years  and  finally  became  clinical 
professor,  following  Dr.  Cornell  in  1920  and 
remaining  until  1924,  when  he  removed  to 
Greenville.  He  had  some  assistance  from 
Mylnor  Beach,  who  opened  a pediatric  prac- 
tice in  1916,  and  later  received  help  from 
Wythe  Rhett,  who  began  full  pediatric  prac- 
tice in  1921. 

Two  of  the  four  earliest  specialists  in  pedi- 
atrics in  Charleston  came  up  by  way  of  the 
road  of  general  practice.  Dr.  Cornell  gradu- 
ated in  1889  and  went  first  into  general  medi- 
cine. Dr.  Pollitzer  graduated  in  1908  and 
carried  on  a general  practice  for  some  years 
before  specializing.  Dr.  Beach  and  Dr.  Rhett 
did  no  preliminary  work,  but  started  as  full 
fledged  specialists. 

As  this  turbulent  twentieth  century  came  to 
life,  and  as  the  populations  of  cities  and  towns 
over  the  state  grew  to  the  point  where  they 
could  support  the  physician  who  confined  his 
work  to  pediatrics,  the  tendency  toward 
limitation  of  practice  to  the  field  of  children 
became  rapidly  evident.  Nearly  all  of  our 
earliest  pediatricians  started  as  general  prac- 
titioners and  for  many  years  the  family 
physician  continued  to  do  the  vastly  greater 
part  of  the  work  with  children.  It  might  be 
recalled  that  in  1900  Charleston  was  the  only 
city  of  any  size  in  the  state,  with  a population 
of  56,000,  that  Columbia  could  show  only 
21,000  people,  and  that  Greenville  and 
Spartanburg  had  less  than  12,000  each.  Our 
other  cities  were  relatively  small,  not  of 
sufficient  size  to  attract  or  support  a pedi- 
atrician as  a competitor  to  the  general  prac- 
titioners. 

Perhaps  a brief  review  of  the  genesis  of 
strictly  pediatric  practice  in  the  various  areas 
of  our  state  might  be  of  interest.  The  informa- 
tion that  I give  has  been  obtained  through 
the  kindness  of  many  colleagues.  Since  some 
of  it  is  from  recollection  only,  I feel  sure  that 
it  may  contain  some  minor  errors. 
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The  group  that  I will  cover  might  well  be 
considered  as  pioneers.  Arbitrarily,  I have  set 
1950  as  a limit  to  the  period  in  which  our 
specialty  was  established  firmly.  Surely  no 
slight  is  intended  to  those  who  started  prac- 
tice after  that  date. 

The  first  physician  in  the  state  to  specialize 
in  pediatrics  was  William  Weston  of  Colum- 
bia, who  cast  the  die  in  1908.  The  significance 
of  his  decision  rests  on  the  fact  that  he  was 
probably  the  first  in  the  whole  Southeast  to 
take  this  bold  step.  His  fine  reputation  as  a 
pediatrician  is  familiar  to  most  of  you, 
especially  his  work  with  acrodynia  and  nutri- 
tional matters  and  his  many  writings  on  pedi- 
atric subjects.  Establishment  of  priorities  is  a 
difficult  job,  but  it  appears  that  the  next  in 
succession  to  specialize  was  William  P.  Cor- 
nell of  Charleston,  who  announced  the  limita- 
tion of  his  practice  in  1913.  After  some  years 
he  removed  to  Columbia. 

The  dynamic  Lescsne  Smith  of  Spartanburg 
declared  his  specialization  in  the  next  year. 
His  work  with  children  and  his  accomplish- 
ments with  the  pediatric  hospitals  at  Saluda, 
where  he  developed  the  valuable  Southern 
Pediatric  Seminar,  made  him  a leader  in  his 
specialty.  Some  years  later  the  Women’s 
Liberation  Movement  began  with  Hilla  Sheriff 
as  its  pediatric  exponent.  Later  to  Spartan- 
burg came  Williams  Bailey,  Lesesne  Smith, 
Jr.,  and  George  Dean  Johnson,  the  last  named 
after  a short  period  of  teaching.  Ten  years 
later  Sam  Elmore  came  in  and  Fred  Adams 
followed  soon  after. 

J.  E.  Watson  of  Anderson  appears  to  be 
next  in  the  main  sequence,  dating  his  entry 
into  the  ranks  from  1915.  Mylnor  Beach 
opened  his  office  in  Charleston  a year  later 
as  a full  fledged  specialist  and  was  to  become 
active  in  medical  teaching.  Richard  Pollitzer, 
also  of  Charleston,  announced  limitation  of 
his  practice  in  1917,  the  same  year  in  which 
Samuel  Gilman  Glover  of  Greenville  entered 
the  field.  Dr.  Pollitzer,  our  esteemed  “Polly”, 
moved  on  to  Greenville  in  1924.  Isaac  Grim- 
ball  limited  his  work  there  in  1920,  and  John 
Simmons  followed  his  lead  in  1927.  Later 
Eugene  Yeargin  was  to  begin  his  practice  in 
the  pearl  of  the  piedmont. 


Now  the  day  of  the  general  practitioner 
who  adopted  the  pediatric  specialty  was  draw- 
ing to  a close,  and  the  physician  trained 
primarily  in  pediatrics  was  beginning  to 
dominate  the  scene.  In  Charleston,  following 
Mylnor  Beach’s  debut  in  1916,  as  the  first 
practitioner  trained  particularly  in  pediatrics, 
Wythe  Rhett  had  begun  to  practice  in  1921. 
Your  speaker  followed  him  there  in  1927. 
Some  years  later  Duncan  Pringle  began  her 
practice.  Owen  Ravenel  followed  after  a stint 
as  associate  in  pediatrics  at  the  Medical 
College  and  Bachman  Smith  came  close  be- 
hind, with  G.  McF.  Mood  a short  time  later. 

Later  in  the  line  of  succession,  Florence 
acquired  a specialist  in  1928  in  the  form  of 
the  capable  Julian  Price,  whose  successful 
efforts  in  establishing  the  Children’s  Con- 
valescent Home  in  1936  and  in  developing  the 
pediatric  department  of  the  McLeod  In- 
firmary are  well  remembered,  as  are  his 
many  exploits  in  the  field  of  organized  medi- 
cine. He  was  to  be  the  only  full  pediatrician 
there  until  the  arrival  of  Walter  Hart  in  1948. 

In  the  early  1930’s  Wilson  Ball  practiced  in 
Sumter  for  a short  time.  His  successor,  Ben- 
ton Bums,  followed  after  a number  of  years. 
In  the  thirties,  over  in  Anderson,  Samuel  Had- 
dock was  functioning  as  a pediatrician  in 
1932,  and  shortly  afterward  James  Albergotti 
began  practice  in  Orangeburg.  Rufus  Bratton 
opened  his  office  in  Rock  Hill  in  1940,  and 
Samuel  Lowe  followed  him  nearly  ten  years 
later.  John  W.  Bell  began  pediatric  practice 
in  Greenwood  in  1946,  and  Colquitt  Sims 
started  his  work  in  Anderson  a few  years 
later,  just  within  our  arbitrary  deadline  for 
the  qualification  as  a pioneer. 

As  noted  before,  Columbia  produced  our 
first  genuine  pediatric  specialist  in  the  form 
of  William  Weston,  Sr.  “Pat”  Cornell  of 
Charleston  removed  to  Columbia  in  1920. 
Edward  Barron  began  pediatric  practice  there 
about  1923,  and  Thomas  Dotterer  started  in 
the  next  year.  Following  him  in  order  were 
William  Weston,  Jr.,  Richard  Josey,  Ethel 
Madden,  and  Henry  Moore.  A Columbia 
Pediatric  Clinic  was  organized  by  Dr.  Weston, 
Sr.  as  early  as  1913,  and  the  Columbia  Hos- 
pital Pediatric  Clinic  was  started  by  Dr. 
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Weston,  Jr.  in  1927.  After  a period  of  practice 
in  Sumter  in  the  late  40’s,  John  Harvrn 
settled  in  Columbia. 

In  listing  these  names,  mention  should  be 
made  of  a number  of  general  practitioners 
who  devoted  a large  segment  of  their  time  to 
the  care  of  children,  who  showed  great  inter- 
est in  pediatric  activities,  and  participated  in 
pediatric  organizations.  Edgar  Hines  of 
Seneca  stands  out  particularly  in  this  cate- 
gory. In  Sumter,  Ashley  Mood  and  Robert 
Bultman  were  especially  active  in  the  field. 
W.  E.  Simpson,  John  Bundy,  and  Dr.  Black- 
man labored  in  the  vineyard  of  Rock  Hill, 
and  L.  B.  Salters  of  Florence  and  Frank 
Martin  of  Mullins  were  deeply  interested  in 
the  diseases  of  children. 

Pediatricians  have  increased  rapidly  in 
number  and  now  are  to  be  found  in  many 
relatively  small  towns  where  their  presence 
eliminates  the  previously  necessary  tedious 
travels  to  the  city  specialist.  There  are  now 
80  members  of  the  American  Academy  of 
Pediatrics  in  the  state  and  48  pediatricians 
who  are  not  members  of  that  organization,  a 
total  of  128  physicians  in  pediatric  practice. 

The  South  Carolina  Pediatric  Society, 
established  in  1921  by  a group  of  pediatricians 
and  other  interested  practitioners,  has  con- 


tinued as  a lively  organization,  now  in  the 
process  of  merging  its  activities  with  those  of 
the  South  Carolina  Chapter  of  the  American 
Academy  of  Pediatrics,  which  was  founded  in 
1952  by  16  South  Carolina  members  of  the 
Academy.  The  Charleston  Pediatric  Society, 
started  in  1948  with  13  members,  has  had  a 
continuous  career  and  enjoys  the  distinction 
of  an  activity  which  moves  it  to  meet  weekly. 
Greenville  had  a similar  society  in  19.54,  but 
it  disbanded  after  four  years  of  existence. 

Our  South  Carolina  pediatricians  have  in 
general  carried  on  solo  practice,  with  some 
few  two-man  combinations.  Greenville  boasts 
the  first  four-man  group  in  the  state,  the 
Christie  Group,  established  in  1951,  and  now 
has  a second  group  of  four  and  another  one 
of  three.  Spartanburg  has  one  group  of  four 
and  two  of  three  members,  Charleston  has 
one  of  four,  and  Anderson  has  a combination 
of  three. 

The  story  of  pediatries  in  South  Carolina 
would  not  be  complete  without  mention  of 
the  work  of  the  State  Board  of  Health,  in 
whose  clinics  for  well  babies  and  crippled 
children  many  of  us  have  participated  and 
whose  pediatric  destiny  was  directed  com- 
petently by  Wilson  Ball  and  Hilla  Sheriff 
during  the  period  we  are  considering. 
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X-RAY  FILM  OF  THE  MONTH 


S.  ELLIOTT  PUCKETTE,  JR.,  M.D. 
Charleston  County  Hospital 
Charleston.  S.  C. 


The  forearm  illustrated  is  that  of  an  eleven 
year-old  white  female.  Two  weeks  previously, 
she  had  noted  a painless  lump  on  the  lateral 
aspect  of  her  proximal  forearm.  There  was  no 
limitation  of  motion  and  no  history  of  trauma 
to  the  area. 


The  osseous  lesion  is  a parosteal  osteosar- 
coma. This  is  a rare  lesion  which  occurs  with 
equal  frequency  in  both  sexes  and  over  a 
wide  age  range,  with  more  than  half  the 
patients  being  over  thirty.  As  in  this  case,  the 
clinical  features  are  mild.  If  near  a joint,  the 
mass  may  interfere  with  motion.  Pain  is  a 
late  manifestation. 


Parosteal  osteosarcoma  develops  on  the 
periosteum  at  the  periphery  of  the  bone  and 
grows  outward.  The  more  common  central 
osteosarcomas,  with  their  poor  prognosis,  be- 
gin within  the  bone  and  later  break  out. 
Seventy-five  per  cent  of  parosteal  osteosar- 
comas are  very  slow-growing.  It  is  not  un- 
common for  patients  to  survive  more  than  five 
years  even  after  repeated  inadequate  local 
resections.  In  about  25  per  cent,  particularly 
where  the  tumor  has  invaded  the  medullary 
cavity,  the  relentless  fulminating  course  seen 
in  other  osteosarcomas  can  be  anticipated. 

The  histological  characteristics  are  ex- 
tremely varied  and  it  is  not  uncommon  for  a 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


An  excerpt 
from  No.  i 
of  a new  series 


‘The  Ecology 
of  Birth  Control” 


1 


I 


75million  more  Americans— 
what  impact  on  health  care? 

Because  of  a declining  birthrate  in  the 
United  States  — attributable  in  no  small 
measure  to  the  widespread  use  of  con- 
traceptives—our  population  in  thirty 
years  is  expected  to  be  only  280  mil- 
lion, while  the  world  population  is  ex- 
pected to  double,  reaching  7 billion. 

But  the  word  “only"  has  an  ironic  ring 
to  ecologists  who  warn  of  cities  re- 


sembling overcrowded,  contaminated 
rat  colonies,  of  respiratory  and  mental 
diseases  reaching  epidemic  propor- 
tions and  of  a health-care  community 
virtually  overwhelmed  by  the  burden. 

The  global  consequences  may  be  no 
less  devastating.  Ecologists  estimate 
that  every  American  has  roughly  fifty 
times  the  negative  impact  on  the 
Earth’s  life-support  systems  of,  say,  a 
citizen  of  India.  In  these  terms,  adding 
75  million  Americans  would  be  equiv- 
alent to  adding  3.7  billion  Indians  to 


the  world  population. 

*For  the  complete  brochure,  ana 
others  in  the  series  as  they  appear, 
please  write  to  Searle  or  ask  your  Searle 
representative.  Explored  in  the  forth- 
coming issues  will  be  the  role  of  birth  ] 
control  on  family  pressures  and  itsj 
effects  on  the  family;  the  influences  ol 
poverty,  ethnic  factors  and  marital 
status;  its  role  in  illness,  its  genetic 
implications  and  its  effects  on  the 
emotional  and  behavioral  life  of  the 
individual. 


An  original  contribution 
to  the  science  of  contraception 

Dem/ulen 

Each  tablet  contains  1 mg  ethynodiol  diacetate/50  meg  ethinyl  estradiol 

Demulen...for  low  estrogen  and  Searle’s  progestin. ..with 
its  unsurpassed  contraceptive  effectiveness  and  low  in- 
cidence of  side  effects.. .with  simple  “Sunday-starting” 
and  patient-proof  Compack®  tablet  dispenser. 


Actions  — Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  go- 
nadotropins from  the  pituitary  gland  Demulen  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FHS)  and  the  luteinizing  hormone  (LH) 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The  ef- 
fectiveness of  the  sequential  products  appears  to  be  somewhat  lower  than  that 
of  the  combination  products.  Both  types  provide  almost  completely  effective 
contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have 
not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
pnmate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 

1 The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  con- 
; traceptives  must  be  continued. 

Indication  — Demulen  is  indicated  for  oral  contraception. 

Contraindications  — Patients  with  thrombophlebitis,  thromboembolic  disor- 
ders, cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings-The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
. the  drug  should  be  discontinued  immediately 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studies  of  morbidity  in  the  United  States  have  shown  a statistically  sig- 
nificant association  between  thrombophlebitis,  pulmonary  embolism,  and 
i cerebral  thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There 
have  been  three  principal  studies  in  Britain  '3  leading  to  this  conclusion,  and 
one4  in  this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
the  study  by  Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  asso- 
I dates4  in  the  United  States  found  a relative  risk  of  4.4,  meaning  that  the  users 
; are  several  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
j cause  as  nonusers  The  American  study  also  indicated  that  the  risk  did  not 
persist  after  discontinuation  of  administration,  and  that  it  was  not  enhanced 
by  long-continued  administration.  The  American  study  was  not  designed  to 
evaluate  a difference  between  products.  However,  the  study  suggested  that 
there  might  be  an  increased  risk  of  thromboembolic  efisease  in  users  of  se- 
quential products.  This  risk  cannot  be  quantitated,  and  further  studies  to  con- 
firm this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
| migraine  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medi- 
cation should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated,  it  is 
recommended  that  for  any  patient  wno  has  missed  two  consecutive  periods 
pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regimen, 
i If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  time  of  the  first  missed  period 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect 
to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions  —The  pretreatment  and  periodic  physical  examinations  should 
include  special  reference  to  the  breasts  and  pelvic  organs,  including 
a Papanicolaou  smear,  since  estrogens  have  been  known  to  produce  tumors, 


some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  treatment  with  Demulen. 
Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  re- 
quire careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs  to  a serious  degree  Any  possible 
influence  of  prolonged  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic 
or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients  on  oral  contraceptives. 
The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Demulen  therapy  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Demulen 
may  mask  the  onset  of  the  climacteric.  The  pathologist  should  be  advised  of 
Demulen  therapy  when  relevant  specimens  are  submitted.  Susceptible  women 
may  experience  an  increase  in  blood  pressure  following  administration  of  con- 
traceptive steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives  — 

A statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonaryembolism  and  cerebral  thrombosis. 

Al  though  available  evidence  is  suggestive  of  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse  reac- 
tions: neuro-ocular  lesions,  eg..  retina  I thrombosis  and  optic  neurit  is. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting, gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum.  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted;  anovula- 
tion post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in 
appetite. cystitis-likesyndrome,  headache,  nervousness,  dizziness,  fatigue,  back- 
ache. hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function  increased  sulfobromophthalein  retention  and  other 
tests,  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X; 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contraception 
and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract  13.267-279  (May)  1967. 
2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P:  Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2.193-199  (April  27)  1968.  3.  Vessey,  M P,  and  Doll,  R.:  In- 
vestigation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboem- 
bolic Disease.  A Further  Report.  Brit.  Med.  J.  2.651-657  (June  14)  1969.  4. 
Sartwell,  P E ; Masi,  A.  T.;  Arthes,  F G.;  Greene,  G R , and  Smith,  H.  E : Throm- 
boembolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study, 
Amer  J.  Epidem.  90:365-380  (Nov.)  1969.  1A2 
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Mylanta 
24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G.I.gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 
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lesion  to  be  mistaken  for  a benign  process 
such  as  an  osteochondroma.  As  the  radio- 
logical features  are  often  very  distinctive,  the 
x-ray  study  may  provide  the  key  to  the  micro- 
scopist  making  the  right  diagnosis. 

These  lesions  are  found  most  commonly  in 
the  lower  end  of  the  femur,  either  end  of  the 
tibia  or  proximal  humerus.  They  present  as 
dense  masses  of  new  bone  which  extend 
away  from  the  bony  cortex.  Highly  character- 


istically, in  the  early  stages,  is  a radiolucent 
line  thought  to  represent  the  periosteum 
separating  the  tumor  mass  from  the  cortex  of 
the  underlying  bone. 

In  this  child  the  sclerotic  appearance  in  the 
more  proximal  radius  would  suggest  that  this 
tumor  has  invaded  the  medullary  cavity  and 
is  an  advanced  lesion.  Subsequently,  the  proxi- 
mal one-half  of  the  radius  was  removed. 
Tumor  had  invaded  the  medullary  cavity. 


Significance  of  Hemophysis  in  Lung  Abscess — 
N.  W.  Thomas,  H.  E.  Puro,  and  A.  Arbulu 
(Detroit  General  Hosp,  Detroit).  J Thorac 
Cardiovasc  Surg  59:  617-629  (May)  1970. 

A series  of  52  consecutive  patients  with  lung  abs- 
cesses is  reviewed.  Six  (11%)  had  hemoptysis.  In 
three  (5.5%)  of  these  patients,  the  hemoptysis  was 
life-threatening.  In  two.  the  threat  to  life  was  due 
to  airway  obstruction  from  bleeding.  The  third  pa- 
tient had  a clinical  course  characterized  by  prolonged 
intermittent  hemoptysis,  mild  hypotension,  and  ane- 
mia. In  a patient  with  putrid  lung  abscess,  a single 
episode  of  hemoptysis  sufficient  to  embarrass  respira- 
tions forbodes  future,  more  serious,  bleeding.  Inter- 
mittent hemoptysis  which  requires  tracheostomy  or 
causes  hypotension  and  anemia  in  these  cases  indi- 
cates a life-threatening  situation.  When  chest  x-ray 
pictures  show  a variable-sized  air  meniscus  overly- 
ing a movable  mass,  thoracotomy  as  soon  as  possible 
is  indicated.  Rapid  disappearance  of  an  air-filled  cav- 
ity should  not  be  construed  as  a sign  of  healing  but 
rather  as  an  indication  that  fresh  bleeding  has  re- 
filled the  abscess  cavity.  The  importance  of  operating 
with  the  patient  in  the  supine  position  and  control- 
ling the  bronchus  early  in  the  operation  is  emphasized. 


Control  of  Cigarette  Habit  by  Psychological 
Aversive  Conditioning:  Clinical  Evaluation  in  53 
Smokers — A.  Ochsner  and  F.  Damrau.  J Amer 
Geriat  Soc  18:365-369  (May)  1970. 

In  a group  of  53  smokers,  the  aversive  condi- 
tioning method  of  controlling  the  cigarette  habit 
by  use  of  an  educational  pamphlet  containing 
correspondingly  daily  references  to  the  evils  of 
tobacco  proved  highly  successful  in  a three-week 
test  period.  Results  were  rated  as  excellent  in  34 
smokers  (64%),  good  in  11  (21%),  fair  in  5 
(9%),  and  poor  in  3 (6%).  Twenty  participants 
(38%)  stopped  smoking  altogether  and  9 others 
(17%)  reduced  their  cigarette  consumption  to  one 


or  less  per  day.  Forty-five  participants  (85%) 
smoked  less  than  half  as  much  as  before.  Many 
smokers  who  reduced  their  cigarette  consumption 
substantially  during  the  test  period  gradually 
tapered  it  off  to  complete  abstinence. 


Nonspecific  Air  Pollution  Syndrome  (NAPS) — 

Albert  A.  LaVerne.  Behav  Neuropsy  2:19-21 
(Oct.-Nov.)  1970. 

A large  variety  of  nonspecific  symptom  complexes 
in  the  general  population  appears  to  be  associated 
with  high  atmospheric  pollution  levels.  Intensity, 
chronicity,  and  morbidity  of  symptoms  fluctuate  in 
direct  proportion  to  pollutant  concentration  of  ambient 
air.  Incapacitation  is  significantly  alleviated  by  allow- 
ing patients  to  breathe  pure  air  at  2-8  hour  intervals. 
Fifty  experimental  and  fifty  controlled  patients  com- 
prised the  study.  No  other  form  of  therapy  was 
administered.  One  half  of  the  experimental  group  were 
double  blind  controls.  Seventy-two  percent  (or  36) 
of  the  patients  treated  with  pure  air  showed  ameliora- 
tion of  their  symptom  complexes  for  the  following  24- 
hour  period.  The  therapeutic  effect  was  transient  and 
noncumulative. 


Management  of  Bleeding  Stress  Ulcers — J. 
Kunzman.  Amer  J Surg  119:637-639  (June)  1970. 

Bleeding  stress  ulcers  developed  in  74  young 
men  without  previous  ulcer  disease  and  with 
major  injuries  received  in  the  Vietnam  war.  Of 
four  forms  of  management  for  this  complcation, 
the  best  results  were  obtained  by  nonoperative 
treatment.  Surgery  was  used  only  in  the  event  of 
rapid  blood  loss.  Vagotomy  and  pyloroplasty 
with  oversewing  of  ulcers  and  ligation  of  bleeding 
points  appeared  to  be  the  most  effective  of  the 
three  types  of  surgical  procedure  used.  The  aspect 
of  management  having  the  greatest  therapeutic 
potential  for  this  complication  is  rapid  aggressive 
treatment  for  the  underlying  illness. 
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The  foundation  of  American  Medicine  is  built  on  the  firm  base  of  individual  personal  character- 
istics, grace,  conscience,  style  and  pride— the  summation  of  which  is  decency  and  character.  The 
ability  to  make  and  accept  change  with  conscience  is  decency— this  paves  the  way  to  progress. 
Dean  West  noted  in  the  Eighteenth  Century,  “We  have  just  enough  religion  to  make  us  hate 
(while  sometimes  rationalizing  that  it  is  righteous  indignation),  but  not  enough  religion  to  make 
us  love  one  another.” 

The  physician  has  been  put  on  notice  by  the  American  Medical  Association  and  the  news  media 
that  this  is  the  year  of  Reformation  in  Medicine.  The  following  questionnaire  has  been  circular- 
ized to  officers  of  the  state  societies. 

1.  Do  physicians  in  your  state  regard  some  form  of  national  health  insurance  for  all  ages, 
be  it  comprehensive,  catastrophic,  etc.,  as  imminent,  i.e.,  within  3 years? 

2.  Would  the  medical  profession  in  your  state  be  able  to  cope  effectively  with  the  additional 
demand  generated  by  such  a plan? 

3.  Would  the  quality  of  medicine  be  affected  adversely? 

4.  Is  your  state  medical  society  contemplating  any  special  peer  review  mechanism  to  func- 
tion with  a national  health  plan? 

5.  If  the  Professional  Standards  Review  Organization  (PSRO)  system,  as  proposed  under 
the  Bennett  Amendment  in  the  last  Congress,  is  adopted  in  the  present  Congress,  will 
your  society  participate? 

6.  Would  the  PSROs’  effect  on  the  quality  of  medical  care  be  detrimental? 

Every  physician  should  answer  these  questions,  and  decide  what  he  can  and  cannot  accept  in  his 
own  life  pattern  within  the  bounds  of  character  and  decency. 

Dr.  Joe  Waring  and  Mr.  Jack  Meadors  presented  at  the  Mid-Winter  Conference  in  Columbia  on 
January  24,  1971,  the  following  speakers  and  subjects. 

“HMO  and  PSRO”  “Foundations  for  Medical  Care” 

Mr.  C.  Dexter  Kimsey  Mr.  William  M.  Cohan 

Health  Planning  Consultant  Staff  Consultant,  Health  Care 

Region  IV,  Office  of  C.H.P.-H.E.W.  Financing  Department,  AMA 

Atlanta,  Georgia  Chicago,  Illinois 
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The  Iournal  of  the  South  Cabolina  Medical  Association 


“The  Georgia  Medical  Care  Foundation, “The  Emergency  Health  Personnel  Act  of  1970” 
Inc.”  Malcolm  U.  Dantzler,  M.  D. 

F.  William  Dowda,  M.  D.  Assistant  State  Health  Officer 

President,  Ga.  Medical  Care  Foundation,  Columbia,  South  Carolina 
Inc. 

President,  Fulton  County  Medical  Society 
Atlanta,  Georgia 

A group  of  approximately  forty-five  South  Carolina  Medical  Association  officers  and  members 
reacted  to  the  presentations  with  great  interest.  Questions  put  to  the  essayists  indicated  pro- 
found concern  about  the  pattern  of  legislation  now  before  the  Ninety-Second  Congress. 

Health  Maintenance  Organizations  are  the  proposed  base  for  delivery  of  health  care. 
DEFINITION  A health  maintenance  organization  is  an  organized  system  of  health  care  which 

provides  comprehensive  health  maintenance  and  treatment  services  for  an  enrolled  group  of 
persons  through  a prepaid  aggregate  fixed  sum  or  capitation  arrangement. 

PURPOSE  An  HMO’s  basic  purpose  is  to  seek  improvement  of  the  nation’s  health  care  system 
by  working  toward: 

1.  An  increased  emphasis  on  the  maintenance  of  health  to  prevent  serious  illness; 

2.  Greater  efficiency  in  the  organization  and  use  of  scarce  health  services  resources; 

3.  More  equitable  and  predictable  distribution  of  costs  by  risk  sharing; 

4.  Greater  benefit  for  the  system  by  more  active  and  responsible  participation  of  con- 
sumers, both  in  their  own  patient  activity  and  in  non-medical  decision-making. 

CHARACTERISTICS  An  HMO  may  be  viewed  as  a four-way  agreement  between  an  enrolled 
group  of  consumers,  an  organized  group  of  health  professionals,  a coordinated  set  of  facili- 
ties, and  a formal  financial  plan.  Any  one  of  these  elements  may  provide  the  corporate  focal 
point  for  initiating  the  formation  of  an  HMO,  but  all  elements  must  be  present  and  each 
must  have  an  active  participating  role  in  its  operation. 

SPONSORS  An  HMO  can  be  sponsored  or  organized  by  a medical  foundation,  a community 
group,  a nonprofit  group  allied  with  an  insurance  firm,  or  several  other  combinations.  It 
may  be  hospital-based,  medical  school-based,  or  be  a free-standing  clinic  or  group  of  clinics. 
It  may  provide  all  of  the  services  or  provide  some  and  contract  for  others. 

THE  NEW  LAW  The  proposed  1970  amendments  to  the  Social  Security  Act  provides  that 
both  Medicare  beneficiaries  and  Medicaid  recipients  are  eligible  for  enrollment  in  approved 
HMO’s. 

HMO’s  might  be  required  to  demonstrate  the  following  components  before  approval. 

1.  For  a new  free-standing  HMO  a minimum  initial  enrollment  of  10  thousand  with  pros- 
pects for  25  to  30  thousand  within  two  years. 

2.  Strong  administrative  leadership  in  existence  and  well  accepted  by  all  participants  by 
the  time  of  the  design  and  implementation  stage. 

3.  Compatibility  with  and  access  to  portions  of  the  existing  health  care  system  of  the  area 
as  a backup  resource. 

4.  Demonstration  that  the  HMO  has  complied  with,  or  is  satisfactorily  in  the  process  of 
complying  with,  all  of  the  applicable  corporate  practice  laws,  licensure  laws,  hospital 
certification  regulations,  professional  regulations,  and  other  legal  considerations. 
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Gone  with  the  wind 


The  gas/acid  group  of  disorders 

“The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas. ..neutralizes  free  acid 

SlLAIN-GEL  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with- 
in comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet , select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid , select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  A.:  Med.  Times 3(4:150  (Feb.)  1966. 


Announcing  the“Antgasid” 


Silain-Gel 


Tablets: 

Liquid: 


simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 


one  dose  does  both:  frees  captured  gas... neutralizes  free  acid 


/WROBINS 


A.H.  Robins  Company,  Richmond,  Virginia  23220 


and  single-dose  2 n 
disposable  syringe 


For  your  convenience 
in  2 ml.  and  10  ml.  vials 
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itcc.  Vial  Startle  Solution  I 

Uncocin*  \ 
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THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  49 


1970  by  The  Up/ohn  Company  JA70  9835  MEO  B-4-S  (KZL-5) 


sterile  solution  ( 300  mJ  per  ml. ) 

Consider  Lincocin 

(lincomycin  hydrochloride , Upjbhn) 


\ once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
hand  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


7or  headache,  a sovereign  remedy  wc 
o wear  a snakeskin  round  one's  head, 


A realistic 
approach 

to  pain 
relief 


mpirin 


Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

:ach  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning— 
vlay  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
Ipf  pain  relief 

■B.W.  & Co.'  narcotic  products  are 

Class  "B”,  and  as  such  are  available  on  oral 

prescription,  where  State  law  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

LIZd  Tuckahoe,  N.Y. 


Multivitamins 
with  pyridoxine 
can  impair 
levodopa  therapy 


Your  patient  with  Parkinson’s  disease  and  syndrome 
may  be  taking  a nonprescription  multivitamin 
containing  B6. 

Vitamin  B6  reportedly  reduces  the  benefits  of 
levodopa,  and  may  lead  to  discontinuance  of  therapy 
because  of  apparent  ineffectiveness. 


High-potency  nutritional  support 
under  prescription  control 


Larobec  provides  needed  nutritional  support 
without  pyridoxine  (vitamin  B6)...and  helps  ensure 
that  your  levodopa  therapy  is  not  impaired  by  self- 
medication  with  a pyridoxine-containing  multivitamin 
preparation. 

Complete  Prescribing  Information: 


Each  Larobec  tablet  contains: 

Thiamine  mononitrate  (vitamin  Bi) 15  mg 

Riboflavin  (vitamin  B2) 15  mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin  (vitamin  B,2) 5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid  (vitamin  C) 500  mg 


Description:  For  prophylactic  or  therapeutic  nutritional 
supplementation  concomitant  with  levodopa  therapy  in  patients 
with  Parkinson's  disease  and  syndrome,  Larobec  provides  high 
potency  dosages  of  the  major  B-complex  vitamins,  without 
pyridoxine  (vitamin  B6)  which  has  been  reported1'2  to  reduce  the 
clinical  benefits  of  levodopa  therapy.  B-complex  vitamins  are 
essential  in  the  anabolism  of  carbohydrate  and  protein  and  in 
hematopoiesis.  Larobec  also  contains  therapeutic  quantities  of 
ascorbic  acid,  a substance  involved  in  intracellular  reactions 
such  as  tissue  repair  and  collagen  formation. 

Indications:  Larobec  is  indicated  for  supportive  nutritional 
supplementation  when  a water-soluble  vitaminformula  (without 
pyridoxine)  is  required  prophylactically  or  therapeutically  in 
patients  under  treatment  with  levodopa. 

Warning:  Administration  of  vitamin  Bt  may  be  required  if  signs 
of  pyridoxine  deficiency  develop.  Larobec  is  not  intended  for 
treatment  of  pernicious  anemia  or  other  primary  or  secondary 
anemias.  Neurologic  involvement  may  develop  or  progress, 
despite  temporary  remission  of  anemia,  in  patients  with 
pernicious  anemia  who  receive  more  than  0.1  mg  of  folic  acid 
per  day  and  who  are  inadequately  treated  with  vitamin  B,2. 
Dosage  and  Administration:  One  or  two  tablets  daily,  as 
indicated  by  clinical  need. 

How  Supplied:  Orange-colored, capsule-shaped  tablets, 
imprinted  Roche  73;  bottles  of  100. 

References: 

1.  Duvoisin,  R.  C.,  etal.:  Trans.  Amer.  Neurol.  Assoc.,  94: 81, 
1969.  2.  Cotzias,  G.  C.:  J.A.M.A.,  210: 1255,  1969. 
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Someone 


acutely  iU 


needs  this 


bed. 


It’s  available  because  of  Medicenter. 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  acut 
care  facilities.  A professional  medical  staff  supervise 
all  recuperative  care  under  the  direct  orders  of  each  pa 
tient’s  personal  physician.  Room  rates  are  nominal  — 
about  one-half  the  cost  of  general  hospitals.  And  there’; 
a growing  list  of  insurance  companies  that  already  providt 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  community’: 
health  care  system.  Get  to  know  the  Medicenter  soon.  Youi 
visit  or  inquiry  is  welcome  anytime. 


Medicenter  of  America  / Hopkinsville  • Louisville,  Kentucky 


Efudex 

(fluorouracil) 

cream  solution 


In  the  treatment  of 
solar/actinic  keratoses  - 

An  alternative 
to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/ actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  completel  i 
Residual  mild  erythema  remains  in  somi 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residual 
lesions  or  recurrences. 


_ 
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\n  alternative 

0 conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
epical  alternative  to  cryosurgery,  electrodesiccation 
nd  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
eratoses.  It  is  effective,  comparatively  inexpensive  and 
specially  well  suited  for  treatment  of  these  multiple 
isions.  Important,  too,  is  the  highly  desirable  cosmetic 

1 ssult.  Clinical  experience  demonstrates  that  treatment 
/ith  Efudex  results  in  an  extremely  low  incidence  of 
carring.  * 

Highly  effective 

In  clinical  trials,  depending  on  the  dosage  form 
nd  strength  used,  complete  involution  occurred  in 
7 to  88  per  cent  of  lesions  following  treatment.  The 
ate  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
ent  up  to  a year  after  completion  of  therapy.  When 
ew  lesions  appeared,  repeated  courses  of  Efudex 
aerapy  proved  effective.* 

Predictable 
herapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
f Efudex  therapy.  The  response  is  usually  characteris- 
ic  and  predictable.  After  three  or  four  days  of  treat- 
ment, erythema  begins  to  appear  in  the  area  of  keratoses, 
'his  is  followed  by  an  intense  inflammatory  response, 
caling  and  occasionally  moderate  tenderness  or  pain. 

'he  height  of  the  inflammatory  reaction  generally  occurs 
wo  weeks  after  the  start  of  therapy,  and  then  begins 
p subside  as  treatment  is  stopped.  Within  two  weeks  of 
I iscontinuing  medication,  the  inflammation  is  usually 
;one.  A mild  erythema  may  remain  for  two  or  three 
nonths  before  gradually  receding.  Since  this  response 
s so  predictable,  lesions  which  do  not  respond 
hould  be  biopsied. 

(Two  strengths— two 
dosage  forms 

[Efudex  is  available  as  a 2%  or  5%  solution  or 
s a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
vith  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
>ortant  considerations:  First,  please  consult  the  com- 
pete prescribing  information  for  precautions,  warnings 
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and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions : If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers  — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 
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Efudex 

(fluorouracil) 

cream/solution 


5.  Demonstration  that  the  HMO  can  manage  anticipated  fiscal  deficits  during  the  initial 
operating  period. 


6.  The  modem  business  management  mechanism  (which  has  been  found  so  necessary  by 
groups  who  have  operated  prepaid  capitation  health  care  systems)  that  can  produce  the 
specific  accounting  and  data  information  which  will  be  required  of  HMO’s. 

7.  An  understanding  of  the  need  for  community  outreach  and  active  consumer  participation 
in  its  organization  and  operation. 

Under  the  leadership  of  organized  medicine  it  is  hoped  that  the  Reformation  in  Medicine  of  the 
1970’s  will  evolve  into  such  a system  that  it  can  be  accepted  by  the  majority  of  the  profession  with 
grace  and  style  within  the  framework  of  character  and  decency. 


February  9,  1971 


Ben  N.  Miller,  M.  D. 


Editorials 


Post  Graduate  Training 

There  are  indications  that  many  physicians 
tend  to  locate  their  practice  in  the  area  where 
they  receive  their  last  formal  training.  Some 
physicians  take  their  training  specifically  in 
certain  geographic  areas  primarily  because  of 
their  intention  to  live  in  that  vicinity.  While 
there  is  no  question  that  a physician  should 
not  compromise  the  quality  of  his  training, 
these  above  factors  are  a reality  which  must 
be  dealt  with  when  considering  the  shortage 
of  physicians  in  various  areas.  This  points,  I 
think,  to  the  necessity  for  the  establishment 
and  maintenance  of  high  quality  training 
programs  in  various  locations  in  such  a state 
as  South  Carolina. 

Most  physicians  are  well  acquainted  with 
the  very  fine  post  graduate  training  programs 
associated  with  and  maintained  by  the  Medi- 
cal University  of  South  Carolina.  Less  well 
known  are  some  of  the  training  programs  in 
other  areas  of  the  state  such  as  Spartanburg, 
Greenville,  and  Columbia.  There  are  a variety 
of  training  programs  at  the  post  graduate 
level  in  operation  in  these  areas,  some  of 
which  maintain  active  affiliations  with  the 
Medical  University  of  South  Carolina  and 


other  such  teaching  institutions.  The  academic 
quality  of  these  programs  would  appear  to 
be  quite  adequate  although  it  has  become  in- 
creasingly difficult  to  maintain  such  programs 
in  areas  where  medical  schools  are  not  phy- 
sically located. 

Varying  proposals  have  been  made  to  help 
correct  this  particular  problem  and  to  main- 
tain survival  of  these  programs  such  as  has 
been  done  in  other  states.  It  would  seem  at 
this  point  that  South  Carolina,  with  its  rela- 
tively low  ratio  of  physicians  to  population, 
could  not  afford  a loss  of  any  good  training 
programs  if  this  could  be  prevented. 

In  a future  issue  of  the  Journal  a descrip- 
tion will  be  given  of  the  training  programs  in 
operation  which  are  not  physically  located  at 
the  Medical  University  of  South  Carolina  as 
these  programs  appear  to  be  more  a necessity 
than  a luxury. 

Dr.  Banov’s  Book 

The  materials  for  the  writing  of  history  are 
often  derived  from  personal  recollections. 
Sometimes  these  recollections  are  the  only 
record  of  certain  events;  in  greater  or  less  de- 
tail they  may  touch  upon  many  experiences 
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from  the  background  of  the  storyteller’s  life. 
The  rapid  development  of  concern  for  public 
health  in  this  century  sometimes  makes  us 
forget  the  relatively  primitive  efforts  which 
preceded  them  and  indeed  extended  into  this 
century  itself. 

Leon  Banov  of  Charleston,  the  county’s 
health  officer  for  many  years,  began  his  career 
when  procedures  were  simple,  acceptance  was 
slow  and  progress  was  not  meteoric.  He  was  a 


large  part  of  the  remarkable  development  of 
the  Charleston  Board  of  Health’s  activities  in 
recent  years  and  he  has  written  an  account 
which  is  interesting,  readable,  and  informa- 
tive. A quiet  sense  of  humor  pervades  the 
whole  story  and  the  numerous  incidents  which 
the  author  recalls  have  much  human  interest. 
Further  notice  of  this  book  is  taken  in  the 
book  review  section  of  this  Journal. 

J.  I.  W. 


LETTER  TO  THE  EDITOR 


Dear  Ed: 

Since  nobody  “up  there”  is  speaking  for  us, 
I guess  we’ll  have  to  speak  for  ourselves;  just 
hope  this  letter  don’t  get  too  damp  crossing 
the  Biver  Styx.  See,  we  have  this  club  “down 
here”  with  special  requirements.  You  are 
eligible  only  if  you  are  signed  out  as  a 
“Natural  Death”  but  actually  were  a “homi- 
cide,” “suicide,”  or  an  “accidental.” 

Ole  Arsenic  Arnold  was  saying  just  the 
other  day  that  seems  like  with  all  the  medical 
and  scientific  advancements  and  stuff  that  our 
membership  should  be  falling  off,  but  then 
somebody  else  reminded  him  that  our  coming 
out  party  this  year  was  the  biggest  and  best 
ever,  so  don’t  change  anything  “up  there,”  just 
keep  ’em  cornin’. 

Anyway,  we  are  a pretty  clean-cut  bunch 
of  fellows,  you  can’t  tell  there’s  anything 
wrong  with  us  unless  you  look  real  close  and 
know  how  to  talk  to  us.  Then  you  find  out 
plenty  about  how  we  were  “removed”  be- 
cause we’ve  got  a lot  to  tell  even  “if  it’s  the 
last  thing  we  do.” 

Of  course,  I don’t  really  know  what  all  the 
fuss  is  about.  If  the  coroner  gets  special  foren- 
sic help  just  like  the  sheriff  gets  help  from 
the  FBI  and  SLED,  it’ll  just  cut  down  on  our 
membership  and  dues  will  go  up.  Take,  for 
example,  what  happened  in  Virginia  and  New 
York  a few  years  ago.  They  always  sent  us  a 
pretty  good  bunch  of  guys,  “real  coolies,” 
then  the  law  was  changed  and  they  got  a 
Medical  Examiner’s  System.  Now  they  all  get 


labels— proper-like,  you  know,  “accidental,” 
“homicide,”  etc.  But  now  after  they  get  down 
here,  they’re  too  uppity  and  righteous  to  want 
to  join  our  club  “of  mistakes”  as  they  call  it. 

And  I hope  those  legislators  never  learn  the 
cost  of  The  System.  Then  we  would  have  to 
disband.  I understand  the  recommended  sys- 
tem is  the  best  buy  on  the  legislation  market 
today— a similar  System  has  been  operating  in 
Virginia  for  20  years  and  after  this  period  of 
time,  it  just  costs  $.07  per  capita;  an  estimated 
figure  of  $150,000  for  South  Carolina  is  $.06 
per  capita— pretty  realistic  figure  it  seems  to 
me— but  then  I’m  just  the  secretary  of  this 
club;  Dementia  Praecox,  an  Italian,  I believe, 
is  the  treasurer. 

Now,  sometimes  at  the  business  meetings 
Carbon  Monoxide  Charlie  and  “Needles” 
Vein  and  the  others  get  mad  just  thinking 
about  their  being  “removed”  without  nobody 
back  home  knowing  how  it  was  done.  Then 
we  remind  them  about  all  the  fuss  and  bother 
to  the  family  and  to  the  police  if  the  truth  had 
ever  been  found  out.  Of  course,  “Moxie”  was 
an  “accidental”  and  he  remembers  his  wife 
could  have  used  the  extra  money  from  the 
double  indemnity  insurance  for  the  education 
of  his  boys— but  why  cry  over  spilt  milk,  I 
always  say. 

Well,  maybe  someday  they’ll  change  it,  but 
in  the  meantime  we’ll  have  the  last  laugh 
and  “just  live  it  up,”  so  to  speak. 

Leslie,  “Gone  But  Forgotten” 

William  F.  Fairey,  M.D. 


March,  1971 
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This  photograph  in  no  way  implies 
an  endorsement  of  Norgesic  by  Jerry  Quarry 


Norgesic... the  versatile  analgesic 
provides  effective  analgesia  and 
relief  of  associated  muscle  spasm 


offers  fast  onset  of  symptomatic  relief 

produces  a high  level  of  analgesia 

affords  sustained  pain  relieving  action 

provides  predictable  relief— overall  satisfactory 
response  in  approximately  80%  of  patients 


the  versatile  analgesic 


sTS 


(orphenadrine  citrate,  25  mg.;  aspirin,  225  mg.;  phenacetin,  160  mg.;  caffeine,  30  mg.) 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphenadrine,  Norgesic  should  not  be  used  in 
patients  with  glaucoma,  pyloric  or  duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at  the 
bladder  neck  Norgesic  is  also  contraindicated  in  patients  with  myasthenia  gravis  and  in  patients  known  to  be 
sensitive  to  aspirin,  phenacetin  or  caffeine 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  prop- 
oxyphene concurrently,  it  is  recommended  that  Norgesic  not  be  given  in  combination  with  propoxyphene 
(DarvonJ). 


Warnings:  USE  IN  PREGNANCY  Since  safety  of  the  use  of  this  preparation  in  pregnancy,  during  lactation,  or  in 
the  child-bearing  age  has  not  been  established,  use  of  the  drug  in  such  patients  requires  that  the  potential  benefits 
of  the  drug  be  weighed  against  its  possible  hazard  lo  the  mother  and  child 

USE  IN  CHILDREN  The  safe  and  effective  use  of  this  drug  In  children  has  not  been  established,  therefore,  the 
physician  must  weigh  the  benefits  against  the  potential  hazards 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of  phenacetin  may  result  in  nephrotoxicity. 
Caution,  therefore,  should  be  exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders.  It  should 
also  be  used  with  caution  in  patients  with  tachycardia 

Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or  those  usually  associated  with  mild 
anticholinergic  agents  These  may  include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth, 
blurred  vision,  dilatation  of  the  pupil,  increased  intraocular  tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  drowsiness,  and  rarely,  urticaria  and  other  dermatoses  Infrequently  an  elderly  patient 
may  experience  some  degree  of  confusion  Mild  central  excitation  and  occasional  hallucinations  may  be  ob- 
served These  mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage  One  case  of  aplastic  anemia 
associated  with  the  use  of  Norgesic  has  been  reported  No  causal  relationship  has  been  established 
Dosage  and  Administration:  Adults  - 1 to  2 tablets  3 to  4 times  daily 
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Dr.  Robert  A.  Martin  of  Fort  Mill  has 
been  named  chief  of  staff  of  York  General 
Hospital.  Dr.  T.  W.  Parkinson  will  serve  as 
vice-chief  of  staff  and  Dr.  Joel  B.  Honeycutt 
was  named  secretary-treasurer.  Dr.  William 
Hunter  has  been  named  as  Heart  Fund 
chairman  for  the  Clemson  Unit  of  the  South 
Carolina  Heart  Association.  Dr.  Robert 
Jones  is  County  Chairman  for  the  Anderson 
County  Heart  Association.  Dr.  John  W. 
Manly  has  been  named  Heart  Fund  chair- 
man for  the  Greenville  County  Heart  Unit. 
The  1971  edition  of  “Personalities  of  the 
South  ” will  list  Dr.  Kenneth  G.  Lawrence  of 
Florence.  Dr.  Lawrence  specializes  in  gyne- 
cology and  obstetrics  and  has  been  active  in 
community  projects. 

Dr.  E.  B.  Heisel  is  operating  a Rural  Mis- 
sion to  bring  medical  care  to  the  people  of 
the  rural  coastal  islands  south  of  Charleston. 
Dr.  Heisel  is  a physician  from  Columbus, 
Ohio,  who  volunteered  for  the  effort.  The 
Palmetto  Council,  Boy  Scouts  of  America, 
have  presented  the  Distinguished  Eagle 
Award  to  Dr.  Richard  S.  Wilson,  Dr.  George 
Dean  Johnson  and  Dr.  Wardlaw  Hammond 
of  Spartanburg  and  Dr.  William  K.  Brum- 
bach  of  Gaffney. 

Dr.  Arthur  V.  Williams  has  been  elected 
president  of  the  professional  staff  of  the 
Medical  University  Hospital  in  Charleston. 


Other  new  officers  are  Dr.  Kathleen  A. 
Riley,  vice  president,  and  Dr.  Charles  P. 
Darby,  Jr.,  secretary.  Dr.  John  E.  Gibbs,  Jr. 
has  announced  the  opening  of  his  office  at 
158  St.  Andrews  Boulevard,  Charleston.  His 
practice  will  be  limited  to  ear,  nose  and 
throat  surgery  and  the  treatment  of  asso- 
ciated allergies.  The  Greenville  County 
Medical  Society  has  elected  Dr.  Lucius  Cline 
as  president.  Other  officers  installed  in- 
cluded Dr.  Lawson  Stoneburner  as  vice- 
president,  Dr.  Lawrence  N.  Bellew  as  secre- 
tary and  Dr.  James  B.  Gowan  as  treasurer. 
Dr.  Donald  G.  Kilgore,  Jr.  was  renamed 
editor  of  The  Bulletin  and  Dr.  John  T. 
Latham  was  named  business  manager. 

Members  of  the  Richland  County  Board  of 
Health  include  Dr.  Strother  Pope,  Chairman, 
and  Dr.  Ethel  Mae  Madden.  Dr.  James  L. 
Graham,  Jr.  recently  opened  a medical  office 
in  the  Lexington  Medical  Mall.  He  will 
specialize  in  diseases  and  surgery  of  the 
eye.  Dr.  Graham  completed  his  residency 
training  in  ophthalmology  at  the  Medical 
University  of  South  Carolina.  Dr.  Robert  D. 
Capell  has  joined  Dr.  David  W.  Mauldin  and 
Dr.  William  W.  Francis  in  the  practice  of 
general  medicine  in  Pickens.  Dr.  Capell 
graduated  from  the  Medical  University  of 
South  Carolina  in  1967. 


SCMA,  New  Members 


Dr.  Robert  0.  Jones 

Memorial  Hospital 
Georgetown,  S.  C.  29440 
Dr.  James  Linder 
Bennettsville,  S.  C.  29512 
Dr.  David  Mclnnis 
Bennettsville,  S.  C.  29512 


Dr.  Walter  H.  Davidson 
R.  F.  D. 

Clio,  S.  C.  29525 

Dr.  George  H.  Varn,  Jr. 

1109  Memorial  Lane 
Georgetown,  S.  C.  29440 
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Medical  University  of  South  Carolina 


Dr.  Vince  Moseley  has  been  named  the 
first  recipient  of  an  annual  award  for  dedi- 
cated service  by  the  professional  staff  of  the 
Medical  University  Hospital  in  Charleston. 
Dr.  Moseley  is  professor  of  medicine  and 
coordinator  for  the  South  Carolina  Regional 
Medical  Program.  He  is  also  director  of  the 
division  of  continuing  education  at  the 
Medical  University.  The  award  was  made 
for  his  twenty-four  years  of  service  to  the 
health  and  medical  education  of  the  state, 
community  and  the  students  and  staff  of 
the  Medical  University. 

Three  facility  members  of  the  Medical 
University  participated  in  the  annual  na- 
tional meeting  of  research  workers  investi- 
gating the  effects  of  pesticides  on  humans 
held  in  Atlanta.  Dr.  S.  H.  Sandifer,  associate 
professor  of  medicine  and  project  director 
of  the  Medical  University  Pesticide  Study, 
presented  a paper  on  “Pesticide  Effects  on 
Cardiovascual  Risk  Factors.”  Julian  E.  Keil, 
associate  in  preventive  medicine  and  prin- 
cipal investigator  of  the  local  study,  spoke 
on  “Effects  of  Measured  Doses  of  DDT  on 
Four  Human  Volunteers  and  Selected  Intes- 
tinal Flora.”  The  third  participant  was  Dr. 
Richard  H.  Gadsden,  professor  of  bio-chem- 
istrv  and  clinical  pathology,  who  is  director 
of  the  National  Enzyme  Quality  Control 
Laboratory. 

Dr.  Leon  Banov,  Jr.  of  Charleston  will 
deliver  the  Howard  Frykman  Memorial  Lec- 
ture on  March  23  at  the  University  of  Min- 
nesota Medical  School.  A proctologist,  Dr. 
Banov  is  assistant  clinical  professor  of  sur- 
gery at  the  Medical  University. 

Dr.  William  S.  Powell  of  the  Medical  Uni- 
versity of  South  Carolina  was  one  of  15 


psychiatric  residents  selected  from  through- 
out the  nation  to  attend  the  annual  meeting 
of  the  American  College  of  Psychiatrists 
January  14-16  at  Fort  Lauderdale,  Florida. 
Dr.  Powell  is  Chief  Resident  in  Psychiatry. 
He  received  his  M.D.  degree  in  1965  from  the 
Medical  University,  interned  in  the  Medical 
University  Hospital  and  is  currently  in  his 
third  year  of  residency  at  the  Medical  Uni- 
versity. 

Dr.  H.  Biemann  Othersen,  associate  pro- 
fessor of  surgery  and  chief  of  pediatric  sur- 
gery has  received  the  largest  grant  ever 
given  a South  Carolina  researcher  by  the 
American  Cancer  Society  for  a study  in  a 
new  approach  to  cancer  treatment.  The 
$46,000  grant  is  to  be  used  for  research  to 
utilize  sensitized  white  blood  cells  of  animals 
to  combat  human  tumors. 


PLACEMENT  SERVICE 

Orthopaedic  surgeon  possibly  interested  in 
settling  in  Western  South  Carolina.  Board 
eligible.  On  active  duty  in  the  Navy.  Avail- 
able 1972. 

Interested  in  field  of  cardiovascular  surgery 
in  the  state  of  South  Carolina.  Certification, 
American  Board  of  Surgery,  1969,  and  Board 
of  Thoracic  Surgery,  1970.  Available  July, 
1971. 

For  information  concerning  this  column, 
write  to  the  Journal  of  the  South  Carolina 
Medical  Association,  P.  O.  Box  1461,  Colum- 
bia, S.  C.  29202. 
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SOUTH  CAROLINA  DEPARTMENT 
OF  MENTAL  HEALTH 

William  S.  Hall,  M.D. 

State  Commissioner  of  Mental  Health 


A new  and  ultra-modem  research  labora- 
tory has  been  relocated  and  re-opened  at  the 
William  S.  Hall  Psychiatric  Institute,  a Divi- 
sion of  the  South  Carolina  Department  of 
Mental  Health. 

Under  the  direction  of  Dr.  Nandkumar 
Shah,  Research  Scientist,  the  new  laboratory 
is  expected  to  greatly  enhance  and  advance 
some  15  research  projects  which  are  already 
underway  at  the  Hall  Institute,  in  addition  to 
encouraging  further  projects  in  the  field  of 
mental  illness. 

The  new  facility  was  constructed  at  a cost 
of  almost  $100,000  and  came  from  funds 
made  available  from  the  Ensor  Research 
Foundation,  part  of  the  estate  of  the  late  Doc- 
tor Joshua  Fulton  Ensor,  who  was  super- 
intendent of  the  South  Carolina  State  Hospital 
from  1870  to  1878. 

The  Foundation  was  established  in  1942 
under  the  will  of  the  late  Mrs.  Grace  E. 
Rrown.  The  purpose  of  the  Foundation,  as 
stated  in  the  will,  is  to  operate  a research 
laboratory  for  the  study  of  mental  diseases. 
The  original  value  of  the  bequest  was  $60,000, 


and  this  was  matched  by  the  State  of  South 
Carolina  in  1944.  Since  then  the  earnings 
have  been  allowed  to  accumulate  until  a suffi- 
cient principal  existed  to  support  meaningful 
research  in  mental  illness.  The  current  value 
of  this  Foundation  is  $275,000. 

The  existence,  once  again,  of  a well-equip- 
ped research  laboratory  is  a decided  asset  to 
the  total  teaching,  training  and  research  pro- 
gram of  the  Institute. 

Experience  has  shown  that  active  research 
programs  have  a two-fold  effect:  (1)  the 
overall  advancement  of  medical  knowledge; 
and  (2)  such  programs  attract  new  and  out- 
standing talent  in  teaching,  training  and  ser- 
vice programs. 

The  Ensor  Foundation  Research  Lab- 
oratory is  equipped  to  perform  the  sophisti- 
cated research  in  the  areas  of  the  chemistry 
of  the  brain,  histochemical  analysis  and  use 
of  radio-isotope  techniques  to  investigate  the 
absorption,  distribution,  metabolism  and  ex- 
cretion of  the  drugs  used  in  the  field  of  psy- 
chiatry. 


SPRING  RITES 

Robert  E.  Quinn,  M.D. 

Throughout  the  woods  in  sexual  candor 
Azaleas  shout  their  propaganda, 

While  dogwoods  turning  saintly  pale 
Perversely  take  the  virgin’s  veil. 
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Westbrook 


Psychiatric  Hospital,  Inc. 
Richmond,  Virginia 

FOUNDED  1911 


PSYCHIATRY 

REX  BLANKINSHIP,  M.  D. 
Chairman,  Advisory  Group 

JOHN  R.  SAUNDERS,  M.  D. 
Medical  Director 

THOMAS  F.  COATES,  JR.,  M.  D. 
Assistant  Medical  Director 

OWEN  W.  BRODIE,  M.  D. 
Associate  in  Psychiatry 

M.  M.  VITOLS,  M.  D. 
Associate  in  Psychiatry 


NEUROLOGY 

GERALD  W.  ATKINSON,  M.  D 
Associate  in  Neurology 

CHILD  PSYCHIATRY 

GILBERT  SILVERMAN,  M.  D. 
Associate  in  Child  Psychiatry 

ADMINISTRATION 

H.  R.  WOODALL 
Administrator 


WINCHESTER 

“CAROLINAS’  HOUSE  OF  SERVICE ” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 


We  have  salesmen  living  in  South  Carolina  to  serve  you 

^ We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver- 
^ tised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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When  irritable  colon  feels  like  this 


■ 


. in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 


□ belladonna  alkaloids— for  the  hyper- 
active bowel  □ simethicone  — for  ac- 
companying distension  and  pain  due  to 
gas  □ phenobarbital  — for  associated 
anxiety  and  tension 

Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 


belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 
nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  I Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED" 

antispasmodic/ sedative/antiflatulent 


MEETINGS 


PRimER 

PLUS 

Flexoplnsf 


A practical, 
ambulatory  treatment 
for  leg  ulceration 

The  Flexible  Cast:  The  PRIMER  medi- 
cated bandage,  in  conjunction  with  the 
FLEXOPLAST  elastic  adhesive  bandage, 
comprise  the  cast. 

This  is  a more  comfortable  and  faster 
method  of  healing  than  Unna’s  Boot.  Fre- 
quent changing  of  the  dressing  is  elimi- 
nated. The  newly  forming  granulation  and 
epithelium  are  left  undisturbed.  It  is  the 
modern  form  of  treatment. 


...  Edward  Taylor  Ltd.  ••••. 

A Division  of  Glenwood  Laboratories  Inc. 

Tenafly,  New  Jersey  07670 

Gentlemen: 

Please  send  me 

□ literature 

□ samples  of  PRIMER  medicated  bandage 
and  FLEXOPLAST  elastic  adhesive 
bandage. 

Name M.D. 

Address  

City 

State Zip 


205th  Annual  Meeting,  The  Medical  So- 
ciety of  New  Jersey,  May  15-18,  Iladdon 
Hall,  Atlantic  City. 

28th  Annual  Meeting,  The  American 
Geriatrics  Society,  April  23-24,  1971,  Chica- 
go, Illinois.  For  information  contact  Edward 
Henderson,  M.D.,  Executive  Director,  Amer- 
ican Geriatrics  Society,  10  Columbus  Circle, 
New  York,  N.  Y.  10019. 

52nd  Annual  Session,  The  American  Col- 
lege of  Physicians,  March  29-April  2,  1971, 
Denver  Colorado. 

American  Industrial  Health  Conference, 

April  19-22,  Atlanta,  Georgia. 

The  Nineteenth  Annual  Clinical  Meeting 
of  The  American  College  of  Obstetricians 
and  Gynecologists  will  be  held  in  San  Fran- 
cisco, May  3-6,  1971.  Non-Fellows  may 
register  to  attend  both  the  meeting  and  the 
Postgraduate  Courses  which  precede  the 
meeting  on  May  1 and  2.  Contact : Donald  F. 
Richardson,  79  West  Monroe  Street,  Chicago, 
Illinois  60603 

A continuation  course  on  “Clinical  Electro- 
encephalography” will  be  held  September 
13-15,  1971,  in  Minneapolis,  Minnesota.  The 
course  is  designed  to  review  the  principal 
applications  of  the  EEG  to  clinical  medical 
practice,  and  is  sponsored  by  the  American 
Electroeneephalographic  Society. 

Inquiries  about  further  details  of  the 
course  or  registration  procedure  should  be 
addressed  to  Dr.  Donald  W.  Klass,  EEG 
Course  Director,  Mayo  Clinic,  Rochester, 
Minnesota  55901 
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Annual  Scientific  Sessions 
South  Carolina  Heart  Association 

Friday,  April  30 — Saturday,  May  1,  1971 
Town  House  Motel,  Columbia 


Friday,  April  30th 

10:00  a.m.  Symposium:  Direct  Surgical  Ther- 
apy of  Atherosclerotic  Disease 

A.  Surgical  Approaches  to  Extra-Cranial 

Cerebral  Vascular  Disease 

W.  H.  Lee,  Jr.,  M.D.,  Professor  of 

Surgery,  MUSC 

B.  Direct  Revascularization  Procedures  in 

Coronary  Heart  Disease 

P.  Hairston,  M.D.,  Associate  Professor 

of  Surgery,  MUSC 

C.  Atherosclerotic  Disease  of  the  Aorta 

R.  R.  Bradham,  M.D.,  Clinical  Profes- 
sor of  Surgery,  MUSC 

D.  Approaches  to  Peripheral  Atherosclerotic 

Vascular  Disease 

G.  B.  Bradham,  M.D.,  Associate  Pro- 
fessor of  Surgery,  MUSC 

E.  Panel  Discussion 

2:00  p.m.  Simultaneous  Sessions 

A.  Current  Concepts  of  Extra-Cardiac 
Shunt  Procedures  in  Congenital  Cy- 
anotic Heart  Disease 
W.  W.  L.  Glenn,  M.D.;  William 
Rashkin,  M.D. 

(Sponsored  by  S.  C.  Pediatric  Cardiol- 


ology  Society) 

B.  Clinical  Practice  of  Cardiology 

Audio-visual  lectures  to  be  shown 
concurrently 

1.  Approaches  to  Sudden  Death  from 
Coronary  Heart  Disease 

2.  The  Stroke  Syndrome— Clinical  and 
Diagnostic  Aspects 

3.  Modern  Pharmacological  Manage- 
ment of  Systemic  Hypertension 

4.  Examination  of  the  Arterial  System 
Saturday,  May  1st 

9:30  a.m.  Symposium:  Cardiac  Pacing 

A.  Chronic  Heart  Block— Etiology  and 

Management 

P.  C.  Gazes,  M.D.,  Professor  of  Medi- 
cine, MUSC 

B.  Problems  and  Long-Term  Results  of 

Cardiac  Pacing 

P.  Hairston,  M.D.,  Associate  Professor 
of  Surgery,  MUSC 

C.  Temporary  Cardiac  Pacing— Indications 

and  Results 

G.  H.  Hendrix,  M.D.,  Associate  Profes- 
sor of  Medicine,  MUSC 

D.  Panel  Discussion 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF 
DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation 
and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients, 
including  individual  psychotherapy,  group  therapy,  psychodrama,  electro-con- 
vulsive therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with 
families,  family  therapy,  and  extensive  and  well  organized  activities  program, 
including  occupational  therapy,  art  therapy,  music  therapy,  athletic  activities  and 
games,  recreational  activities  and  outings.  The  treatment  program  of  each  patient 
is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be 
realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  avail- 
able on  grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treat- 
ment program  and  is  accredited  through  the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in 
the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  ( 1 ) Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr..  M.D. 

Chief  of  Clinical  Services  Associate  Professor  of  Psychiatry 

and  Medical  Director 


March,  1971 


151 


Book  Reviews 


New  Nilcol- 
A Comprehensive 
Formula: 


“THEORY  AND  PROBLEMS 
OF  CHILD  DEVELOP- 
MENT”, David  P.  Ausubel 
and  Edmond  V.  Sullivan, 
Grune  and  Stratton,  New 
York,  1970,  849  pages. 

This  is  an  excellent  refer- 
ence work,  but  is  not  recom- 
mended for  the  busy  practi- 
tioner. The  authors  success- 
fully integrate  the  various 
theories  of  personality  de- 
velopment and  assume  an  in- 
teractionist  position  on  the 
nature-nurture  problem.  The 
authors  dismiss  the  possibility  of  applying  their 
theoretical  formulations  to  the  treatment  of 
children  rather  unconvincingly.  “A  word  of  cau- 
tion is  indicated  regarding  the  applicability  of 
the  generalizations  and  empirical  data  in  this 
book  to  practical  problems  of  child  rearing, 

child  guidance,  and  curriculum  development 

Thus,  before  the  practical  implications  of  child 
development  can  be  legitimately  and  validly 
applied  in  guidance  and  educational  settings, 
extensive  preliminary  research  at  the  engineer- 
ing level  of  operations  is  obviously  required.” 
The  authors  appear  to  be  ignoring  the  tremen- 
dous feedback  they  can  obtain  from  clinicians 
who  utilize  their  theories.  They  also  ignore  the 
huge  treatment  needs  that  prevail  today  in  this 
country. 

The  following  four  chapters  are  especially  use- 
ful for  the  clinician:  Chapter  9,  “Parent  Child 
Relationships”;  Chapter  10,  “Relationships  with 
Peers”;  Chapter  11,  “Psychosocial  Aspects  of 
Personality  Development”;  and  Chapter  12,  “Emo- 
tional Development.” 

Robert  C.  Schnackenberg,  M.D. 

AS  I RECALL,  THE  STORY  OF  THE 
CHARLESTON  COUNTY  HEALTH  DEPART- 
MENT, by  Leon  Banov,  PH.G.,  M.D.,  LL.D.  R.  L. 
Bryan  Co.,  Columbia,  S.  C.  1970.  170  pages.  Hard- 
back and  paperback. 

A major  part  of  the  story  of  the  growth  of  the 
Charleston  County  Health  Department  is  the  story 
of  Leon  Banov,  progressive  and  indefatigable  health 
officer  for  many  years,  and  only  recently  retired  to  an 
honorary  consultant  position.  His  narrative  is  largely 
autobiographical  and  starts  with  his  early  days  as  an 
assistant,  moving  on  through  a readable  and  enter- 
taining description  of  the  development  of  public 
health  measures  in  an  important  South  Carolina 
county,  a development  which  paralleled  the  great 
progress  of  public  health  measures  everywhere.  Dr. 
Banov  was  an  innovator.  He  was  largely  responsible 
(Continued  on  Page  157) 


DESCRIPTION  Contents  in  mg 

Elixir- 
each 
Tablet  15  ml 

phenylpropanolamine  HCI  . . 50  25 

chlorpheniramine  maleate  . . 4 2 

glyceryl  guaiacolate 200  100 

dextromethorphan  HBr 30  15 

alcohol 10% 

The  scored,  elliptical  tablet  is  light 
violet.  The  elixir  is  deep  violet  in  color 
and  grape-flavored. 

ACTIONS  Each  component  of  Nilcol  has 
been  selected  to  provide  symptomatic  re- 
lief of  congestion  and  cough  in  upper 
respiratory  disorders. 

Phenylpropanolamine  hydrochloride  is 
a vasoconstrictor  which  reduces  conges- 
tion of  the  nasopharyngeal  mucosa. 
Chlorpheniramine  maleate,  a widely  used 
antihistamine,  helps  to  control  allergic 
symptoms.  The  expectorant  is  glyceryl 
guaiacolate  which  helps  to  increase  the 
secretion  and  decrease  the  viscosity  of 
fluids  of  the  respiratory  tract.  Dextro- 
methorphan is  a well-known,  centrally 
acting  antitussive.  Nilcol  may  minimize 
the  need  for  topical  decongestants. 
INDICATIONS  Nilcol  is  indicated  for 
nasal  and  bronchial  congestion;  coughs 
and  other  symptoms  of  respiratory  infec- 
tions including  influenza  and  the  com- 
mon cold;  other  respiratory  conditions 
such  as  sinusitis,  allergic  rhinitis  or  hay 
fever. 

CONTRAINDICATION  Hypersensitivity 
to  any  ingredient. 

PRECAUTIONS  Because  of  the  possibility 
of  drowsiness,  patients  should  be  cau- 
tioned against  driving  and  operating 
machinery.  Administer  with  caution  to  pa- 
tients with  hyperthyroidism,  hypertensive 
cardiovascular  disease,  diabetes  mellitus 
and  liver  disease.  Use  in  pregnancy  is  not 
recommended. 

ADVERSE  REACTIONS  Anxiety,  restless- 
ness, tension,  insomnia,  tremor,  weakness, 
headache,  vertigo,  sweating,  nausea, 
and  vomiting  may  possibly  occur. 
SUPPLIED  Tablets  in  bottles  of  100.  Elixir 
in  bottles  of  32  fl  oz  (1  qt)  with  dosage 

CUpS.  N-GP-11-4C 

WARNER-CHILCOTT 

Morris  Plains,  New  Jersey  07950 
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This  is  a test  of  this  publication’s  advertising  “Exposure.”  Please  see  below. 


Introducing 
The  FullyTherapeutic 
Age-Calibrated  Non-Narcotic 
Cough/Cold  Formula... 

For  Any  Member  Of  The  Family* 

' * Not  for  infants  under  2 years  of  aqe. 


New  hsj  j | CO  I Tablets 


Elixir 


Each  scored  tablet  contains:  Phenylpropanolamine  HCI  50  mg.  Chlorpheniramine  maleate  4 mg.  Glyceryl  guaiacolate  200  mg,  Dextromethorphan  HBr  30  mg. 

Each  15  ml  of  elixir  contains:  Phenylpropanolamine  HCI  25  mg.  Chlorpheniramine  moleote  2 mg.  Glyceryl  guoiacolote  100  mg.  Dextromethorphan  HBr  15  mg,  alcohol  10%. 


An  Expectorant  • An  Antihistamine 
A Decongestant  • A Non- Narcotic  Antitussive 


For  a complimentary  package,  send  your  Rx  with  the  name  Nilcol  written  on  it  to: 
Warner-Chilcott  Laboratories,  201  Tabor  Road,  Morris  Plains,  New  Jersey  07950. 
Att:  M.  Adams,  St ,J. 


b 

i L. 


1 ^ 

youngsters  6 to  12 


Vz  tablet 


grown-ups 


one  tablet 


Delicious, 

Grape-Flavored 

Elixir 


&< 


[ (4  days  — 
no-waste  therapy) 


t 

V 

5 ml  (1  tsp) 

3oz 

6oz 

% 

8oz 

]6oz 

tPlus  "Age-Calibrated"  Medicine  Cup  for  Precision-Assured  Dosage. 


Square? 


There's  no  denying:  the  virtues  of  BllTISOl  Sodium 
(sodium  butabarbital)  as  an  anti-anxiety  agent  are  the 
old-fashioned  ones. 



It's  predictable. 

Inexpensive. 

Remarkably  well  tolerated. 

And  it  does  its  job— smoothly  and  promptly. 

Does  medical  practice  in  the  frenetic  seventies  have 
room  for  such  an  agent? 

Thousands  of  physicians  must  think  it  does. . . perhaps 
more  so  than  ever.  Judging  by  prescription  volume, 
they  turn  to  the  relaxing  sedative  effect  of 
BUTISOL  Sodium  on  numerous  occasions:  to  help 
the  usually  well-adjusted  patient  cope  with 
temporary  stress. . . or  to  relieve  anxiety  associated 
with  hypertension,  coronary  disorders, 
premenstrual  tension,  surgical  procedures,  functional 
Gl  disorders,  and  the  strains  of  aging. 


Often,  the  prompt  yet  gentle  daytime  sedative  action 
of  BUTISOL  Sodium  is  all  that's  needed  to  help 
these  patients  meet  their  daily  demands—  and 
to  provide  them  with  a good  night's  sleep  without 
resorting  to  hypnotic  doses. 

If  that's  "square”  and  old-fashioned,  why  not  make 
the  most  of  it? 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates. 
Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may  react  with 
marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose 
levels,  skin  rashes,  "hangover"  and  systemic  disturbances 
are  seldom  seen. 

Warning-.  May  be  habit  forming. 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to 
30  mg.  t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg. 

Available  as-.  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.; 

Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 

BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)] 
15  mg.,  30  mg.,  50  mg.,  100  mg. 


Butisol  SODIUM’ 

(SODIUM  BUTABARBITAL) 

THE  lyTHAT  SAYS  "RELAX" 

( MCNEIL ) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 


When  Constipation 
is  a Concern . . . 


c(oO'n&Mle/i 


©The 

Logical 

Laxative 


(laxative  with  stool  softener) 


Doxidan  relieves  constipation: 

■ gently  — minimal  laxative  side  effects 

■ predictably  — overnight  results 

■ conveniently— one  or  two  capsules  at 

bedtime 

■ economically  — costs  less  per  effective 

daily  dose* 

Composition:  Each  capsule  contains  50  mg.  danthron  N.F.  and  60  mg. 
dioctyl  calcium  sulfosuccinate.  Supplied:  Bottles  of  30,  100  (FSN  6505- 
074-3169)  and  1000  (FSN  6505-890-1247)  and  Unit  Dose  100’s 
(10  x 10  strips). 


’based  on  actual  drug  store  survey  of  prescribed  dosages 


HOECHST 

PHARMACEUTICAL  CO. 
Somerville,  N.J.  08876  U.S.A. 


C-168 


Yes,  KolantyF. 

Kolantyl  Gel/  Wafers  contain 

aluminum  hydroxide/ magnesium  hydroxide,  and 

Bentyl®  (dicyclomine  hydrochloride)  too. 


^Merrell^ 


The  Wm.  S.  Merrell  Company 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 


0*2572  121721 


for  the  introduction  of  a city  ordinance  which  re- 
quired the  pastuerization  of  all  milk  sold  in  the  city, 
apparently  the  first  such  ordinance  ever  promulgated. 
He  described  vividly  the  development  of  clinics, 
immunization,  and  other  activities  and  the  many 
amusing  incidents  connected  with  them. 

This  book  is  an  interesting  account  of  a man’s  life 
and  the  growth  of  an  important  department  of  county 
government  under  his  direction. 

It  may  be  obtained  from  the  Charleston  County 
Health  Department  without  charge. 

J.I.W. 

HANDBOOK  OF  PSYCHIATRY,  Philip  Sol- 
omon and  Vernon  D.  Patch,  Editors.  1st  Edition. 
Lange  Medical  Publications,  Canada.  1969.  Pp. 
623.  $7.00. 

Drs.  Solomon  and  Patch  are  due  a well  earned 
quantity  of  plaudits  for  their  editing  and  contributing 
for  medical  practitioners,  psychiatry  residents  and 
other  mental  health  personnel,  this  good  conspectus 
on  psychiatry.  Even  though  the  assets  of  this  first 
edition  far  outweigh  its  liabilities,  there  are  areas  in 
which  the  reviewer  feels  that  clarification  and  addi- 
tional relevant  information  should  be  effected  in  the 
anticipated  second  edition,  i.e.,  material  on  involu- 
tional depressive  states  and  hyperactive  child  syn- 
drome appear  too  abbreviated. 

In  the  reference  list  of  Chapter  8.  “Psychological 
Testing”,  specific  reference  to  the  valuable  Bender- 
Gestalt  test  should  be  made.  Repetitions  of  some 
definitions  were  found  in  Chapters  7 and  16.  In 


perusing  Chapter  27,  “Manic  Depressive  Psychosis”, 
some  psychiatrists  would  question  the  omission  of  the 
obsessive  compulsive  personality  as  a type  of  pre- 
morbid  personality  in  the  manic  depressive  disorder. 

Chapter  37,  “Psychiatric  Emergencies”,  which  is 
one  of  the  longer  chapters  in  the  Handbook,  could 
mention  that  some  physicians  have  had  good  results 
utilizing  chlordiazepoxide  in  the  symptomatic  manage- 
ment of  hyperventilation  syndrome  and  may  question 
the  recommendation  of  utilizing  chlorpromazine  in 
infectious  psychosis  without  having  more  validating 
references  of  its  safety.  Electrolyte  imbalance,  cardio- 
vascular insufficiencies  and  digitalis  intoxication  are 
more  frequently  seen  as  non-psychogenic  psychiatric 
emergencies  than  Addison’s  Disease  and  porphyria  and 
should  be  included.  It  would  be  of  value  to  the  prac- 
ticing physician  if  more  elucidation  and  concretization 
on  the  contraindication  and  duration  of  therapy  in  the 
otherwise  excellent  Chapters  39  and  40,  “Psycho- 
pharmacology and  Toxicity  of  Pharmacology  Agents” 
had  been  made. 

The  utilization  of  the  concept  of  definitive,  major, 
and  minor  cues  in  “Differential  Diagnostic  Symptoms 
and  Signs”,  by  Dr.  Peter  Nathan  could  be  quite  help- 
ful in  assisting  the  “diagnostician”  to  make  a correct 
psychiatric  diagnosis.  It  is  this  psychiatrist’s  opinion 
that  the  chapters  on  “Doctor— Patient  Relationship”, 
“Toxicity  of  Psychopharmacology  Agents”,  “Psychi- 
atric Emergency  Routine”,  and  the  chapter  “Differ- 
ential Diagnostic  Symptoms  and  Signs”  justify  the 
purchase  of  this  Plandbook  or  the  next  edition  by  the 
majority  of  physicians. 

R.  Ramsey  Mellette,  Jr.,  M.  D. 


SYMPOSIUM 

“Emotional  Factors  In  Family  Practice” 

Forum 

William  S.  Hall  Psychiatric  Institute 
Columbia,  S.  C. 


Thursday,  April  1,  1971 


8:30  A.M. 
9:00  A.M. 


Moderator: 
9:15  A.M. 


10:30  A.M. 


Moderator: 


Registration 

Welcome 

Joe  E.  Freed,  M.D. 

Acting  Chief  Continuing  Education 
William  S.  Hall  Psychiatric  Institute 

Alexander  G.  Donald,  M.D. 

“Overview  of  the  Problem” 

Hiram  B.  Curry,  M.D.,  Charleston,  S.  C. 

“Management  of  the  Difficult  Patient” 
George  O.  Bailey,  M.D.,  Greenville,  S.  C. 

Ben  N.  Miller,  M.D.,  Columbia,  S.  C. 


2:00  P.M.  “Alcoholism  and  Family  Practice” 

Harold  W.  Moody,  M.D.,  Spartanburg,  S.  C. 

3:15  P.M.  “Psychiatric  Techniques  Used  in  Treatment  of 

Patients  in  Family  Practice” 

Alexander  N.  Levay,  M.D.,  New  York  City 
AAGP  credit — 6 hours 
Registration  Fee  $10.00 


March,  1971 
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DEATHS 


DR.  H.  A.  CAUSEY 

Dr.  Hunter  Atwood  Causey,  62,  died  Janu- 
ary 3 in  a Myrtle  Beach  hospital  after  a short 
illness.  Dr.  Causey  graduated  from  the  Ten- 
nessee School  of  Medicine  and  moved  to 
Myrtle  Beach  in  1966. 


DR.  J.  M.  HANKS 

Dr.  James  M.  Hanks,  pediatrician,  died 
January  12  in  Anderson  Memorial  Hospital 
after  a short  critical  illness  and  several  years 
of  declining  health.  Dr.  Hanks  received  his 
medical  education  at  Johns  Hopkins,  interned 
at  Baltimore  City  Hospital  and  completed  his 
residency  at  Cornell  University. 


50  YEARS  AGO 

March,  1921 

Dr.  W.  R.  Wallace  of  Chester  was  elected 
president  of  the  5th  District  Society.  The 
Horry  County  Medical  Society  was  reorgan- 
ized at  Conway. 


RESIDENCY  IN  GENERAL  PSYCHIATRY  AND  CHILD  PSYCHIATRY 

The  William  S.  Hall  Psychiatric  Institute  has  residency  openings  commencing 
July  1,  1971,  in  the  three-year  general  psychiatry  program  and  its  two-year  child 
psychiatry  program.  The  program  is  academically-oriented  and  fully  supervised 
by  full-time  teaching  staff  of  eight  general  psychiatrists,  three  child  psychiatrists, 
and  two  neurologists.  The  full-time  staff  is  supplemented  by  teaching  consultants 
in  neurology,  psychiatry,  and  child  psychiatry  and  by  excellent  supportive  services 
in  psychology,  social  work  and  adjunctive  therapies.  Salary  range  $11,358  - 
$16,202.  NIMH  grants  available.  Submit  inquiries  to  Director,  William  S.  Hall 
Psychiatric  Institute,  P.  O.  Box  119,  Columbia,  South  Carolina  29202. 

EQUAL  OPPORTUNITY  EMPLOYER 
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an  apple  in 
teacher 
health  care 
contracts. 


Teachers  at  Baylor  University  really 
started  something  when  they 
developed  a hospital  pre-payment  plan 
in  the  '30s.  The  pre  payment  idea  grew 
into  the  largest  non-profit  health  care 
plan  of  its  kind  in  the  world— Blue 
Cross. 

Much  has  happened  in  both  health 
care  and  coverage  since  those 
far-sighted  teachers  banded  together 
during  the  depression  years. 

The  quality  of  health  care  has 
increased  greatly. 

Our  life  span  has  expanded  and  Blue 
Cross  covers  a spectrum  of  health 
services  not  dreamed  of  in  the  early 
days  of  pre-payment. 

Thanks  to  a handful  of  Texas  teachers, 
over  68  million  Americans  have  better 
health  coverage  today. 


One  of  the  newest  group  benefits 
covers  the  cost  of  prescription  drugs 
out  of  the  hospital.  It  is  an  item  that 
accounts  for  over  10  cents  out  of  the 
total  health  care  dollar  in  America. 

Blue  Cross  offers  a prepaid 
prescription  drug  program  in 
cooperation  with  nearly  400 
neighborhood  pharmacies  in  South 
Carolina.  This  extra  benefit  is  available 
to  Blue  Cross  groups  of  50  or  more. 

More  than  17,000  teachers  and  school 
employees  are  enrolled  in  Blue 
Cross-Blue  Shield  groups  in  South 
Carolina.  It's  the  "preferred  way"  to 
get  the  best  care  for  the  most  people 
at  the  least  cost. 


Blue  Cross  — Blue  Shield 


OF  SOUTH  CAROLINA 


THE  EMERGENCY  HEALTH  PERSONNEL  ACT  OF  1970* 


MALCOLM  U.  DANTZLER,  M.D. 
State  Board  of  Health 
Columbia,  S.  C. 


The  Emergency  Health  Personnel  Act  of 
1970  (P.L.  91-623)  was  signed  into  law  on 
December  31,  1970,  by  President  Nixon  after 
an  intensive  lobbying  effort  by  some  power- 
ful Congressional  Democrats,  notably  Senator 
Warren  Magnuson  of  Washington,  Chairman 
of  the  HEW  Appropriations  Committee,  who 
was  the  original  author  of  the  bill.  It  is  said 
that  the  President  signed  this  Act  without 
comment  because  he  didn’t  want  to  veto  any 
more  health  legislation  after  his  vetoes  of  the 
hospital  construction  act  and  the  family  prac- 
tice education  bill,  and  he  wanted  to  avoid 
crossing  Democratic  Congressional  leaders  un- 
necessarily. 

This  Act  is  directed  at  attempting  to 
alleviate  some  of  the  more  acute  problems 
arising  out  of  critical  shortages  of  physicians 
and  other  health  professionals  in  certain  areas 
of  the  United  States  by  permitting  the  use  of 
Public  Health  Service  personnel  to  provide 
services  in  areas  having  a critical  shortage  of 
such  persons  to  provide  health  care  and 
services. 

The  Act  provides  that  an  identifiable  ad- 
ministrative unit  within  the  Public  Health 
Service  be  designated  to  improve  the  delivery 
of  health  services  to  persons  living  in  com- 
munities and  areas  of  the  United  States  where 
health  personnel  and  services  are  inadequate 
to  meet  the  health  needs  of  the  residents. 

It  further  provides  that  upon  request  of  a 
State  or  local  health  agency  or  other  public  or 
nonprofit  private  health  organization  in  an 

“Presented  at  the  Annual  Mid-Winter  Conference. 
South  Carolina  Medical  Association,  January  24, 
1971. 


area  designated  by  the  HEW  Secretary  as  an 
area  with  a critical  health  manpower  shortage 
to  have  health  personnel  of  the  Public  Health 
Service  assigned  to  such  areas  and  upon 
certification  to  the  HEW  Secretary  by  the 
State  and  the  district  medical  societies  (or 
dental  societies,  as  the  case  may  be)  for  that 
area,  and  by  the  local  government  for  that 
area  that  such  health  personnel  are  needed 
for  that  area,  the  Secretary  is  authorized  to 
assign  commissioned  officers  and  other  per- 
sonnel of  the  Service  to  provide,  under 
regulations  prescribed  by  the  Secretary, 
health  care  and  services  for  persons  residing 
in  such  areas.  Such  care  and  services  shall  be 
provided  in  connection  with 

( 1 ) direct  health  care  programs  carried  out 
by  the  Public  Health  Service, 

(2)  any  direct  health  care  program  using 
Federal  funds,  or 

(3)  any  other  health  care  activity. 

Any  person  who  receives  a service  provided 
under  this  law  shall  be  charged  for  such 
service  at  a rate  established  by  the  Secretary 
to  recover  the  cost  of  providing  such  a service. 
If  the  person  is  determined  under  regulations 
of  the  Secretary  to  be  unable  to  pay  the 
charge,  the  Secretary  is  authorized  to  provide 
for  furnishing  such  service  at  a reduced  rate 
or  without  charge.  Government  agencies  and 
other  third  party  payers  would  be  requested 
to  pay  their  share  of  the  cost. 

Personnel  of  the  Public  Health  Service 
assigned  to  areas  with  critical  health  person- 
nel shortages  shall  not  be  included  in  deter- 
mining whether  limitations  on  the  number  of 
personnel  which  may  be  employed  by  the 
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(diethylpropion  hydrochloride,  N.  F.) 


and  jitteriness.  In  contrast,  CNS  depression  hos  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets.  One  75  mg,  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a m ),  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  t-ios  / 2/71  / u.s.  patent  no.  3, 001,910 

Ip^l  THE  NATIONAL  DRUG  COMPANY 

AJ  DIVISION  OF  RICHARDSON  MERRELL  INC 

UnU  PHILADELPHIA,  PENNSYLVANIA  19144 


works  on  the  appetite 
not  on  the 'nerves’ 

When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse 
Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


; .1 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 

Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/  Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RlCHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Specific  therapy  for  night  leg  cramps 


HEW  department  have  been  exceeded. 

The  HEW  Secretary  is  authorized  to  the 
extent  feasible  to  make  such  arrangements  as 
he  deems  necessary  to  enable  officers  and 
other  personnel  of  the  Public  Health  Service 
in  providing  care  and  services  in  shortage 
areas  to  use  the  health  facilities  of  the  area  to 
be  served. 

If  there  are  no  such  facilities  in  the  area, 
the  Secretary  may  arrange  to  have  such  care 
and  services  provided  in  the  nearest  health 
facilities  of  the  Public  Health  Service  or  he 
may  lease  or  otherwise  provide  facilities  in 
the  area  for  the  provision  of  care  and  ser- 
vices. 

There  is  to  be  established  a National  Ad- 
visory Council  on  Health  Manpower  Shortage 
Areas.  This  Council  will  have  fifteen  members 
(four  consumers,  three  from  the  health  pro- 
fessions and  health  teaching  professions,  three 
from  State  health  or  health  planning  agencies, 
three  from  the  Public  Health  Service,  one 
from  the  National  Advisory  Council  on  Com- 
prehensive Health  Planning,  and  one  from  the 
National  Advisory  Council  on  Regional  Medi- 
cal Programs).  This  Council  will  advise  the 
HEW  Secretary  on  his  responsibilities  in 
carrying  out  this  law. 

The  Secretary  is  to 

( 1 ) establish  guidelines  on  how  the  Public 
Health  Service  personnel  shall  be  used 
in  shortage  areas 

(2)  select  P.H.S.  personnel  for  assignment 
to  shortage  areas 

(3)  determine  which  communities  or  areas 
may  receive  assistance  taking  into  con- 
sideration 

( A ) their  need  for  health  services, 

( B ) the  willingness  of  the  community 
or  area  and  the  appropriate  gov- 
ernmental agencies  therein  to 
assist  and  cooperate  with  the  Pub- 
lic Health  Service  in  providing 
effective  health  services  to  resi- 
dents, 

(C)  the  recommendations  of  the  local 
area-wide  comprehensive  health 
planning  agency,  and 

(D)  recommendations  from  the  State 
medical,  dental  and  other  health 
associations  and  from  other  medi- 


cal personnel  of  the  community  or 
area  considered  for  assistance. 

To  carry  out  its  purposes  the  new  Act 
authorizes  appropriation  of  ten  million  dollars 
for  the  present  fiscal  year,  20  million  for  the 
next  year  and  30  million  for  fiscal  1973. 

The  following  is  quoted  from  the  Report  of 
the  Senate  Committee  on  Labor  and  Public 
Welfare  on  this  Act:1 

“The  U.S.  suffers  from  a well-known  short- 
age of  health  professionals,  but  this  shortage 
is  particularly  acute  in  areas  of  urban  and 
rural  poverty,  and  in  isolated  rural  communi- 
ties generally.  —Since  impoverished  and 
isolated  areas  lack  the  resources  to  attract  and 
retain  qualified  health  professionals,  these 
professionals  — like  those  in  other  occupa- 
tions — tend  to  locate  in  prospering  urban  and 
suburban  communities.  Lack  of  health  man- 
power in  areas  of  urban  and  rural  poverty 
leads  to  standards  of  health  care  in  such  areas 
that  are  shockingly  low,  both  in  absolute  and 
relative  terms.  —Statistics  on  anemia,  mal- 
nutrition, infant  and  maternal  mortality,  life 
expectancy,  and  other  indexes  of  health 
demonstrate  that  the  ‘diseases  of  poverty’  re- 
sulting from  inadequate  health  care  flourish 
in  areas  which  lack  trained  health  profes- 
sionals.— 

“At  the  level  of  funding  authorized,  this 
will  clearly  be  an  experimental  program  and 
it  is  the  hope  and  expectation  of  the  com- 
mittee that  a variety  of  approaches  may  be 
tested  in  the  assignment  of  Public  Health 
Service  personnel. 

“With  respect  to  use  of  these  personnel  in 
ongoing  Federal  programs,  it  is  the  intent  of 
the  legislation  that  they  shall  be  used  to  sup- 
plement manpower  in  such  activities  as  the 
Indian  Health  Service,  the  Migrant  Health 
program,  community  mental  health  centers, 
OEO  health  projects,  Model  Cities  health 
projects  and  others. 

“An  example  of  use  of  Public  Health  Service 
personnel  in  other  health  care  activities  would 
be  the  assistance  of  a private  practitioner  in  a 
rural  community  who  desires  help  from  a 
young  doctor. 

“The  committee  attaches  great  importance 
to  this  program  and  to  the  maldistribution 
problem  it  is  designed  to  counter.  The  com- 
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mittee  expects  that  it  will  not  be  relegated  to 
the  status  of  a minor  program  within  the 
HEW  Department. 

“Abolition  of  the  ‘doctor  draft’  would  not 
seriously  impair  recruitment  for  this  program. 
At  the  very  least,  those  trained  young  health 
professionals  who  want  to  serve  in  physician- 
deficient  areas  would  still  find  the  program  a 
great  aid  to  such  service  by  reducing  its  cost 
and  the  capital  outlay  required  by  an  individ- 
ual practitioner.  The  committee  does  not  feel 
that  service  in  shortage  areas  is  motivated 
solely,  or  even  significantly  by  considerations 
of  military  service.” 

Three  steps  remain  before  this  law  is  actu- 
ally implemented.  Regulations  and  guide- 
lines must  be  prepared  by  the  HEW  Depart- 


ment and  an  organizational  unit  must  be 
established  within  the  Public  Health  Service. 
Finally,  funds  must  be  appropriated  by  the 
present  Congress  in  a supplemental  appropria- 
tion act. 

In  1966,  the  State  Board  of  Health  esti- 
mated, using  Federal  criteria  for  the  Health 
Professions  Student  Loan  Program,  that  South 
Carolina  was  short  of  322  physicians,  266 
dentists,  and  33  optometrists.  We  intend  to 
make  new  estimates  when  the  1970  census 
counts  are  in.  Regardless  of  the  exact  numbers, 
we  know  that  the  shortages  of  health  profes- 
sinonals  are  above  the  national  average  in 
South  Carolina  and  we  hope  that  the  Emer- 
gency Health  Personnel  Act  of  1970  will  help 
alleviate  these  shortages. 


REFERENCE 

1.  Senate  Report  No.  91-1194:  Amending  the  Public 
Health  Service  Act  for  the  establishment  of  a 
National  Health  Service  Corps  (Government 
Printing  Office.  Washington.  1970). 
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The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content  . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt,  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 


Nothing  new  about  Synirin  other  than 
. . . it’s  a stable,  uncoated,  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 

Si/ limit 

ASPIRIN  5 GR.—  PENTOBARBITAL  1/8  G R. 

ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills ) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

EACH  UNCOATED  TABLET  CONTAINS: 

Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

“May  be  habit  forming. 

Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1000  TABLETS 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  23261 

S(/tnce  /M'S  6 


A clinical  supply  of  this  new  aspirin  formulation  may  be  requested. 


THE  VA  POSITION  ON  NON  APPROVED  AND 
NON  EFFECTIVE  DRUGS 


A great  deal  of  “heat”  has  been  generated 
recently  over  the  position  taken  by  the  Vet- 
erans Administration  along  with  other  Federal 
Agencies  regarding  non  approved  and  non 
effective  drugs.  The  listing  by  Federal  Drug 
Administration  cuts  across  a wide  swath  of 
manufacturers  and  products  based  on  studies 
of  the  listed  drugs  done  under  the  direction  of 
the  F.D.A. 

There  are  280,000  veterans  of  all  wars  living 
within  the  geographical  bounds  of  South 
Carolina  plus  an  additional  50  - 75  thousand 
in  adjacent  areas.  Of  these  approximately 
3,000  receive  locally  prescribed  medications 
mailed  directly  from  the  VA  or  from  home 
town  pharmacies  paid  for  out  of  VA  ap- 
propriated funds.  These  prescriptions  are  the 
ones  directly  involved  in  the  problem  of  pay- 
ment from  federal  funds.  It  is  the  will  of 
Congress,  the  fount  of  all  federal  funds,  that 
drugs  which  are  listed  as  non  approved  or 
non  effective  not  be  paid  for  out  of  these 
funds.  This  does  not  only  apply  to  the  VA 
but  to  all  other  programs  supported  by  the 
U.S.  Government.  In  essence  the  directors  of 
the  various  programs  cannot  approve  payment 
for  the  listed  drugs. 


IRVIN  H.  TRINCHER 
Veterans  Administration  Hospital 
Columbia,  S.  C. 

To  avoid  embarrassment  and  possible  finan- 
cial hardship  to  the  veterans,  a letter  was  sent 
to  all  participating  pharmacies  asking  their 
assistance  in  not  dispensing  the  medications 
on  the  list.  It  was  pointed  out  to  them  that 
they  might  contact  the  physician  and  ask  for 
permission  to  replace  the  prescribed  drug  with 
an  equally  effective  one  not  on  the  list.  We 
have  had  excellent  cooperation  in  this  en- 
deavor. It  is  also  interesting  to  note  that  the 
number  of  prescriptions  written  which  were 
involved  in  this  restriction  has  been  relatively 
small. 

The  assistance  of  the  physicians  is  solicited 
for  the  same  purpose.  If  there  is  any  doubt 
regarding  an  item  to  be  prescribed,  a collect 
telephone  call  to  the  VA  Hospital  in  Colum- 
bia, 803-776-4000,  Ext.  263,  or  the  Regional 
Office,  Columbia,  803-253-8371,  Ext.  250,  will 
be  appreciated.  It  is  appropriate  at  this  point 
to  say  that  our  mission  of  service  to  the  vet- 
erans could  not  have  been  so  effective  if  it 
were  not  for  the  splendid  cooperation  of  the 
physicians  of  South  Carolina  and  neighboring 
states. 


Utah  Chiropractors’  Association  Sues 
Blue  Shield  For  Discrimination 

The  Utah  Chiropractic  Association  and  a Utah 
chiropractor  have  filed  a lawsuit  against  Blue  Shield 
and  the  Utah  Commissioner  of  Insurance  seeking 
$200,000  in  actual  damages  and  $2,000,000  in  puni- 
tive damages.  The  lawsuit,  filed  in  a Utah  federal 
trial  court,  alleges  that  Blue  Shield  discriminates 
against  chiropractors  by  refusing  to  make  payments 
for  chiropractic  treatment.  It  is  also  alleged  that  the 
Commissioner  of  Insurance  allows  Blue  Shield  to 
discriminate  against  chiropractors. 

The  Utah  Chiropractic  Association  and  the  Utah 
chiropractor  filed  the  lawsuit  on  behalf  of  all  chiro- 
practors in  Utah.  They  claim  Blue  Shield  enters  into 
insurance  plans  with  various  employers.  Both  the 
employers  and  their  employees  contribute  to  the  pay- 
ment of  premiums.  Blue  Shield  is  to  pay  for  the 
medical  care  which  the  employees  may  require. 


The  Association  and  the  chiropractor  claim  Blue 
Shield  refuses  to  pay  the  bills  submitted  by  chiro- 
practors for  medical  care  furnished  the  employees 
under  the  group  plans.  They  further  claim  that  Blue 
Shield  pays  only  those  bills  submitted  by  its  member- 
shareholders. 

It  is  alleged  that  1,009  licensed  medical  doctors  are 
members  and  shareholders  of  Blue  Shield  and  that 
only  doctors  in  good  standing  with  the  Utah  Medical 
Association  are  accepted  as  members. 

The  Association  and  the  chiropractor  claim  that  this 
action  is  a conspiracy  to  monopolize  diagnostic  and 
therapeutic  medical  services  and  that  it  is  an  illegal 
restraint  of  trade.  They  claim  the  provisions  of  the 
insurance  contracts  written  by  Blue  Shield  dis- 
criminate against  chiropractors  in  that  they  prohibit 
payment  to  chiropractors. 

The  Utah  Commissioner  of  Insurance  was  also 
made  a party  to  the  lawsuit.  It  is  claimed  that  he 
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condones  the  alleged  discrimination  and  restraint  of 
trade  by  issuing  certificates  of  authority  to  Blue 
Shield  to  operate  and  by  approving  the  insurance 
contracts  used  by  Blue  Shield. 

The  Association  and  the  chiropractor  request  the 
court  to  award  them  $200,000  as  actual  damages  and 
$2,000,000  as  punitive  damages.  They  also  ask  for  a 
court  order  to  compel  the  Commissioner  of  Insurance 
to  withdraw  the  authority  of  Blue  Shield  to  do  busi- 
ness in  Utah  and  for  a court  order  declaring  all  such 
existing  insurance  contracts  illegal  and  void.— Utah 
Chiropractic  Association  v.  Ottosen  (D.C.,  Utah,  Civil 
No.  C-247-70 ) 


No  Compulsory  Admission  Into 
Medical  Society 

A county  medical  society  was  not  compelled  to 
accept  a physician  as  a member  where  membership  in 
the  society  was  not  required  for  staff  privileges  in 
local  hospitals,  a Texas  appellate  court  held. 

The  physician  had  been  a “provisional  member”  of 
the  county  medical  society  for  three  years.  When  he 
applied  for  regular  membership  in  the  society  he  was 
rejected.  Although  its  by-laws  did  not  require  it  to  do 
so.  the  medical  society  granted  the  physician  a hear- 
ing before  the  entire  membership. 

At  the  hearing,  the  medical  society’s  Board  of 
Censors  reported  that  numerous  complaints  had  been 
received  concerning  the  physician  during  his  three 
years  as  a provisional  member.  These  complaints 
involved  overcharging,  abusing  nurses,  requiring 
financial  statements  before  treating  seriously  ill 
patients  and  other  types  of  allegedly  unprofessional 
conduct.  The  members  voted  to  approve  the  rejection 
of  the  physician’s  membership. 

The  physician  then  filed  a lawsuit  to  compel  the 
county  medical  society  to  accept  him  as  a member. 
He  claimed  that  since  he  was  rejected,  his  staff 
privileges  were  terminated  at  several  hospitals,  that 
he  could  not  obtain  staff  privileges  at  any  hospital  in 
the  county,  and  that  this  had  resulted  in  a great 
financial  loss. 

Personnel  of  the  hospitals  which  terminated  the 
staff  privileges  of  the  physician  said  that  they  were 
not  terminated  because  of  the  rejection  of  his  mem- 
bership in  the  county  medical  society  but  for  other 
reasons.  The  evidence  also  showed  that  only  one 
small  privately-owned  hospital  in  the  county  required 
membership  in  the  society  before  it  would  grant 
staff  privileges. 

Since  membership  in  the  county  medical  society 
was  not  a requirement  for  staff  privileges  in  the 
majority  of  the  hospitals  in  the  county,  the  appellate 
court  ruled  that  the  medical  society  could  not  be 
forced  to  accept  the  physician  as  a member. 

As  a voluntary  association,  the  medical  society 
could  set  its  own  qualifications  for  membership  as  long 
as  such  qualifications  did  not  violate  good  morals  or 
a state  law.  The  physician  never  claimed  that  they 
did.— Schooler  v.  Tarrant  County  Medical  Society, 
457  S.W.2d  644  (Tex.  Ct.  of  Civ.App.,  July  10,  1970; 
rehearing  denied,  Sept.  18,  1970) 


Taste! 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  love  it.  Specify 
DICARBOSIL  144's-144tab- 
lets  in  1 2 rolls. 


ARCH  LABORATORIES 
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The  pain 
of  arthritis 


relieved  with 

MEASURIN  q.  8h.  dosage 


Double-strength  Measurin  timed-release  aspirin  offers  a new 
<ind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
nas  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate— some  right  away  and  some 


ater  on.  This  means— fast  relief,  followed  by  long 


lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 
schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 

For  Professional  Samples  write: 

Breon  Laboratories  Inc. 


Sample  Fulfillment  Division 
3.0.  Box  141 
Fairview,  N.J.  07022 


REON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Measurin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 

For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 

I il 


Librium  10  mg 

(chlordiazepoxide  HCl) 

1 or  2 capsules 

t.i.d./q.i.d. 


The  hypochondriac 

fugitive  from  anxiety 


For  many  patients  with 
hypochondriacal  tendencies,  physical 
complaints  represent  a device  by 
which  they  can  avoid  facing 
emotionally  charged  personal 
problems.  When  anxiety  is 
pronounced,  the  calming  action 
of  Librium  (chlordiazepoxide  HCl), 
by  relieving  anxiety,  may  foster 
communication,  favor  productive 
counseling  and  accelerate  relief  of 
anxiety-linked  symptoms. 

Librium  is  used  alone  or 
concomitantly  with  certain  primary 
drugs  for  some  medical  conditions 
associated  with  undue  anxiety.  It 
has  demonstrated  a dependable 
antianxiety  action  in  many  clinical 
areas.  For  oral  administration, 

Librium  is  supplied  in  three  dosage 
strengths  to  control  mild,  moderate 
and  severe  anxiety. 

whenever  moderate  to  severe 
anxiety  is  a contributory  factor 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 

known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical 
and  psychological  dependence  have 
rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  fol- 
lowing discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  poten- 
tial benefits  be  weighed  against  its  pos- 


sible hazards. 

Precautions:  In  the  elderly  and  debili- 
tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  1 0 mg 
or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  ther- 
apy with  other  psychotropics  seems  indi- 
cated, carefully  consider  individual  phar- 
macologic effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibi- 
tors and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in 
psychiatric  patients  and  hyperactive  ag- 
gressive children.  Employ  usual  precau- 
tions in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  sui- 
cidal tendencies  may  be  present  and  pro- 
tective measures  necessary.  Variable 
effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal 


relationship  has  not  been  establishe 
clinically. 

Adverse  Reactions:  Drowsiness,  atax 
and  confusion  may  occur,  especially 
the  elderly  and  debilitated.  These  a 
reversible  in  most  instances  by  prop' 
dosage  adjustment,  but  are  also  oco 
sionally  observed  at  the  lower  dosac 
ranges.  In  a few  instances  syncope  h< 
been  reported.  Also  encountered  a- 
isolated  instances  of  skin  eruption 
edema,  minor  menstrual  irregularifie 
nausea  and  constipation,  extrapyrarr 
dal  symptoms,  increased  and  decreast 
libido— all  infrequent  and  generally  co 
trolled  with  dosage  reduction;  changes 
EEG  patterns  (low-voltage  fast  activit 
may  appear  during  and  after  treatmen 
blood  dyscrasias  (including  agranuloc 
tosis),  jaundice  and  hepatic  dysfunctic 
have  been  reported  occasionally,  makir 
periodic  blood  counts  and  liver  functic 
tests  advisable  during  protracted  therap' 
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IF  MORE  MEN  CRIED 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.1 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”2 

Hypersecretion— an  atavistic  response. 

Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”2 


By  chance?  A lean,  hungry  lot.  Was  the 
link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot. 


Big  boys  don't  cry.  If  more  men  crie  I 
maybe  fewer  would  wind  up  with  duoden  j 
ulcers.  But  men  will  be  men— the  sum  total  < 1 
their  genes  and  what  thil 
are  taught.  SchottstaeJ 
observes  that  when  I 
mother  admonishes  h<  I 
son  who  has  hurt  himse  | 
that  big  boys  don’t  cry,  si  I 
is  teaching  hi  1 
stoicism.4  Crying  is  til 
negation  of  everythin 
society  thinks  of  as  man! 
A boy  starts  defending  h 
manhood  at  an  early  ag 

Take  away  stres 
you  can  take  away  symptom 

There  is  no  question  that  stress  plays* 
role  in  the  etiology  of  duodenal  ulcer, 
Alvarez5  observes  that  many  a man  with  a; 
ulcer  loses  his  symptoms  the  day  he  shuts  u I 
the  office  and  starts  out  on  a vacation.  Thi 
problem  is,  the  type  of  man  likely  to  have  a | 
ulcer  is  the  type  least  likely  to  take  Ion 
vacations  or  take  it  easy  at  work. 

The  rest  cure  vs.  the  two-way  action  o 
Librax.  For  most  patients,  the  rest  cure  i 
as  unrealistic  as  it  is  desirable.  Still,  th 
stress  factor  must  be  dealt  with.  And  her 
is  where  the  dual  action  of  adjunctive  Libra 
can  help.  Librax  is  the  only  drug  that  com 


References:  1.  Silen,  W.:  “Peptic  Ulcer,”  in  Wintrobe,  M.  M 
ct  al.  (eds.) : Harrison's  Principles  of  Internal  Medicine,  e< 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  p.  144' 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  Wolff 
Stress  and  Disease,  ed.  2,  Springfield,  111.,  Charles  1 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Schottstaed 
W.  W.:  Psychophysiologic  Approach  in  Medical  P ractict 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  1960,  p.  161 
5.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  Pa.,  W.  I 
Saunders  Company,  1951,  p.  384. 


hies  the  tranquilizing 
ation  of  Librium’ 
ehlordiazepoxide 
]C1)  with  the  potent 
aticholinergic 
L:tion  of  Quarzan 
(lidinium  Br). 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 


I 

Protects  man  from  his  own  hungry  per- 
gmality.  The  action  of  Librium  reduces 
Eixiety — helps  protect  the  vulnerable  patient 
tom  the  psychological  overreaction  to  stress 
t at  clutches  his  stomach.  At  the  same  time, 
te  action  of  Quarzan  helps  quiet  the  hyper- 
stive  gut,  decreasing  hypermotility  and 
Lpersecretion. 

An  inner  healing  environment  with  1 
r 2 capsules,  3 or  4 times  daily.  Of  course, 
here’s  more  to  the  treatment  of  duodenal 
itcer  than  a prescription  for  Librax.  The  pa- 
rent— with  your  guidance — will  have  to  ad- 
jist  to  a different  pattern  of  living  if  treat- 
lient  is  to  succeed.  During  this  adjustment 
teriod,  1 or  2 capsules  of  Librax  3 or  4 times 
(lily  can  help  establish  a desirable  environ- 
lent  for  healing. 

Librax:  It  can’t  change  man’s  nature. 
!;ut  it  can  usually  make  it  easier  for  men  to 
ope  with  the  discomfort  of  stress— both 


Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
ehlordiazepoxide  hydrochloride  and/or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (ehlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated) . Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not  i 

been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 

When  ehlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  ehlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets.  . 


bychic  and  gastric — that  can  precipitate 
nd  exacerbate  duodenal  ulcer, 
librax:  Rx  #60  1 cap.  ax.  and  2 h.s. 


in  the  treatment  of 
duodenal  ulcer 
-r  *i  adjunctive 

Librax 

Each  capsule  contains  5 mg  ehlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 
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We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  — except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour  Gone  are  the  tubing,  the  "accidents", 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax it’s  predictable 

bisacodyl 


Who’s  afraid  of  the 
big  bad  enema? 
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ie  night  shift 
f depression, 
omnia 


Jepression  is  a 24-hour-a-day  problem.  And  insomnia  is 
Dften  its  nocturnal  expression.  In  fact,  insomnia  may  be  a 
key  symptom  in  establishing  the  diagnosis  of  depression. 

LAVIL  HCI  (Amitriptyline  HCI,  MSD)  may  prove  quite 
elpful  when  you  have  arrived  at  such  a diagnosis.  Unlike 
sychic  energizers  or  agents  that  merely  elevate  mood, 

LAVIL  HCI  embodies  a mild  antianxiety  action  which 
anifests  itself  even  before  the  fundamental  antidepressant 
ctivity  of  the  drug  becomes  evident.  Daytime  drowsiness 
occurs  in  some  patients,  usually  within  the  first  few 
days  of  therapy. 

NOTE:  Not  recommended  during  the  acute  recovery  phase 
following  myocardial  infarction.  Patients  with  cardiovascular 
disorders  should  be  watched  closely;  arrhythmias,  sinus 
tachycardia,  and  prolongation  of  the  conduction  time  have 
been  reported,  particularly  with  high  doses;  myocardial 
infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid 
patients  or  those  receiving  thyroid  medication.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy; 
such  treatment  should  be  limited  to  patients  for  whom  it  is 
essential.  Discontinue  the  drug  several  days  before  elective 
surgery  if  possible. 


Contraindications:  Known  hypersensitivity.  Should  not  be  given 
concomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
of  a monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is 
achieved.  Not  recommended  during  the  acute  recovery  phase  following 
myocardial  infarction  or  for  patients  under  12  years  of  age. 

Warnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
acting  compounds.  Should  be  used  with  caution  in  patients  with  a history  of 
seizures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
intraocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
watched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
conduction  time  have  been  reported,  particularly  with  high  doses; 
myocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
receiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
required  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
or  driving  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
been  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
become  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
mother  and  child. 

Precautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
psychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
depressed  patients  may  experience  a shift  toward  the  manic  phase,  and 
paranoid  delusions,  with  or  without  associated  hostility,  may  be 
exaggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
the  dose  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
perphenazine,  concurrently. 


When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  Note.-  Included  in  this  listing  are  a few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CI\IS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEG  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100,  1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or  see  the  Direction 
Circular.  Merck  Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 
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a Major  New  Physician 
Education  Program  is 
introduced  by  MEDCOM  and 
Lakeside  Laboratories 


A definitive  learning  system  on  DEPRESSION  is  now  available  for 
continuing  physician  education.  The  three-part  total  learning  system 
was  created  and  produced  by  MEDCOM,  Inc.,  and  provided  as  a 
service  to  the  medical  profession  by  Lakeside  Laboratories,  Inc. 
MEDCOM,  leader  in  multimedia  health  education,  has  introduced 
learning  systems  incorporated  into  the  curricula  of  over  70  medical 
schools.  Many  of  the  programs  have  been  viewed  by  over  100,000 
physicians. 

The  depression  syndrome,  now  recognized  as  a factor  in  many  adult 
diseases,  has  become  a medical  diagnosis  — a management  challenge 
not  unlike  diabetes  or  hypertension. 

The  depression  system  has  been  prepared  for  family  practice  phy- 
sicians, obstetricians,  gynecologists,  teaching  psychiatrists  and  other 
physician  groups. 

A full-color,  30-minute  film  documentary  presents  an  up-to-date  over- 
view of  this  difficult  subject  by  on-location  interviews  with  recognized 
authorities  in  Europe  and  the  United  States  including  Leo  E.  Hollister, 
M.D.,  Associate  Chief  of  Staff,  VA  Hospital,  Palo  Alto,  California; 
Gerald  L.  Klerman,  M.D.,  Professor  of  Psychiatry,  Harvard  Medical 
School  and  Sir  Denis  Hill,  DPM,  Professor  of  Psychiatry,  Institute  of 
Psychiatry,  University  of  London,  The  Maudsley  Hospital. 

In  addition,  a 68-page  monograph  written  by  outstanding  guest  editors 
supports  and  expands  the  film  program.  Subjects  covered  include  a 
perspective  look  at  depression,  “A  Clinical  Portrait,”  “Etiologies  of 
Depression,”  “The  Psychiatrist  Consults,”  “The  Older  Depressed 
Patient,”  “Pharmacotherapy”  and  others. 

The  third  part  of  the  learning  system  is  a physician  self-evaluation 
section  with  essential  questions  and  answers  relating  to  depression  in 
clinical  practice. 

DEPRESSION  is  available  at  no  cost  to  county  medical  society  meet- 
ings, conventions,  hospitals,  medical  groups,  journal  clubs  and  all 
interested  groups  of  physicians. 

To  arrange  for  use  of  this  physician  education  project,  please  return 
enclosed  business  reply  card  to: 

Professional  Services  Department 
Lakeside  Laboratories,  Inc. 

Milwaukee,  Wisconsin  53201 


LAKESIDE  LABORATORIES,  INC. 
Milwaukee,  Wisconsin  53201 
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^When  you  \ 
can’t  control 
the  cause... 


you  can 
control  its 
effect. 


PALOHIST 


An  antihistamine-decongestant  available  in  slow  release 
capsules  containing  phenylephrine  hydrochloride,  25.0  mg.; 
chlorpheniramine  maleate,  7.5  mg.;  pyrilamine  maleate, 
25.0  mg.;  methapyrilene  hydrochloride,  12.5  mg.  Also  avail- 
able as  liquid  in  regular  non-sustained  release  dosage 


PALOHIST  MILD 


Same  sustained  release  capsules  and  formula  as  PALOHIST 
except  in  one-half  strength  per  capsule. 


HISTOR-D 


A sustained  release  capsule  that  allows  prompt  symptomatic 
relief  and  a continuing  release  of  remaining  medication 
over  a period  of  6 to  10  hours.  Each  capsule  contains 
chlorpheniramine  maleate,  8 mg.;  phenylephrine  HC1,  20 
mg.;  methscopolamine  nitrate,  2.5  mg. 


Complete  information  for  usage  avail- 
able to  physicians  upon  request. 


PALMEDICO,  INC.  • Drawer  3397  « 


It’s  available  because  of  Medicenter. 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  acute 
care  facilities.  A professional  medical  staff  supervises 
all  recuperative  care  under  the  direct  orders  of  each  pa-, 
tient’s  personal  physician.  Room  rates  are  nominal  — 
about  one-half  the  cost  of  general  hospitals.  And  there’s 
a growing  list  of  insurance  companies  that  already  provide 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  community’s 
health  care  system.  Get  to  know  the  Medicenter  soon.  Your 
visit  or  inquiry  is  welcome  anytime. 
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j\  nice  Place  to  fjet  Well 


Medicenter  of  America  / Columbia  • Spartanburg,  South  Carolina 


Create  a 
machine 


What  to  do 
until ..  . 

suppositories 
work: 


“War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work.1-3  Some- 
times two.4  Sometimes  more.3  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients,5  and 
not  infrequently  produce  smarting,  burning  and  tenesmus.6 

Alternative  to  the  long  unpleasant  wait:  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio 
logical  pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


C.  B FLEET  CO  INC. 
Lynchburg,  Va.  24505 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
References:  1.  Blumberg,  N : Med  Times  91:45,  Jan.,  1963.  2.  Sweeney,  W.  J.,  Ill:  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsaft,  P.:  J Amer  Geriat  Soc  12:295,  Mar  , 1964.  4.  Baydoun,  A,  B 
Amer  J Obstet  Gynec  85:905,  Apr.  1,  1963.  5.  Feder,  I.  A , Flores,  A and  Weiss,  J Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz,  E.  D.:  Western  J Surg  72:177,  May-June,  1964 


When  irritable  colon  feels  like  this 


. in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED 
provides  more  complete  relief: 

D belladonna  alkaloids— for  the  hyperactive  bowel 
D simethicone— for  accompanying  distension  and  pain  due  to  gas 
□ phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


STUART PHARMACEUTICALS  I Pasadena,  California 


nary  bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED" 

antispasmodic/  sedative/  antiflatulent 


They  all  have  two  things  in  common:  they  have  monilial  vaginitis; 


CANDEPTIN  now  gives  you  complete 
therapeutic  flexibility. 

It  is  the  specific  high  potency  antimonilial  agent  which 
provides  superior  effectiveness.  And  there  is  at  least  one 
dosage  form  to  meet  every  patient’s  individual  needs  and/ 
or  preference. 

CANDEPTIN  — more  advantages  for  your  patients . . . 

It’s  fast— prompt  symptomatic  relief  of  itching,  burning, 
candidiasis  discharge  and  malodor  in  48-72  hours;  usu- 
ally cures  completely  in  a single  14-day  course  of  therapy. 
It’s  safe— no  side  effects,  clinical  reports  of  irritation  or 
sensitization  have  been  extremely  rare;  exact  dosage  can 
be  assured.5-6 

It’s  convenient— easy  to  use  in  all  forms,  encourages  pa- 
tient acceptance  and  cooperation;  therapy  can  be  started 
in  your  office. 

It’s  clinically  proven— Candicidin  is  significantly  more  po- 
tent in  vitro  than  nystatin,1  and  has  a record  of  cure  rates 
of  90%  and  more  in  pregnant  and  non-pregnant  pa- 
tients.2-3-4  In  two  recent  studies,  both  involving  gravid 
and  non-gravid  patients,  a 100%  culture-confirmed  cure 
rate  was  achieved  with  14  days  of  therapy.5’6 


CANDEPTIN  (candicidin)  Vaginal  Tablets,  Vaginal 
Ointment,  and . . . new  VAGELETTES™ 

Now  Vagelettes  offer  a unique  new  dosage  form— candi- 
cidin ointment  in  a soft  gelatin  capsule  — for  virtually 
unlimited  application.  With  Candeptin  in  three  forms, 
your  range  of  therapy  has  been  extended  to  meet  even 
those  previously  difficult-to-treat  Candida  cases. 

□ For  the  young  patient— cut  off  the  tip  of  the  narrow 
soft  end  of  the  Candeptin  Vagelette  and  extrude  contents 
through  the  intact  hymen. 

□ For  the  gravid  patient— easy  manual  insertion  without 
the  need  for  an  applicator  or  inserter  for  intravaginal  use. 

□ For  the  multiple  needs  of  all  your  patients— topical 
application  for  labial  involvement,  intravaginal  use  to 
treat  mucosal  infestation. 

References:  1.  Lechevalier,  H.:  Antibiotics  Annual  1959-1960. 
New  York,  Antibiotica  Inc.,  1960.  pp.  614-618.  2.  Olsen,  J.R.: 
Journal-Lancet  55:287  (July)  1965.  3.  Giorlando,  S.W.,  Torres, 
J.F.,  and  Muscillo,  G.:  Am.  J.  Obst.  & Gynec.  90: 370  (Oct.  1) 
1964.  4.  Friedel,  H.J.:  Maryland  M.J.,  15: 36  (Feb.)  1966.  5.  Gior- 
lando, S.W.:  to  be  published  1971.  6.  Decker,  A.:  Case  Reports 
on  File,  Medical  Department,  Julius  Schmid. 


they  can  now  be  cured  with  Candeptin.  Even  these  two. 


Candeptin® 

Candicidin  Vaginal  Tablets,  Ointment,  VAGELETTES™ 
Description:  Candeptin  (candicidin)  Vaginal  Ointment  contains 
a dispersion  of  candicidin  powder  equivalent  to  0.6  mg.  per  gm. 
or  0.06%  Candicidin  activity  in  U.S.P  petrolatum.  3 mg.  of  Can- 
dicidin is  contained  in  5 gm.  of  ointment  or  one  applicatorful. 
Candeptin  Vaginal  Tablets  contain  Candicidin  powder  equiva- 
lent to  3 mg.  (0.3%)  Candicidin  activity  dispersed  in  starch, 
lactose  and  magnesium  stearate.  Candeptin  Vagelettes  contain  3 
mg.  of  Candicidin  activity  dispersed  in  5 gm.  U.S.R  petrolatum. 
Action:  Candeptin  Vaginal  Ointment,  Vaginal  Tablets  and  Vagel- 
ettes possess  anti-monilial  activity. 

Indications:  Vaginitis  due  to  Candida  albicans  and  other  Candida 
species. 

Contraindications:  Contraindicated  for  patients  known  to  be 
sensitive  to  any  of  its  components.  During  pregnancy  manual 
Tablet  or  Vagelette  insertion  may  be  preferred  since  the  use  of 
the  ointment  applicator  or  tablet  inserter  may  be  contraindicated. 
Caution:  During  treatment  it  is  recommended  that  the  patient  re- 
frain from  sexual  intercourse  or  the  husband  wear  a condom  to 
avoid  re-infection. 

Adverse  Reaction:  Clinical  reports  of  sensitization  or  temporary 
irritation  with  Candeptin  Vaginal  Ointment,  Vaginal  Tablets  or 
Vagelettes  have  been  extremely  rare. 

Dosage:  One  vaginal  applicatorful  of  Candeptin  Ointment  or 
one  Vaginal  Tablet  or  one  Vagelette  is  inserted  high  in  the  vagina 


twice  a day,  in  the  morning  and  at  bedtime,  for  14  days.  Treat- 
ment may  be  repeated  if  symptoms  persist  or  reappear. 

Available  Dosage  Forms:  Candeptin  Vaginal  Ointment  is  sup- 
plied in  75  gm.  tubes  with  applicator  (14-day  regimen  requires  2 
tubes).  Candeptin  Vaginal  Tablets  are  packaged  in  boxes  of  28, 
in  foil  with  inserter  — enough  for  a full  course  of  treatment. 
Candeptin  Vagelettes  are  packaged  in  boxes  of  14.  (14-day  regi- 
men requires  2 boxes). 

Store  under  refrigeration  to  insure  full  potency. 

Federal  law  prohibits  dispensing  without  prescription. 

Candeptin 

//'Q  nd  inidi  mVaginal  Tablets/Ointment, 

{C  dllUlLUllIl;  VAGELETTES™  Vaginal  Capsules 

depend  on  it  as  your  agent  of  first  choice 


Innovators  in  Candicidin  Therapy 
Julius  Schmid  Pharmaceuticals 

423  West  55th  Street 
New  York,  New  York  10019 


BLUE  SHIELD  OF  SOUTH  CAROLINA 
Report  for  year  of  1970 

Subscription  Income  $9,962,115 

Other  Income  $ 231,924 

Benefits  Paid  $8,529,897 

Added  to  Reserves  $ 202,089 

Balance  Sheet 
December  31,  1970 

ASSETS 


Cash  in  Banks 

$ 9,523.55 

Subscription  Income  Receivable 

112,269.93 

Investments 

2,813,717.99 

Real  Estate 

1,481,104.86 

All  Other  Assets 

783,432.34 

Total  Admitted  Assets 

$5,200,048.67 

LIABILITIES 

Claims  Unpaid 

$2,049,616.79 

Unearned  Subscription  Income 

280,653.01 

All  Other  Liabilities 

504,322.26 

$2,834,592.06 

RESERVES 

Reserve  for  Contingency 

$1,785,179.67 

Unallocated 

580,276.94 

$2,365,456.61 

TOTAL  LIABILITIES  AND  RESERVES 

$5,200,048.67 

Statement  of  Operating  Costs 

Total 

$1,462,053 

General  Costs 

$1,368,597 

Advertising 

42,962 

Exec.  Salaries 

Gross 

Amount  Paid 

Salaries 

By  Blue  Shield 

William  Sandow,  Jr. 

$ 43,500 

13,485 

R.  K.  Charles,  M.D. 

24,999 

.... 

Millard  E.  Porter 

23,865 

7,398 

Milton  S.  McKibben 

19,442 

4,860 

Wallace  Owen 

18,537 

4,634 

Charles  H.  Walter 

17,442 

4,360 

Charles  J.  Lemmon,  M.  D. 

17,000 

2,380 

Murray  N.  Norment 

16,961 

5,258 

Christopher  Columbus 

16,537 

4,134 

Thomas  L.  Davidson 

15,942 

3,985 

Gene  D.  English 

15,461 

— 

$229,686 

$50,494 

$1,462,053 


Total 


(diethylpropion  hydrochloride,  N.  F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug,-  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  sofer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  os  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  In  the  ECG  of  a healthy  young  mole  offer  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  os  diarrhea, 
constipation,  nausea,  vomiting,  and  obdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-fab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
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unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully  — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 
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PARATHYROID  CRISIS:  A 


Parathyroid  crisis  is  a rare  sequela  of 
chronic  hyperparathyroidism.  Collip,1  in  1926, 
first  produced  this  syndrome  in  dogs  with  the 
injection  of  parathormone;  and  Lowenberg 
and  Ginsberg,  in  1932, 2 inadvertently  pro- 
duced an  acute  hypercalcemic  state  in  a 
patient  with  the  injection  of  parathormone. 
Dr.  Hanes,3  at  Duke  Hospital  in  1939,  re- 
ported the  first  fatal  case  of  parathyroid  crisis. 
There  have  been  numerous  reports  in  the 
literature  of  hyperparathyroidism,  but  the 
acute  state  is  seldom  elucidated  upon.  Payne 
and  Fitchett'  collected  seventy  cases  in  1965, 
and  this  is  the  largest  series  collected.  We 
have  recently  treated  a patient  successfully 
with  acute  parathyroidtoxicosis,  and  the  fol- 
lowing is  a summary  of  the  hospitalization: 
Case  Report 

L.  G.,  a forty-seven-year-old  female,  was  admitted 
to  the  Orthopedic  service  of  the  McLeod  Infirmary 
on  March  28,  1967,  for  management  of  a fractured 
left  hip.  The  patient  had  had  arthritis  and  joint  pain 
for  several  years  duration.  In  1961  she  had  fallen  and 
fractured  the  right  humerus.  There  was  a history  of 
abdominal  cramps,  suggestive  of  peptic  ulcer.  She 
had  noticed  tarry  stools  on  several  occasions. 

The  patient  was  well  developed  and  well 
nourished,  and  in  moderate  distress.  There  was  a 
fracture  of  the  left  hip  and  a severe  kyphosis  of  the 
thoracic  spine.  The  blood  pressure  was  130/90  and 
the  pulse  was  88  per  minute.  There  was  some  full- 
ness of  the  thyroid  area,  but  no  definite  mass  was 
palpable.  The  heart  was  enlarged  and  there  was 
clubbing  of  the  fingers.  The  deep  tendon  reflexes 
were  hyperactive. 


SURGICAL  EMERGENCY 
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The  initial  serum  calcium  level  was  13.9  mg  per 
cent,  and  the  phosphorus  was  2.1  mg  per  cent.  The 
total  and  fractional  proteins  were  normal,  and  the 
BUN  was  25  mg  per  cent.  The  urine  Sulkowitch  was 
positive.  X-ray  film  of  the  right  hip  revealed  a 
pathological  fracture  involving  the  neck  and 
trochanteric  regions.  A bone  survey  confirmed  the 
diagnosis  of  hyperparathyroidism. 

On  the  second  day  of  hospitalization,  the  patient 
was  taken  to  the  operating  room,  resection  of  the 
hip  was  performed  and  a hip  prosthesis  was  inserted. 
The  patient  tolerated  the  surgical  procedure  well.  On 
the  first  postoperative  day,  the  serum  calcium  was 
14.9  mg  per  cent,  and  the  phosphorus  was  2.55  mg 
per  cent.  The  BUN  was  96.4  mg  per  cent.  The 
patient  developed  a severe  tachycardia,  was  confused 
and  obtunded.  The  urine  output  was  scant,  and  she 
refused  all  nourishment  except  liquids.  A diagnosis 
of  parathyroid  crisis  was  made,  and  the  patient  was 
taken  to  the  operating  room  immediately,  where  the 
neck  was  explored.  A large  adenoma,  weighing  25.2 
grams  was  removed.  The  tumor  was  located  at  the 
left,  lower  pole  of  the  thyroid  and  extended  below 
the  head  of  the  clavicle  and  into  the  upper  medi- 
astinal area.  On  cut  section  there  was  central  necrosis 
and  microscopically  it  was  of  the  chief  cell  variety. 
Three  other  parathyroid  glands  were  demonstrated, 
and  they  were  all  normal. 

Postoperatively,  the  serum  calcium  level  fell  and 
was  10  mg  per  cent  on  the  second  postoperative  day. 
The  BUN  returned  to  normal  range  on  the  thirteenth 
postoperative  day.  Large  doses  of  Vitamin  D and 
Calcium  Lactate  were  administered  during  the  post- 
operative period.  Tetany  developed  on  the  ninth 
postoperative  day,  but  responded  to  intravenous  cal- 
cium. The  patient  was  discharged  on  the  twentieth 
postoperative  day,  and  a recent  calcium  was  noted 
to  be  10.0  mg  per  cent. 
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Discussion 

There  have  been  many  theories  as  to  the 
pathogenesis  of  parathyroid  crisis.  Hyper- 
calcemia is  an  absolute  necessity  for  it  to 
occur,  but  the  degree  of  elevation  does  not 
determine  the  occurrence,  because  in  patients 
with  carcinoma  of  the  breast,  hypervitaminosis 
D,  and  chronic  hyperparathyroidism,  the  cal- 
cium may  be  markedly  elevated  without  crisis 
resulting.  There  is  no  single  factor  responsible 
for  the  syndrome.  It  is  the  result  of  the  multi- 
ple pathological  changes  that  accompany  the 
chronic  endocrine  imbalance.  In  our  patient, 
the  syndrome  was  precipitated  by  the  stress  of 
surgery  and  the  resulting  oliguria.  There  have 
been  cases  reported  following  major  and 
minor  surgery/’6  prolonged  immobility,6  and 
over-zealous  manipulation  of  the  neck.7 

Chronic  hyperparathyroidism  and  acute 
hyperparathyroidism  differ  somewhat  in  their 
clinical  picture.  In  the  former,  females  are 
affected  two-to-three  times  more  often  than 
males,  but  in  the  acute  phase  the  disease  is 
distributed  equally  between  the  sexes.  The  age 
distribution  is  relatively  the  same.  Gastro- 
intestinal involvement  and  renal  involvement 
affect  both  equally,  but  acute  pancreatitis  is 
more  frequent  in  the  acute  phase.  Disturb- 
ances of  the  central  nervous  system  are  more 
frequent  in  the  acute  phase  and  are  often 
manifested  by  fatigue,  lethargy,  drowsiness, 
and  other  non-specific  neurological  symptoms. 
The  terminal  event  of  crisis  is  related  to  the 
renal  failure  and  cardiac  collapse. 

Examination  of  patients  with  chronic  hyper- 
parathyroidism very  often  is  non-rewarding. 
Lemann  and  Donatellr  noted  a mass  in  42 
per  cent  of  their  patients  with  acute  para- 
thyroidism.  Cardiac  arrhythmias  and  neuro- 
muscular abnormalities  dominate  the  symp- 
tom complex  of  the  patients  with  crisis. 

A diagnosis  of  crisis  may  be  difficult  and 
perplexing  because  of  the  many  other  etio- 
logical causes  of  hypercalcemia,  (Figure  1) 
and  an  accurate  diagnosis  is  dependent  pri- 
marily upon  a degree  of  suspicion.  The  most 
reliable  diagnostic  laboratory  tests  available 
now  are  an  elevated  serum  calcium  and 
lowered  serum  phosphorus  in  face  of  a normal 


Figure  1 

Differential  Diagnosis  of  Hypercalcemia 

1.  Hypervitaminosis  D 

2.  Milk-Alkali  syndrome 

3.  Disuse  atrophy 

4.  Carcinoma  with  or  without  metastasis 

5.  Sarcoidosis 

6.  Multiple  myeloma 

7.  Leukemia 

8.  Paget’s  disease 

serum  protein.  Dr.  EgdahT  has  recently  re- 
ported an  immunoassay  study  for  circulating 
harmone,  which  is  specific  and  very  reliable, 
but  not  readily  available  at  the  present  time. 
There  are  other  laboratory  tests  available,  but 
they  are  less  rewarding  and  may  be  detri- 
mental to  the  patient.  Radiological  examina- 
tion of  the  bones  is  helpful,  but  usually  only 
substantiates  the  diagnosis. 

The  treatment  of  acute  hyperparathyroid- 
ism is  its  prevention  by  early  diagnosis  and 
treatment  of  the  chronic  hyperparathyroid 
state.  This  is  not  always  possible,  however; 
but  when  a diagnosis  of  the  acute  phase  is 
determined  or  suspected,  exploration  of  the 
neck  is  undertaken  as  an  emergency.  This  is 
performed  using  local  or  general  anesthesia, 
depending  upon  the  condition  of  the  patient. 
Administration  of  electrolyte  solution  to  cor- 
rect the  dehydration  and  chelating  agents  to 
antagonize  the  circulating  calcium  may  be 
administered,  but  should  not  deter  the  under- 
taking of  surgery. 

The  overall  mortality  of  patients  with  crisis 
is  57  per  cent;  however,  in  the  patients  in 
which  surgery  is  instituted,  the  mortality  is 
only  20  per  cent/  A single  adenoma  is  found 
in  80  per  cent  of  the  cases  reported  and  90 
per  cent  of  the  tumors  are  above  the  clavicle.10 
Carcinoma  of  the  parathyroid  gland  is  re- 
sponsible for  crisis  in  7 per  cent  of  patients, 
and  hyperplasia,  of  the  chief  cell  variety,  in 
8 per  cent.1  Two  or  more  adenomata  have 
been  noted  in  2 per  cent  of  the  cases,  and 
central  hemorrhage  and  necrosis  of  the 
adenoma,  as  in  our  case,  has  often  been  found. 

Summary 

Parathyroid  crisis  is  a sequelae  of  chronic 
hyperparathyroidism.  Surgical  excision  of  the 
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offending  adenoma  should  be  undertaken  as 
soon  as  a diagnosis  is  determined  or  suspected. 
The  serum  calcium  and  phosphorus  deter- 
minations are  still  the  most  reliable  diagnostic 
tests  available.  With  prompt  surgical  excision, 
survival  of  the  patient  can  be  expected. 


NOTE:  Over  the  past  12  months  two  cases  of 
chronic  hyperparathyroidism  have 
been  successfully  treated  at  the 
McLeod  Infirmary  in  Florence,  South 
Carolina. 
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The  Car  and  the  Cardiac— Naseeb  B.  Baroody, 
M.D.  (Florence,  South  Carolina)  Amer  Family  Physi- 
cian 2:71  (December)  1970. 

A cold  car  may  induce  angina  or  Raynaud’s 
phenomenon  in  some  patients  with  cardiovascular 
disease.  Sustained  periods  in  a hot  automobile  should 
also  be  avoided.  Patients  with  angina  should  drive 
cars  that  are  equipped  with  energy-saving  devices, 
such  as  power  steering.  Driving  emergencies  may 
precipitate  angina.  Patients  with  uncontrolled  heart 
block  should  not  be  allowed  to  drive.  Cerebrovascular 
disorders  characterized  by  vertigo  and  labyrinthine 
disturbances  are  extremely  hazardous  when  driving. 
Medications  may  also  contribute  to  accidents  or 
injuries. 
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UROLOGIC  ABDOMINAL  MASSES  IN  CHILDREN 


A palpable  abdominal  mass  in  a child  pre- 
sents a challenge  to  the  most  skilled  physician. 
However,  the  diagnosis  may  not  be  as  elusive 
as  one  may  think.  A review  of  cases  as  re- 
ported by  Longino  and  Martin,1  Hendron  and 
Meicow,2  and  Uson3  reveal  that  about  50 
per  cent  of  all  abdominal  masses  in  children 
are  in  the  genitourinary  tract.  Therefore,  an 
intravenous  pyelogram  should  be  obtained  in 
all  children  with  a palpable  abdominal  mass 
and  this  will  reveal  the  diagnosis  in  most 
cases.  Even  though  malignant  tumors  are  un- 
common as  a cause  of  abdominal  masses  in 
children,  the  possibility  of  tumor  makes  it 
imperative  that  a correct  diagnosis  be  made. 
This  paper  will  review'  the  primary  causes  of 
urologic  abdominal  masses  in  children  and 
give  the  family  physician  up-to-date  informa- 
tion concerning  the  diagnosis  of  abdominal 
masses.  Several  non-urologic  masses  will  be 
mentioned  in  order  to  help  clarify  making  the 
correct  diagnosis. 

Certain  generalities  can  be  made  concern- 
ing differentiating  abdominal  masses  in  chil- 
dren. The  size,  hardness,  motility,  and  surface 
characteristics  of  a mass  should  be  carefully 
determined.  Typically,  a malignant  tumor  is 
hard  and  has  little  motility  w'hile  a cyst  is 
smooth,  rounded  and  may  even  be  trans- 
illuminate.  The  position  of  a mass  is  important 
as  an  hepatoma  would  be  expected  to  arise  in 
the  upper  abdomen,  an  ovarian  cyst  in  the 
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low'er  abdomen  and  a hydronephrotic  or 
multicystic  kidney  are  naturally  found  in  the 
flank.  The  age  of  a patient  is  important. 
Lingino  and  Martin1  found  congenital  renal 
lesons,  particularly  multicystic  kidney  to  be 
the  most  frequent  cause  of  abdominal  mass  in 
neonates.  The  solid  malignant  tumors  neuro- 
blastomas and  nephroblastomas  are  the  most 
common  neoplasm  in  children.  They  occur 
predominately  during  the  first  three  years  of 
life;  however,  they  are  encountered  only  rarely 
in  the  neonate.  Non-function  on  the  intra- 
venous pyelogram  usually  means  hydro- 
nephrosis, while  impaired  function  means  cyst 
or  tumor.  Hematuria  is  rare  as  a sign  except 
with  glomerulonephritis,  which  does  not  pre- 
sent as  a mass.  Roles4  says  that  hypertension 
may  be  present  in  20-25  per  cent  of  patients 
writh  nephroblastoma  and  the  relationship 
between  hypertension  and  pheochromocytoma 
is  w'ell  known. 

Masses  of  Renal  Origin 

Congenital  multicystic  kidney.  Longino 
and  Martin1  and  other  authors  have  found 
multicystic  kidney  disease  to  be  the  most  fre- 
quent cause  of  abdominal  masses  in  the  neo- 
nate. The  mass  is  unilateral,  non-tender,  lobu- 
lated  and  the  intravenous  pyelogram  may 
show  complete  non-function  of  the  affected 
kidney  because  of  destruction  of  the  kidney. 
It  is  differentiated  from  polycystic  disease  by 
being  unilateral.  Congenital  multicystic  dis- 
ease is  non-hereditary.  Nephrectomy  is  usually 
indicated. 

Polycystic  kidney  disease.  Polycystic  kid- 
ney disease  is  a congenital  renal  abnormality 
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Figure  I — Intravenous  pyelogram  showing  poly- 
cystic kidney  disease.  Note  large  size  of  both 
kidneys. 


where  both  kidneys  suffer  from  replacement 
of  kidney  tissue  by  a multiplicity  of  renal 
cysts.  There  is  an  infantile  and  adult  form 
and  in  the  infantile  form,  the  child  rarely 
survives  until  puberty.0  Hematuria  is  not  un- 
common and  infection  commonly  complicates 
polycystic  disease.  Hypertension  may  be  found 
in  60  to  70  per  cent  of  these  patients.  The 
KUB  shows  bilaterally  enlarged  renal 
shadows.  The  intravenous  pyelogram  reveals 
a distorted  calyceal  pattern.  Of  course,  with 
bilateral  kidney  disease  every  effort  should  be 
made  to  preserve  kidney  tissue  and  neph- 
rectomy is  not  usually  done  except  with  severe 
bleeding  or  stones.  (Figure  1) 

Hydronephrosis.  Hydronephrosis  may  be 
unilateral  or  bilateral  and  is  palpated  as  a 
smooth  rounded  mass  as  compared  to  the 
lobular  mass  in  congenital  multicystic  kidney. 
A unilateral  hydronephrosis  may  be  caused  by 
a urethropelvic  junction  obstruction,  an  ob- 
struction at  the  uretherovesical  junction  or  a 
uretherocele.  Bilateral  hydronephrosis  may  be 
caused  by  obstruction  of  the  lower  part  of  the 
urinary  tract.  The  intravenous  pyelogram 
shows  a large  renal  shadow  with  dilation  of 


the  pelvis  and  calcyes,  which  may  show  only 
in  a delayed  film  of  2-3  hours.  If  the  obstruc- 
tion is  in  the  lower  urinary  tract  and  reflux 
is  present,  a cystogram  will  show  reflux  of  the 
contrast  material  into  the  bilaterally  dilated 
collecting  system.  (Figure  2) 

Wilm’s  Tumor.  Wilm’s  Tumor  is  a solid 
malignancy  of  genitourinary  origin.  They  are 
rarely  found  in  the  first  month  of  life  and  the 
average  age  of  diagnosis  is  three  years.  Intra- 
venous pyelogram  may  usually  show  a large 
soft  tissue  mass  distorting  the  collecting  sys- 
tem. Calcification  is  infrequent  in  a Wilm’s 
Tumor,  but  may  be  present  in  neuroblastoma.6 
It  may  be  difficult  to  differentiate  a Wilm’s 
Tumor  from  hydronephrosis.  No  operation 
should  be  performed  without  a preliminary 
excretory  pyelogram.  Wilm’s  Tumor  may  be 
found  bilaterally  with  an  incidence  up  to  12 
per  cent.  (Figure  3) 

Rare  causes  from  genitourinary  tract: 
Ovarian  cyst,  urachal  cyst,  hydrometrocolpos 
are  some  of  the  causes  of  abdominal  masses 
in  children,  but  these  are  very  rare. 

Masses  of  Extragenitourinary  Origin 

Neuroblastoma  is  one  of  the  most  common 
solid  tumors  found  in  children.  They  may  arise 
from  adrenal  medulla  or  along  the  sympathetic 


Figure  II — Bilateral  hydronephrosis  and  hydro 
ureters  on  a delayed  intravenous  pyelogram. 
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ganglion  chain.  The  kidney  silhouette  may  be 
displaced,  but  is  usually  normal  in  shape  and 
size  as  seen  on  the  intravenous  pyelogram. 
The  renal  collecting  system  is  rarely  distorted, 
but  the  ureter  may  be  displaced.6 

Masses  arising  in  the  gastrointestinal  tract 
include:  mesenteric  cyst,  pancreatic  cyst,  fecal 
impaction  and  duplications.  These  masses 
usually  present  with  symptoms  of  obstruction 
of  die  gastrointestinal  tract.  Distortion  and 
displacement  of  the  renal  collecting  system  is 
not  common. 

Hepatic  cyst,  hepatic  tumors,  hydrops  of 
the  gallbladder  are  other  rare  causes  of  intra- 
peritoneal  masses  in  children.  These  children 
may  present  with  symptoms  of  liver  com- 
promise. 

There  are  many  medical  conditions  which 
cause  abdominal  masses  in  children  and  in- 
clude leukemia,  and  Banti’s  syndrome.  These 
medical  conditions  causing  abdominal  masses 
are  usually  diagnosed  without  the  need  of 
surgical  exploration. 

Although  the  intravenous  pyelogram  is  the 
primary  diagnostic  study  used  to  diagnose 
abdominal  masses  in  children,  there  are  many 
other  studies  available  which  can  be  used  to 
help  differentiate  abdominal  masses.  These 
studies  include  the  infussion  pyelogram,  retro- 
grade pyelogram,  angiography,  venography, 


1.  Longino,  L.  A.  and  Martin,  L.  W.:  Abdominal 
masses  in  the  newborn  infant,  Pediatrics  21:596, 
1958. 
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3.  Melicow,  M.  M.  and  Uson,  A.  C.:  Palpable 

abdominal  masses  in  infants  and  children:  A report 


Figure  III — Wilm’s  Tumor  on  the  superior  pole  of 
the  left  kidney  with  a normal  vena  cavagram. 


upper  G.I.  series,  barium  enemia,  and  isotope 
renal  scan. 

Summary 

Approximately  50  per  cent  of  palpable  ab- 
dominal masses  in  children  arise  from  the 
genitourinary  tract.  The  intravenous  pyelo- 
gram and  its  interpretation  should  provide 
the  basis  for  evaluation  of  these  children. 
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SOUTH  CAROLINA  HEART  ASSOCIATION 
CARDIOVASCULAR  CASE  OF  THE  MONTH 
AN  UNUSUAL  PRESENTATION  OF  ACUTE 
MYOCARDIAL  INFARCTION 


GRADY  H.  HENDRIX,  M.D. 
Charleston,  S.  C. 

CLARENCE  COKER,  M.D. 
JOSEPH  H.  KING,  M.D. 
Manning,  S.  C. 


Case  Presentation 

A 61-year-old  white  female  was  admitted  to  the 
Clarendon  County  Hospital,  Manning,  South  Caro- 
lina, with  complaints  of  feeling  faint  and  weak  and 
an  unusual  taste  in  her  mouth  associated  with  extreme 
thirst.  The  patient  had  been  relaxing  at  home  earlier 
in  the  evening  and  began  to  notice  a very  strange 
taste  and  a sensation  of  a dry  mouth  for  which  she 
had  drunk  some  coca-cola.  After  approximately  one 
hour  of  this  she  began  to  feel  very  faint,  at  which 
time  she  was  taken  to  the  hospital.  When  first  seen 
in  the  Emergency  Room,  she  did  not  complain  of 
pain  but  continued  to  complain  of  a strange  and 
unusual  taste  sensation  and  dryness  in  her  mouth. 

Physical  examination  revealed  her  to  be  cold  and 
clammy,  with  a systolic  blood  pressure  of  40.  Head, 
eyes,  ears,  nose  and  throat  were  within  normal 
limits.  The  chest  was  clear  to  percussion  and  ausculta- 
tion. Examination  of  her  heart  showed  a rapid, 
regular  rhythm  without  cardiac  enlargement.  No 
rubs  or  murmurs  were  noted.  The  liver  was  not  felt. 
The  remainder  of  the  physical  examination  was  nor- 
mal. 

The  electrocardiogram  showed  an  acute  inferior 
myocardial  infarction.  SGOT  rose  from  18  to  87  and 
then  returned  to  normal.  The  remainder  of  the  lab- 
oratory work  was  unremarkable. 

After  admission  the  patient’s  blood  pressure 
returned  to  normal  and  her  recovery  was  uneventful. 
The  extreme  dryness  in  her  throat  and  unusual  taste 
disappeared  after  the  first  few  hours  and  did  not 
recur.  She  was  discharged  some  three  weeks  later 
after  an  uneventful  convalescence. 

Some  one  year  after  this  episode  the  patient  was 


seen  again  and  was  found  to  be  in  early  congestive 
heart  failure  and  was  digitalized.  Some  one  year 
after  that,  which  was  two  years  after  the  original 
infarction,  the  patient  expired  suddenly,  the  cir- 
cumstances of  which  are  not  known. 

Discussion 

All  physicians  who  deal  with  patients  with 
acute  myocardial  infarctions  are  well  aware 
of  the  strange  pictures  which  they  may  pre- 
sent. The  complaints  in  this  particular  case 
were  certainly  unusual  and  somatic  repre- 
sentations of  this  type  could  not  be  found  on 
a search  of  the  literature.  Khosla  and  Caroli 
reviewed  unusual  modes  of  clinical  presenta- 
tions of  acute  myocardial  infarction  and  re- 
ported presentations  such  as  giddiness,  faint- 
ing, diaphoresis,  unusual  locations  for  local- 
ized pain,  and  choking.  They  also  discuss  a 
number  of  gastrointestinal  symptoms  such  as 
feelings  of  distention,  nausea  and  vomiting, 
and  epigastric  burning.1  Frequent  references 
can  be  found  to  unusual  types  of  pain  and  its 
distribution  in  the  case  of  acute  myocardial 
infarction. 

This  patient  presented  as  an  unusual  somatic 
representation  of  acute  myocardial  infarction 
consisting  of  extreme  thirst  and  an  unusual 
taste. 
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This  is  apt  to  be  the  year  of  the  Caduceus.  On  the  national  front  multibillion  dollar  social 
welfare  bills  are  undergoing  committee  hearing,  and  the  outcome  of  the  tug  of  war  between 
the  liberal  national  health  insurance  program  of  Mr.  Kennedy  versus  a more  conservative  Amer- 
ican Medical  Association’s  Medicredit  will  influence  the  division  of  the  tax  dollar. 

Closer  home,  the  South  Carolina  Legislature  is  confronted  with  a multiplicity  of  bills 
affecting  medical  practice  and  delivery  of  health  care. 

A subcommittee  of  the  House  Ways  and  Means  has  docketed  H-1373,  “To  Create  a Com- 
mittee to  Set  Fees  to  be  Paid  Physicians  and  Surgeons  by  State  Agencies  and  Departments”. 
“Be  it  enacted  by  the  General  Assembly  of  the  State  of  South  Carolina:  There  is  hereby 
created  a committee  to  be  composed  of  the  State  Health  Officer,  the  State  Director  of 
the  Board  of  Public  Welfare,  the  State  Commissioner  of  Mental  Health,  the  State  Com- 
missioner of  Mental  Retardation,  the  Director  of  Vocational  Rehabilitation,  the  Exec- 
cutive  Director  of  the  South  Carolina  Commission  for  the  Blind,  the  Chairman  of  the 
Industrial  Commission,  the  President  of  the  Medical  University  of  South  Carolina,  and 
the  President  of  the  South  Carolina  Medical  Association,  all  of  whom  shall  serve  as 
ex  officio  members.  It  shall  be  the  duty  of  the  committee  to  set  a uniform  scale  of  maxi- 
mum fees  to  be  paid  to  physicians  and  surgeons  by  all  State  Agencies  and  Depart- 
ments. Such  fee  schedule  shall  become  effective  not  later  than  July  1,  1971.” 

The  South  Carolina  Medical  Association  is  fortunate  to  have  several  key  people  in  position 
to  apprise  the  profession  of  bills  referring  to  medicine  and  to  influence  their  outcome.  Mr.  Jack 
Meadors  has  been  an  intricate  part  of  the  legislative  process  and  over  the  years  has  guided 
committees  in  their  consideration  of  bills  to  the  benefit  of  patients  and  physicians.  He  has  been 
a great  service  to  The  Association  and  to  the  people  of  the  state. 

Senator  Frank  Owens  has  been  a real  asset  to  his  district,  and  to  his  profession,  by  guiding 
legislation  in  the  Senate.  Dr.  Owens  has  recommended  (referring  to  House  Bill  1373)  that  a 
‘“committee  from  the  state  medical  association  should  work  in  an  advisory  capacity  in  establish- 
ing such  a schedule”  as  referred  to  in  the  Bill.  It  is  recalled  that  the  House  of  Delegates  at  its 
1970  meeting  in  Myrtle  Beach  directed  Council  to  form  a committee  to  work  out  a uniform  fee 
schedule  for  doctors  as  refers  to  Blue  Shield.  The  committee  has  about  completed  its  work  and 
the  schedule  that  has  been  proposed  will  be  a base  on  which  an  equitable  schedule  can  be 
worked  out  with  the  State  Departments  dealing  in  health  care. 

H-Bill  1415  and  H-Bill  1416  have  been  promoted  by  the  South  Carolina  Optometrists  to 
improve  their  position  in  the  practice  of  optometry.  They  would  make  it  mandatory  that  refer- 
rals from  agencies  dealing  in  health  be  referred  to  optometrists  on  the  same  basis  as  patients 
referred  to  ophthalmologists.  The  second  Bill  provides  that  performing  of  visual  examination, 
the  determination  of  prescriptions  and  specifications  for  spectacle  or  contact  lenses  or  alteration 
of  the  specifications  of  contact  or  spectacle  lenses  and  the  fitting  and  prescribing  of  contact 
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lenses  must  be  done  personally  by  the  optometrist  or  physician,  and  cannot  be  delegated  to  an 
unlicensed  or  lay  assistant.  Implication  of  this  provision  would  limit  the  use  of  paramedical  help 
in  the  ophthalmologist’s  office  and  the  sense  of  the  Bill  carried  over  to  a wider  field  of  medi- 
cine would  handicap  all  physicians  in  the  use  of  office  assistants. 

A Bill  by  the  South  Carolina  Podiatrists  would  permit  any  surgery  on  the  foot  short  of 
amputations. 

A Bill  to  franchise  hospital  beds  for  new  construction  has  had  wide  publication  by  the  South 
Carolina  Hospital  Association  and  legislation  to  regulate  such  franchisement  is  in  committee. 
A further  Bill  affecting  hospitals  would  make  it  mandatory  to  admit  alcoholics  to  general  hos- 
pital beds.  It  is  argued  by  the  Plospital  Association  that  certain  hospitals  are  not  fitted  to  take 
care  of  such  patients  and  this  Bill  is  opposed  by  the  South  Carolina  Hospital  Association. 

A further  Bill,  called  to  my  attention  by  Dr.  Owens,  would  hold  the  doctor  responsible  for 
any  procedure  done  on  a patient  which  was  advised  by  a physician  whether  it  was  done  in  the 
home  by  a member  of  the  family  or  by  ancillary  help  in  the  doctor’s  office. 

You  will  see  from  the  above  that  there  is  no  lack  of  proposed  legislation  in  the  hopper 
relating  to  medical  doctors  and  to  the  practice  of  medicine. 

Council  of  the  South  Carolina  Medical  Association  met  on  February  17  and  was  confronted 
with  many  knotty  matters,  including  the  concept  of  foundations  formed  by  state  medical 
societies  to  furnish  peer  review  of  utilization  and  quality  control  of  medical  care.  This  subject 
is  being  studied  in  depth  by  Council  and  a report  of  the  deliberation  will  be  given  to  the 
House  of  Delegates  at  the  annual  meeting  in  May. 

At  Council  meeting,  Dr.  Waitus  Tanner  presented  a petition  from  the  Executive  Committee 
of  the  Columbia  Medical  Society  to  look  into  the  activity  of  Blue  Cross-Blue  Shield  as  it  refers 
to  the  formation  of  a sales  delivery  organization  and  a life  insurance  company.  This  had  refer- 
ence to  the  Alpine  Agency  and  the  Companion  Life  Insurance  Company  which  have  been  formed 
to  effect  a package  type  of  hospital  and  life  insurance.  It  was  felt  by  the  Columbia  Society’s 
Executive  Committee  that  a conflict  of  interests  was  possibly  involved  in  that  Mr.  William 
Sandow,  Director  of  the  Plans,  was  listed  as  a stockholder  in  the  Companion  Life  Insurance 
Company.  Council  requested  a report  from  the  Board  of  Blue  Shield  regarding  this  matter. 

It  can  be  seen  from  the  above  that  it  is  not  necessary  to  go  beyond  the  state  border  to 
confront  problems  in  legislation  and  delivery  of  health  care.  It  is  the  intent  of  Council  of  the 
South  Carolina  Medical  Association  to  keep  the  profession  advised  on  pertinent  problems. 
Truly  this  is  the  year  of  the  Caduceus. 

March  10,  1971  Ben  N.  Miller,  M.  D. 
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Editorial 


Physicians’  Assistants 
A great  deal  of  publicity  has  been  generated 
recently  by  the  concept  of  the  “physician’s  or 
doctor’s  assistant.”  While  there  seem  to  be 
some  differences  of  opinion  regarding  the 
ultimate  function  of  this  group,  in  general 
the  consensus  seems  to  be  that  they  will  pro- 
mote more  efficient  use  of  the  physician’s 
skills.  This  ostensibly  would  be  through  their 
undertaking  many  tasks  felt  to  be  time  con- 
suming, but  not  requiring  the  expertise  of  the 
fully  trained  physician.  At  first  glance  this 
would  seem  to  be  a commendable  endeavor 
and  it  obviously  has  received  adequate  sup- 
port. As  most  physicians  are  aware,  programs 
at  reputable  medical  centers  have  been  either 
already  established  or  proposed  to  train  this 
type  of  technician  or  paramedical  individual. 
The  present  assumption  seems  to  be  that  this 
group  will  work  under  the  supervision  of 
physicians,  although  in  some  instances  it  has 
been  proposed  that  they  could  serve  in  remote 
areas  where  physicians  are  unavailable. 


The  natural  history  of  most  para-medical 
groups  is  to  eventually  move  toward  in- 
dependence from  what  they  feel  is  control  by 
the  medical  profession.  Concomitant  with 
such  a movement  is  usually  a redefinition  of 
their  role  and  scope  of  functioning  which  not 
infrequently  overlaps  with  what  physicians 
feel  are  the  traditional  areas  of  medical  prac- 
tice. Whether  or  not  such  an  occurrence  would 
be  desirable  or  undesirable  is  subject  to  in- 
dividual interpretation;  however,  it  should  be 
considered  as  a distinct  possibility. 

As  an  alternative  to  creating  more  para- 
medical personnel,  more  emphasis  might  be 
placed  on  decreasing  the  time  or  length  of 
training  for  physicians  as  has  been  proposed 
and  already  undertaken  in  some  schools. 
Despite  objections  that  such  approaches  to 
medical  training  may  produce  technicians,  it 
might  well  be  in  the  long  run  that  this  would 
be  preferable  to  the  public  as  well  as  the 
medical  profession. 


MINUTES  OF  THE  COUNCIL 
SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


Columbia,  South  Carolina 
Wednesday,  February  17,  1971 


The  Council  of  the  South  Carolina  Medical 
Association  met  at  the  Blue  Cross-Blue  Shield 
Headquarters  at  2:00  p.m.  on  February  17, 
1971. 

Present:  Dr.  Ben  N.  Miller,  President;  Dr. 
Harold  P.  Hope,  Chairman;  Dr.  Joseph  D. 
Thomas,  Vice  President;  Dr.  D.  Strother  Pope, 
Secretary;  Dr.  Buckland  Thomas,  Editor  of 
the  SCMA  Journal;  Dr.  J.  Howard  Stokes, 
Treasurer;  Mr.  M.  L.  Meadors,  Executive 
Secretary;  and  Dr.  John  P.  Booker,  President- 
Elect. 

Councilors  Dr.  A.  Richard  Johnston,  Dr. 
Waitus  O.  Tanner,  Dr.  William  A.  Klauber, 


Dr.  Halstead  M.  Stone,  Dr.  John  D.  Gilland, 
Dr.  Michael  Holmes,  Dr.  J.  Harvey  Atwill 
( Vice-Chairman ) . 

Also,  Dr.  J.  Hal  Jameson,  Dr.  Thomas 
Parker,  Dr.  Harrison  Peeples,  Dr.  John  C. 
Hawk,  Jr.,  Dr.  C.  Tucker  Weston  and  Mr. 
Richard  G.  Pugh. 

Dr.  John  P.  Booker  gave  the  invocation. 
Minutes  of  the  October  28,  1970,  meeting 
were  approved. 

Dr.  Ben  N.  Miller,  President,  gave  a very 
interesting  report  on  a meeting  with  the 
Governor,  Dr.  Stokes,  Dr.  Hope  and  Mr. 
Meadors.  Dr.  Miller  then  asked  Council’s 
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wishes  regarding  certain  questions  asked  him 
by  the  Governor  in  discussing  the  Carnegie 
Report.  First,  the  Governor  wanted  to  know 
the  feeling  of  SCMA  about  the  new  concept 
in  curriculum  in  the  Medical  College;  second, 
SCMA’s  feeling  about  organizing  Regional 
Appalachian  programs;  and  third,  SCMA’s 
feeling  about  para-medical  education,  par- 
ticularly in  certain  areas  of  the  state. 

Dr.  Miller  said  he  had  attended  a meeting 
of  the  Ways  and  Means  Committee  and  that 
Committee  posed  the  questions  as  to  whether 
it  would  be  possible  to  have  a single  fee 
schedule  for  all  state  agencies  dealing  in 
health.  As  the  committee  appointed  to  formu- 
late an  equitable  fee  schedule  for  Blue  Shield 
(as  requested  by  the  House  of  Delegates  at 
the  annual  meeting  in  May  1970)  is  about 
ready  to  submit  their  proposed  schedule  for 
consideration,  Dr.  Tanner  moved  that  Council 
tentatively  approve  the  concept  that  SCMA 
could  go  along  with  a single  fee  schedule  for 
all  state  agencies  after  the  fee  schedule  has 
been  accepted.  Motion  carried. 

Dr.  Pope,  Secretary,  gave  his  report.  He 
stated  that  responses  from  Congressmen  to 
whom  SCMA  recommended  Dr.  William 
Hunter  and  Dr.  Hiram  Curry  as  candidates 
for  the  Council  to  aid  in  the  training  of  family 
doctors  in  the  nation’s  medical  schools  had 
been  most  favorable;  however,  the  President 
had  vetoed  the  bill.  In  this  connection,  Dr. 
Tucker  Weston  suggested  that  future  recom- 
mendations for  national  positions  be  made 
through  Dr.  Kemodle  of  AMA. 

Dr.  Pope  urged  all  members  of  the  SCMA 
who  can  possibly  do  so  to  attend  the  SCMA- 
SC  Bar  Association  Seminar  to  be  held  in  the 
Capstone  House  on  March  26  and  27. 

The  Secretary  stated  that  the  State  Board 
of  Health  is  desirous  of  sponsoring,  with 
SCMA’s  sanction,  legislation  concerning  treat- 
ment of  minors;  but  since  the  proposed  legisla- 
tion appeared  to  be  too  general,  the  Attorney 
General’s  office  has  been  asked  to  study  same 
and  report  back  to  SCMA. 

Dr.  Stokes  gave  the  Treasurer’s  Report. 

Dr.  Ben  Miller  moved  that  all  bills  sent  out 
by  SCMA  in  the  future  be  totalled.  Motion 
carried. 


Dr.  Stokes  gave  a brief  summary  of  legisla- 
tion which  is  to  be  proposed  by  Opthalmolo- 
gists  and  Council  voted  unanimously  to  sup- 
port this  legislation. 

Dr.  Stokes  reported  that  the  Opticians  now 
want  their  own  Board  and  recommended  that 
Council  go  on  record  as  being  in  favor  of  this. 
Motion  carried. 

Dr.  William  McCord  appeared  before 
Council  to  explain  the  so-called  new  curricu- 
lum at  the  Medical  School.  He  started  by  say- 
ing that  the  much  publicized  Physician’s 
Assistants  Program  has  not  yet  been  started. 
Dr.  McCord  stated  that  the  so-called  “new 
curriculum”  will  allow  a smart  student  to 
finish  much  earlier.  It  allows  him  to  point  a 
little  earlier  to  a specialty  if  he  so  desires  and 
eliminates  a lot  of  studies  which  are  “obsolete”. 
It  will  now  be  possible  for  a person  to  go  to 
Clemson  out  of  high  school  for  approximately 
two  years  and  obtain  108  hours’  credit  by 
foregoing  the  long  summer  vacations.  After 
he  has  completed  20  hours  credit  at  the  Medi- 
cal College,  he  will  be  entitled  to  his  BA 
Degree.  Then,  after  three  years  and  three 
months,  he  will  be  entitled  to  his  Medical  De- 
gree. It  is  Dr.  McCord’s  opinion  that  the  sup- 
porters of  the  Carnegie  Report  should  be 
satisfied  with  these  plans.  In  reply  to  a ques- 
tion by  Dr.  Stokes,  Dr.  McCord  stated  that  a 
student  could  slow  down  and  take  the  longer 
course  if  he  so  desired. 

In  answer  to  a question  by  Dr.  Tanner,  Dr. 
McCord  stated  that  one  of  the  so-called 
“obsolete”  studies  to  be  omitted  would  be 
Biochemistry  Lab  work.  Duke,  the  University 
of  Tennessee  and  the  University  of  Ohio  are 
among  the  schools  already  having  similar  pro- 
grams. 

Dr.  McCord  received  the  sanction  of  Coun- 
cil to  study  the  feasibility  of  the  Medical 
Assistants  Programs  more  fully.  Dr.  McCord 
mentioned  that  there  are  now  16  Mini-Medi 
Centers  in  the  Appalachian  counties. 

Dr.  William  H.  Fairey,  Charleston,  ap- 
peared before  Council  to  request  that  SCMA 
sponsor  and  finance  a survey  of  malpractice 
claims  in  the  State  of  South  Carolina.  Dr.  Pope 
moved  that  such  a survey  be  made  and 
financed  by  SCMA.  Motion  carried. 
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Dr.  Vince  Moseley  gave  a very  comprehen- 
sive report  on  the  manipulation  of  funds 
allocated  to  RMP  by  the  Federal  Government 
and  surmised  that  it  is  quite  possible  that  the 
RMP  will  necessarily  have  to  be  curtailed 
greatly.  Dr.  Moseley  suggested  that  a letter 
setting  forth  the  facts  about  the  achievements 
of  the  RMP  in  South  Carolina  be  sent  to  the 
Secretary  of  HEW,  our  United  States  Senators, 
our  State  Senators,  the  Governor  and  other 
interested  parties  by  the  President  and  Chair- 
man. It  is  Dr.  Moseley’s  contention  that  unless 
the  doctors  of  the  state  use  whatever  political 
power  they  may  have,  the  RMP  will  go  down 
the  drain.  Dr.  Tanner  moved  that  such  a 
letter  be  approved  by  Council  in  principle. 
Dr.  Atwill  seconded  and  also  suggested  that 
Mr.  Meadors  send  this  information  to  all 
members  of  SCMA  as  well.  Motion  carried. 

Dr.  Hope  spoke  on  the  subject  of  Founda- 
tions. It  was  Dr.  Hope’s  feeling  that  Council 
go  on  record  as  approving  the  formation  of  a 
Foundation  by  SCMA  and  that  a called  meet- 
ing be  held  so  that  complete  details  can  be 
presented  to  the  House  of  Delegates  at  the 
Annual  Meeting.  Dr.  Hope  wishes  to  appoint 
a committee  to  work  with  Mr.  Meadors  and 
him  on  the  details  of  forming  a Foundation. 

Dr.  Weston  stated  that  AM  A doesn’t  know- 
in  fact,  nobody  knows— what  will  be  done 
about  the  HMO  program  and  PSRO  may  or 
may  not  be.  In  view  of  this,  it  will  be  wise  to 
insist  on  close  scrutiny  by  the  Medical  Profes- 
sion of  all  medical  services  proposed  by  the 
Federal  Government. 

Mr.  Meadors  announced  that  on  April  23, 
24  and  25,  there  will  be  a meeting  in  Charles- 
ton concerning  Foundations  and  HMO.  Thir- 
teen ( 13 ) states  will  be  represented.  Attend- 
ance is  expected  to  be  limited  to  the  state  and 
county  societies.  There  will  be  a Registration 
Fee  of  $150  per  organization  which  fee  covers 
four  (4)  physicians  and  two  staff  members. 
There  will  be  a fee  of  $5.00  for  each  additional 
physician. 

Dr.  Hawk  moved  that  Dr.  Hope  be  given 
authority  to  appoint  a committee  to  study 
Foundations  and  that  this  committee  be 
appointed  to  attend  the  Regional  meeting  in 
Charleston  and  that  any  others  who  would 
like  to  attend  be  encouraged  to  do  so.  Motion 


carried. 

Dr.  Atw  ill  moved  that  May  2 be  tentatively 
set  for  the  called  meeting  of  Council  to  hear 
the  report  of  the  above  committee.  Motion 
carried. 

Mr.  Meadors  read  a letter  from  Dr.  Julian 
Price,  Florence,  regarding  pending  legislation 
abolishing  the  sale  or  use  of  fireworks  in  the 
state.  Dr.  Miller  moved  that  SCMA  support 
such  legislation.  Motion  carried. 

Mr.  Meadors  read  a letter  from  Ernest  A. 
Johnson,  D.O.,  requesting  SCMA’s  sanction  of 
more  flexibility  in  the  law  concerning  the 
licensing  of  osteopaths,  remove  the  provision 
that  he  be  excluded  from  sitting  with  the 
Board  of  Medical  Examiners  on  Disciplinary 
matters,  and  that  the  Osteopaths  be  included 
in  abortion  laws.  After  discussion,  Dr.  Klauber 
moved  that  the  letter  be  referred  to  the  Board 
of  Medical  Examiners  for  consideration. 
Motion  carried. 

Mr.  Meadors  read  a recommendation  from 
Dr.  James  A.  Cheezem  that  SCMA  support 
legislation  that  the  Physical  Therapists  Law 
be  amended  to  permit  the  licensure  of  Physi- 
cal Therapists  Assistants,  to  work  under  the 
Physical  Therapists,  and  that  the  fees  for 
licensure  be  raised.  Also,  it  is  their  desire  to 
include  another  paragraph  which  provides 
that  the  Physical  Therapists  and  Assistants 
act  only  under  the  direction  of  a doctor  of 
medicine  or  dentistry.  Dr.  Atwill  moved  that 
Council  support  such  legislation.  Motion 
carried. 

Dr.  Atwill  stated  that  the  Advisory  Com- 
mittee on  Comprehensive  Health  Planning 
now  has  only  one  member  who  is  a practicing 
physician  and  there  should  be  more  members 
who  are  practicing  physicians.  Dr.  Atwill 
moved  that  SCMA  support  legislation  to  in- 
crease the  number  of  members  on  the  Ad- 
visory Committee  so  that  there  will  be  more 
than  just  one  practicing  physician  on  same, 
preferably  three.  Motion  carried. 

Mr.  Meadors  stated  that  he  had  expected 
Dr.  Kilgore  to  present  a question  of  the  Jour- 
nal carrying  advertising  of  the  Biological 
Medical  Laboratories,  a North  Carolina  con- 
cern with  offices  in  Columbia.  This  question 
will  be  deferred  until  such  time  as  Dr.  Kilgore 
is  present. 
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There’s  a soup 


for  almost  every  patient  and  diet 
...for  every  meal  , - 

and,  it  s made  by  VCUltpvdl 


PROTEIN  CONTENT/  7 oz.  Serving* 


Bean  with  Bacon 

6.8 

Green  Pea  with  Ham  (Frozen) 

7.6 

Beef 

8.0 

Hot  Dog  Bean 

8.4 

Chicken  Broth 

5.5 

Pepper  Pot 

6.1 

Chicken  N Dumplings 

5.8 

Split  Pea  with  Ham 

10.2 

Chili  Beef 

6.2 

Vegetable  Beef 

5.0 

Green  Pea 

6.9 

Vegetable  with  Beef  (Frozen) 

5.4 

When  protein  is  the  focal  point  in  your  patients’ 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 


* From  “Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 
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Consider  Lincociri 

(lincomycin  hydrochloride,  Upjbhn) 
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and  single-dose  2 r 
disposable  syringe 


THE  UPJOHN  COMPANY 
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A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 
to  pain 
relief 


‘Empirin’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 


'B.W.  & Co.'  narcotic  products  are 

Class  "B",  and  as  such  are  available  on  oral 

prescription,  where  State  law  permits. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.) 
■Rickahoe,  N.Y. 


INC. 


You  can't  fell  a redwood 
with  a hatchet 


With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  maybe 
"a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 


High  Potency  Vitamin  Formula 

Theragran-M 

High  Potency  Vitamin  Formula  with  Minerals 


Theragran 
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'The  Priceless  Ingredient  of  every  product 
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Dr.  Miller  moved  that  Council  go  on  record 
as  seeing  nothing  objectionable  in  the  Car- 
negie Report.  Motion  carried. 

Council  expressed  its  feeling  that  the 
Appalachian  program  could  well  be  applied 
to  other  regions  in  the  state  and  that  the  Para- 
Medical  Program  should  be  under  the  Medi- 
cal College. 

Dr.  Weston  gave  a most  comprehensive 
report  on  the  progress  being  made  by  the 
Committee  appointed  to  look  into  constructing 
a permanent  home  for  SCMA.  The  committee 
is  comprised  of  Dr.  Tucker  Weston,  Dr.  Don- 
ald Kilgore,  Dr.  James  H.  Gressette,  Dr.  Frank 
Owens,  Dr.  Douglas  Jennings  and  Dr.  Ethel 
Madden.  Dr.  Weston  described  and  showed 
plats  of  three  different  properties  which  might 
be  purchased.  Dr.  Weston  asked  Council’s 
wishes  about  accepting  the  funds  of  the 
Columbia  Medical  Society  for  use  in  the  pur- 
chase of  the  property,  the  property  to  be  in 
the  name  of  SCMA  and  the  Columbia  Medi- 
cal Society  to  make  arrangements  about  rent- 
ing space  from  them. 

Dr.  Jameson  offered  the  use  of  the  Blue 
Cross-Blue  Shield  Building.  Dr.  Parker  moved 
that  Council  thank  Dr.  Jameson  for  his  offer 
and  decline  same;  that  Council  authorize  Dr. 
Weston  and  his  committee  to  go  ahead  and 
negotiate  for  the  property.  Motion  carried. 

Dr.  George  Brunson,  Columbia,  was  elected 
to  fill  the  vacancy  on  the  Blue  Shield  Board 
caused  by  the  death  of  Dr.  A.  Izard  Josey. 

Dr.  Stone  announced  that  there  was  a 
vacancy  on  the  Regional  Medical  Program  in 
District  3 caused  by  Dr.  George  C.  Adickes 
leaving  the  state  and  nominated  Dr.  James  L. 
Hughes,  Chester,  to  replace  him.  Motion  car- 
ried. 

Dr.  Miller  read  a letter  from  Dr.  J.  I. 
Waring  concerning  the  publication  of  Vol- 


ume 3 of  the  History  of  Medicine  and  moved 
that  SCMA  underwrite  the  cost  of  this  pub- 
lication. Motion  carried. 

Dr.  Weston  moved  that  Mr.  Tom  Sawyer, 
AMA,  Atlanta,  be  invited  to  attend  future 
Council  meetings.  Motion  carried. 

Dr.  Tanner  reported  certain  findings  by  the 
Columbia  Medical  Society’s  Insurance  Com- 
mittee regarding  the  formation  and  activities 
of  the  Companion  Life  Insurance  Company. 
Dr.  Tanner  moved  that  a copy  of  the  findings 
reviewed  by  Council  be  furnished  each  mem- 
ber of  the  Boards  of  Directors  of  Blue  Cross 
and  Blue  Shield  with  the  request  that  an 
investigation  be  made  and  appropriate  action 
taken  and  also  instruct  Blue  Shield’s  Board 
to  report  to  Council  on  their  findings  and 
recommendations  by  April  1,  1971.  Motion 
carried. 

Dr.  Hawk  invited  members  of  Council  to 
attend  the  meeting  of  the  Board  of  Directors 
of  the  Congress  of  County  Medical  Societies 
which  is  to  be  held  in  Charleston  on  April  2, 
3 and  4. 

Dr.  Stokes  moved  that  Council  meetings  at 
the  Annual  SCMA  Meeting  at  Myrtle  Beach 
be  held  at  the  Ocean  Forest  Hotel  and  that 
the  Monday,  Tuesday,  and  Wednesday  morn- 
ing meetings  be  combined  with  breakfast. 
Motion  carried. 

Dr.  Stokes  read  a letter  from  Mr.  Ralph 
Gasque  regarding  the  drug  situation  in  South 
Carolina  and  urged  that  Council  support  the 
regulatory  aspects  of  drugs  in  nursing  homes, 
hospitals,  and  pharmacies  being  retained  by 
the  State  Board  of  Health  and  the  criminal 
aspects  being  turned  over  to  S.L.E.D. 

Council  approved  the  SCMA’s  joining  the 
Interagency  Council  on  Smoking  and  Health. 

Meeting  adjourned. 


NEW  MEMBERS  OF  SCMA 


Dr.  Hal  C.  Anderson 
1275  Ebenezer  Rd. 

Rock  Hill,  S.  C.  29730 
Dr.  J.  Neyle  Bennett 
2307  Sunset  Blvd. 

W.  Columbia,  S.  C.  29169 
Dr.  Harry  W.  Floyd 
Kingstree,  S.  C.  29556 


Dr.  Robert  D.  Johnson 

Brams  Point 

Hilton  Head  Island,  S.  C.  29928 
Dr.  Albert  L.  Reid 
2226  Hampton  St. 

Columbia,  S.  C.  29204 
Dr.  Ross  Vilardo 
N.  Railroad  Ave. 

Dillon,  S.  C.  29536 
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At  the  Annual  Meeting  of  the  Federation 
of  State  Medical  Boards  of  the  United 
States,  held  at  the  Palmer  House,  Chicago, 
Illinois,  February  ll-14th,  Dr.  Harold  E. 
Jervey,  Jr.,  of  Columbia,  was  re-elected 
Treasurer  and  also  presented  the  lecture  at 
the  Herbert  Platter  Luncheon.  Dr.  W.  H. 
Johnson,  Loris,  attended  the  American  Col- 
lege of  Cardiology  and  Cardiovascular  Ed- 
ucation Program  of  the  Mid-South  Regional 
Medical  Program  at  Baptist  Hospital,  Nash- 
ville, Tennessee.  Dr.  H.  Parker  Jones,  former 
State  Public  Health  Department  district 
officer  from  Beaufort,  has  joined  the 
Charleston  \reterans  Administration  Hos- 
pital staff.  He  will  be  examining  physician 
in  the  Admission  and  Out-patient  Service. 

The  four  Ser- 
toma  Clubs  in 
Spartanburg  rec- 
ognized Dr.  D. 
Lesesne  Smith 
for  his  “out- 
standing and 
energetic  efforts 
in  behalf  of  his 
fellow  man,  his 
community  and  his  profession,”  and  awarded 
him  with  the  Service  to  Mankind  Award. 
Dr.  Smith  graduated  from  the  Medical  Uni- 
versity of  South  Carolina  in  1931.  In  addition 
lie  received  a Master  of  Arts  from  the  Uni- 
versity of  Cincinnati  in  1934  while  serving 
his  internship  and  residency  in  that  city  and 
in  Jacksonville.  He  began  the  practice  of 
pediatrics  in  Spartanburg  in  1934.  Dr.  Smith 
is  a former  president  of  the  South  Caro- 
lina Medical  Association,  the  Spartanburg 
County  Medical  Society,  and  the  9th  District 
Medical  Society. 


Dr.  Luther  Baxter  of  Seneca  has  been 
named  president  of  the  Oconee  County 
United  Fund  for  1971.  Dr.  Carl  J.  Shealy 
has  been  elected  to  Aiken  County  Board  of 
Education.  Dr.  William  V.  Relyea,  retired 
colonel,  will  be  associated  with  Drs.  Richard 
L.  Jackson,  Holmes  B.  Springs  and  Charles 
Stark  of  Myrtle  Beach.  Dr.  John  R.  Sosnow- 
ski  of  Charleston  will  be  one  of  five  recipi- 
ents of  Clemson’s  Distinguished  Alumni 
Award.  Dr.  Edward  F.  Parker  has  been 
named  chairman  of  the  Roper  Hospital 
Board  of  Commissioners  for  the  11th  con- 
secutive year. 

Dr.  Curtis  P. 
A r t z,  interna- 
tionally known 
for  his  work  in 
burns  and  severe 
injuries,  has 
been  named  liai- 
s o n representa- 
tive to  the  Army 
Surgeon  Gen- 
eral. Presentation  of  the  Surgeon  General’s 
certificate  was  made  by  Col.  C.  W.  Sargent, 
Third  Army  Surgeon,  Ft.  McPherson,  Geor- 
gia. As  liaison  representative  to  the  Sur- 
geon General,  Dr.  Artz  will  be  involved  in 
programs  to  stimulate  interest  in  medical 
service  and  careers  in  the  Armed  Forces. 

Dr.  Bertram  S.  Brown,  director  of  the 
National  Institute  of  Mental  Health,  was  the 
distinguished  lecturer  in  psychiatry  at  a pro- 
gram given  in  March  at  the  Medical  Univer- 
sity of  South  Carolina.  His  topic  was  “The 
Drug  Crisis  Impact  on  the  Field  of  Mental 
Health.” 
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SOUTH  CAROLINA  DEPARTMENT 
OF  MENTAL  HEALTH 


William  S.  Hall,  M.D. 


State  Commissioner  of  Mental  Health 

COLUMBIA— The  South  Carolina  Depart- 
ment of  Mental  Health  is  well  along  with 
plans  for  the  construction  of  an  Addictions 
Center  to  meet  the  pressing  needs  of  those 
who  are  addicted  to  alcohol  or  have  developed 
a drug  dependence  or  are  victims  of  drug 
abuse. 

The  150-bed  unit  will  be  constructed  on  a 
new  campus  site  about  seven  (7)  miles  from 
Columbia  and  north  of  the  present  campus 
of  the  Crafts-Farrow  State  Hospital.  The  pre- 
liminary forecast  is  for  the  center  to  be  com- 
pleted and  ready  for  operations  by  late  1972. 

Completion  and  operation  of  the  Addictions 
Center  will  bring  into  full  force  and  effect  the 
law  which  allows  the  involuntary  commitment 
of  the  chronic  alcoholic  and  drug  addict  and 
will  fulfill  the  State’s  obligation  to  the  citizens 
who  voted  strongly  for  such  a center  and 
involuntary  commitment  law  in  1967. 

Within  the  near  future  the  Department 
will  begin  recruiting  and  training  of  personnel 
who  will  operate  the  center.  They  will  form 
the  basic  cadre  of  personnel  who  will  carry 
out  a training  program  for  the  full  staff  prior 
to  the  opening  of  the  center  and  fulfill  the 
faculty  requirements  for  a training  institute 
for  professionals. 

Planning  for  the  center  has  been  in  progress 
since  the  enabling  legislation  was  passed  by 
the  General  Assembly  in  1969.  At  that  time 
a 35-cent  per  case  increase  was  added  to  the 
tax  of  hard  liquors.  Lacking  necessary  plan- 
ning funds  in  the  beginning,  the  Depart- 
ment’s program  and  engineering  personnel 
who  were  assigned  this  preliminary  study, 


were  faced  with  many  delays,  while  pressure 
for  the  construction  and  operation  of  the 
Addictions  Center  increased  in  response  to 
almost  daily  news  reports  of  mounting  drug 
abuse  and  alcohol-related  accidents. 

Funds,  totaling  just  over  $100,000  were 
finally  released  in  the  later  part  of  1970  and 
the  Department  was  finally  given  the  go- 
ahead  for  rapid  completion  of  the  center. 
Facilities  throughout  the  nation  have  been 
visited  and  what  has  been  considered  the  best 
from  each  of  these  has  been  included  in  the 
design  phase  of  the  project. 

Meanwhile,  the  Department,  as  was  re- 
quired in  the  law,  created  a separate  Division 
of  Alcohol  and  Drug  Addiction  under  the 
direction  of  Dr.  Thomas  G.  Faison,  Super- 
intendent of  Crafts-Farrow  State  Hospital, 
and  Acting  Deputy  Commissioner  of  the  pro- 
gram. Winter  T.  Kimes,  formerly  Director  of 
Research  and  Planning  for  the  S.  C.  Com- 
mission an  Alcoholism,  was  named  to  the 
position  of  Coordinator  of  the  Addictions 
Center  project. 

“We  are  all  extremely  enthused  about  the 
center,”  commented  Dr.  William  S.  Hall,  State 
Commissioner  of  Mental  Health.  “This  project 
has  afforded  us  the  opportunity  to  research, 
design  and  construct  a facility  around  a totally 
new  therapeutic  concept.  This  will  be  another 
innovative  First  for  South  Carolina,  and  will 
undoubtedly  become  a training  opportunity 
unequaled  in  the  addictions  field  in  the 
United  States.” 

The  Department  is  also  fortunate  in  that  it 
already  has  14  mental  health  centers  and 
clinics  in  operation  throughout  the  state  where 
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follow-up  contact  and  counseling  and  other 
supportive  techniques  can  be  utilized  once  a 
patient  has  been  processed  through  the  treat- 
ment phase  at  the  Addictions  Center  and  is 
released  for  return  home. 

The  Department  of  Mental  Health  will  work 
closely  with  all  other  state  agencies,  local  and 
state  organizations  in  bringing  into  use  all 
services  which  can  be  directed  toward  the 


treatment  and  rehabilitation  of  the  chronic 
alcoholic  and  the  drug  addict. 

This  includes  but  is  not  restricted  to  the 
Commission  on  Alcoholism,  the  S.  C.  Voca- 
tional Rehabilitation  Agency,  the  State  Board 
of  Health,  Department  of  Public  Welfare  and 
the  Departments  of  Corrections  and  Juvenile 
Corrections. 


$flulh  Carolina  IflriJidAsstfriahm 

50  YEARS  AGO 

APRIL,  1921 

Dr.  H.  L.  Shaw  of  Sumter  was  elected  presi- 
dent of  the  South  Carolina  Medical  Associa- 
tion. The  Annual  Meeting  was  held  in  Colum- 
bia. A 20  per  cent  increase  in  membership 
was  reported,  and  an  attendance  of  350  at  the 
Annual  Meeting  was  noted.  Florence  County 
reported  a membership  of  23.  Greenwood 
County  had  21  members.  An  article  reported 
liberal  criteria  for  the  removal  of  tonsils. 


DEATHS 


DR.  H.  A.  MOOD 

Dr.  Henry  Ashleigh  Mood,  Sr.,  86,  well- 
known  Sumter  physician,  died  February  4 in 
Tuomey  Hospital.  Dr.  Mood  graduated  from 
the  Medical  College  of  Virginia  in  1906.  He 
began  practice  in  Sumter  in  1906,  continuing 
until  his  death.  He  was  a member  of  the 
Sumter  County  Medical  Society. 


DR.  S.  W.  PAGE 

Dr.  Samuel  Watson  Page,  92,  retired  Green- 
wood physician,  died  February  10.  Dr.  Page 
graduated  from  the  University  of  Maryland 
School  of  Medicine  and  practiced  in  Ander- 
son prior  to  moving  to  Greenwood. 


DR.  A.  F.  W.  HELMBOLD 

Dr.  August  F.  W.  Helmbold,  70,  of  Sum- 
merville, died  February  2.  Dr.  Helmbold  had 
recently  retired  as  general  surgeon  at  the 
Coastal  Habilitation  Center,  South  Carolina 
Department  of  Mental  Retardation.  He  was  a 
founding  fellow  of  the  American  Society  of 
Abdominal  Surgeons  and  a diplomat  on  the 
Examing  Board  of  Abdominal  Surgeons.  He 
was  a member  of  the  American  Medical  Asso- 
ciation, the  Medical  Society  at  Vienna, 
Austria,  and  the  Charleston  County  Medical 
Society. 
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The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content . . . 
conclude  Goodman  and  Gilman 


THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt,  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 
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Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR) . The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  horn:  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 

Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 


Clinical  Extension 
of  a pure 
Smooth  Muscle 
Relaxant 
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NOTE: 

of  Trocinalc  p 
lion  in  dosage 
smooth  muscle  t m 
■100  mg.  dosage  usually  cr 
therapeutic  blood  level.  In 
dosage  after  relief , lengll 
time  between  dosage  talker  t 
ing  the  recommended  dose  is  / 

The  prompt  direct  action  allows 
consciousness  of  the  first  suggestion 
return  of  symptom  ...  a guide  to  i ' 
spacing  and  to  determining  u,h 
merit  is  complete . A presc 
twelve  or  sixteen  400  nig.  , 
usually  correct  spasm  and  I 
tablets  for  a reserve. 


mm 
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TROCINATE 

Brand  THIPHENAMIL  HC1 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS-MUCOUS  COLITIS 
. . . the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specif  c relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  (J.  Urol. 
73:487-93 ) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
A Ojf  TjC/rca/.  //{acer/A'cadf 


DR.  H.  G.  WADDELL 


DR.  W.  K.  ROGERS 

Dr.  Wilbert  Kenneth  Rogers,  61,  died  at  the 
Loris  Community  Hospital  on  February  S.  Dr. 
Rogers  was  a graduate  of  the  Medical  Uni- 
versity of  South  Carolina  and  served  his 
internship  at  Roper  Hospital.  He  did  further 
post-graduate  work  at  Cook  County  Hospital 
in  Chicago.  He  began  practice  in  Loris  in 
1938.  Dr.  Rogers  has  been  a member  of  the 
Horry  County  Medical  Association,  the 
Southern  Medical  Association,  and  the 
Southeastern  Surgical  Congress. 


Dr.  Henry  Grady  Waddell,  78,  of  Lake 
Murray,  Columbia,  died  February  18  in  his 
home.  Dr.  Waddell  received  his  M.  D.  de- 
gree from  Vanderbilt  University  and  came  to 
Columbia  in  1935  with  the  Veterans  Admin- 
istration Hospital.  From  1945  to  1954  he  was 
physician  at  the  University  of  South  Carolina 
and  later  was  Medical  Director  of  the  South 
Carolina  Regional  Blood  Center. 


MEETINGS 


Chicago  Committee  on  Trauma,  American 
College  of  Surgeons,  15th  Annual  Post- 
graduate Course  on  Fractures  and  Other 
Trauma,  May  5-8,  1971,  at  the  John  B. 
Murphy  Auditorium,  50  East  Erie  Street, 
Chicago,  Illinois. 

American  College  of  Physicians  Course  on 
Intensive  Care  Units,  May  10-14,  1971,  at  St. 
Vincent’s  Hospital  and  Medical  Center,  Cronin 


10  Auditorium,  153  W.  11th  Street,  New 
York,  New  York. 

American  College  of  Legal  Medicine 
Annual  Meeting,  Conference  on  Malpractice, 
May  7-8,  1971,  1340  N.  Astor  Street,  Suite 
1201,  Chicago,  Illinois  60610. 

South  Carolina  Heart  Association,  Scientific 
Sessions,  April  30-May  1,  Town  House  Motel, 
Columbia,  South  Carolina. 


RESIDENCY  IN  GENERAL  PSYCHIATRY  AND  CHILD  PSYCHIATRY 

The  William  S.  Hall  Psychiatric  Institute  has  residency  openings  commencing 
July  1,  1971,  in  the  three-year  general  psychiatry  program  and  its  two-year  child 
psychiatry  program.  The  program  is  academically-oriented  and  fully  supervised 
by  full-time  teaching  staff  of  eight  general  psychiatrists,  three  child  psychiatrists, 
and  two  neurologists.  The  full-time  staff  is  supplemented  by  teaching  consultants 
in  neurology,  psychiatry,  and  child  psychiatry  and  by  excellent  supportive  services 
in  psychology,  social  work  and  adjunctive  therapies.  Salary  range  $11,358  - 
$16,202.  NIMH  grants  available.  Submit  inquiries  to  Director,  William  S.  Hall 
Psychiatric  Institute,  P.  O.  Box  119,  Columbia,  South  Carolina  29202. 

EQUAL  OPPORTUNITY  EMPLOYER 
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THE  SOUTH  CAROLINA  REGIONAL  MEDICAL 
PROGRAM,  ITS  STATUS  TODAY 


VINCE  MOSELEY,  M.D. 
Coordinator,  South  Carolina 


In  the  national  press  and  via  various  special 
reports,  a number  of  news  releases  have  indi- 
cated that  the  55  Regional  Medical  Programs 
now  in  operation  are  to  be  stringently  re- 
stricted fiscally.  This  report  is  given  to  clarify 
these  news  reports  and  to  advise  on  the 
status  of  the  South  Carolina  Regional  Medical 
Program  (SCRMP)  and  its  progress. 

All  Regional  Medical  Programs  have  been 
faced  with  uncertainty  of  funding  at  the 
national  level  each  year  since  1968  due  to 
decisions  made  by  the  Rureau  of  the  Rudget 
to  withhold  by  administrative  order  amounts 
of  between  $21,000,000  and  $30,900,000  each 
year  from  that  appropriated.  Authorization  by 
Congress  for  funding  per  P.L.  89-239  and  P.L. 
90-574,  and  again  in  P.L.  91-515,  which 
extends  these  programs  for  three  years,  antici- 
pated, by  increasing  the  level  authorized  for 
funding  each  year,  that  the  programs  would 
expand  their  activities  to  a greater  degree 
than  has  been  accomplished.  Grants  awarded 
the  55  operational  regional  programs  have 
remained  at  essentially  the  same  level  each 
year  for  1969,  1970,  and  1971  at  about 
$70,000,000  for  regional  projects,  due  to  ad- 
ministrative decision. 

The  programs  now  again  find  their  opera- 
tions restricted  due  to  an  administrative  de- 
cision, and  $20,000,000  of  the  funds  available 
and  anticipated  for  use  this  fiscal  year  have 
again  been  restricted.  In  addition,  because  of 
commitments,  a fiscal  crisis  which  immedi- 
ately affects  each  of  the  55  regions  has  occur- 


red. This  operational  problem  necessitates  a 
cutback  of  $8,500,000  in  funds  that  have  been 
awarded  to  the  regions  for  grant  operations 
for  FY  1971.  Each  region  was  notified  Feb- 
ruary 22,  1971  that  an  immediate  curtailment 
of  funds  is  mandatory. 

In  South  Carolina  a restriction  of  $92,566 
has  been  imposed  and  each  project,  including 
the  core  staff  operation,  has  been  subjected  to 
budget  adjustments  in  order  to  accomplish 
this  reduction  in  funding.  These  adjustments 
are  being  made  as  equitably  as  possible,  but, 
of  course,  there  will  be  inevitably  some  hard- 
ship in  adjustment  as  these  reductions  will 
have  to  occur  in  the  last  four  months  of  the 
fiscal  year,  which  ends  June  30,  1971. 

Additional  restrictions  are  to  be  imposed  by 
administrative  order  during  the  fiscal  year  of 
1971-1972.  For  FY  1972,  a restriction  of 
$34,500,000  has  been  decided  on  which  will 
reduce  operational  funding  to  $52,456,000  for 
all  programs  of  the  Division  and  regions,  viz, 
grants,  operations,  programs  management  and 
technical  assistance  and  disease  control.  After 
the  deductions  for  costs  of  the  various  con- 
tracts, etc.  of  the  Division  and  its  operations, 
it  appears  that  regional  grants  would  be 
actually  restricted  to  the  approximately  40 
million  after  the  approximately  12  million  of 
National  Division  operational  costs  are  sub- 
tracted. 

The  1972  budget  introduces  a discrimi- 
natory policy  that  will  be  applied  to  regional 
grant  awards  in  that  awards  will  be  made  to 
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those  regions  having  innovative  programs 
directed  towards  “moving  the  local  health 
care  system  toward  improved  accessibility  and 
quality  care.”  The  new  policy  will  also  require 
a similar  shifting  in  emphasis  in  the  use  of 
funds  for  programs  currently  in  operation. 

In  this  shift  of  emphasis  it  is  stressed  that 
RMP  goals  will  be  directed  toward  “improved 
and  expanded  service  by  existing  physicians, 
nurses,  and  other  allied  health  personnel; 
increased  utilization  of  new  types  of  allied 
health  personnel;  new  and  improved  mecha- 
nisms that  provide  quality  control  and  im- 
proved standards  and  decreased  cost  of  care 
in  hospitals;  early  detection  of  disease; 
implementation  of  the  most  efficient  phases 
of  health  care  technology;  and  supporting  the 
necessary  catalytic  role  to  help  initiate  neces- 
sary consolidation  or  reorganization  of  health 
care  activities  to  achieve  maximum  efficiency.” 

The  SCRMP  was  initially  awarded  funds 
for  operational  grants  in  August,  1968  and  has 
been  awarded  each  year  funds  commensurate 
with  the  program’s  needs,  although  it  has 
never  been  fully  funded;  that  is,  it  has  each 
year  had  locally  and  nationally  approved 
projects  for  which  funds  were  not  available 
for  award.  Though  faced  with  the  problem 
each  year,  by  rebudgeting  its  awarded  funds 
within  the  region,  it  has,  however,  been  able 
to  support  most  of  the  projects  approved  with 
high  priority  and  has  achieved  a degree  of 
success  comparable  to  any  other  region. 

In  all,  between  1968  and  December  9,  1970, 
fifty-one  (51)  project  proposals  have  been 
reviewed  and  studied  by  the  Regional  Ad- 
visory Group  and  its  committees.  Of  these,  18 
related  to  heart  disease,  15  to  cancer,  5 to 
stroke,  4 to  other  related  diseases,  and  9 to 
continuing  education. 

Since  1968  the  SCRMP  has  been  awarded 
grants  for  the  operation  of  22  projects.  Four 
additional  projects  which  were  approved  by 
the  Regional  Advisory  Group  and  National 
Advisory  Council  were  never  funded.  In  addi- 
tion, five  (5)  planning  studies  were  funded 
from  staff  operational  funds.  These  were  in 
addition  to  the  original  planning  grant  funds 
awarded  for  developing  the  Regional  Program 
Plan,  feasibility  and  planning  studies,  and 
staff  support.  Five  of  the  17  projects  initially 


funded  in  1968  are  now  supported  by  sources 
other  than  SCRMP,  and  by  June  30,  1971 
eleven  (11)  others  will  continue  with  other 
support. 

Currently  there  are  16  operational  projects, 
of  which  5 are  heart  projects,  6 are  cancer 
projects,  2 are  stroke  projects,  one  is  a kidney 
disease  project,  and  2 are  education  projects, 
and  one  of  these  relates  also  to  health  per- 
sonnel recruitment.  One  heart  and  one  cancer 
project  are  directly  in  support  of  pediatric  age 
patient  problems. 

There  are  now  under  review  at  the  national 
level  twenty-six  (26)  project  applications.  Of 
these,  17  are  new,  RAG-approved  projects. 
Also  there  are  requests  for  funds  for  con- 
tinuation by  three.  One  has  requested  renewal, 
and  five  (5)  are  previously  studied  projects 
now  being  resubmitted  after  changes  were 
made  as  suggested  by  the  Regional  Advisory 
Group  or  the  National  Advisory  Council. 

In  facing  up  to  the  realities  of  the  future, 
however,  it  is  highly  dubious  that  this  or  any 
of  the  other  54  programs  now  in  operation 
can  continue  in  1972,  or  beyond,  to  provide 
the  sort  of  supports  that  has  been  given  in  the 
past  to  physicians  and  their  patients,  or  to 
carry  out  the  new  roles  in  the  manner  that  the 
budget  annotations  as  quoted  call  for. 

A reduction  in  funding  of  the  proposed 
magnitude  will  seriously  hamper  the  oppor- 
tunity which  these  programs  orginally  af- 
forded by  making  it  possible  for  practicing 
physicians  to  have  available  in  their  local 
communities  demonstrations  for  continuing 
education,  this  type  of  assistance  in  learning 
new  techniques,  or  the  opportunity  to  apply 
new  technology,  and  the  various  demonstra- 
tion and  training  programs  at  the  local  level 
which  can  positively  affect  the  morbidity  and 
mortality  of  heart  disease,  cancer,  stroke, 
kidney  and  other  related  diseases.  These  con- 
ditions continue  to  be  stressed  in  health  pro- 
grams as  they  are  the  leading  causes  for  death 
and  disability  in  the  age  groups  where  it  is 
most  important,  i.e.  during  the  adult,  re- 
sponsible, wage-earning  years. 

In  South  Carolina,  the  Regional  Medical 
Program  has  been  an  effective  agency  in 
beginning  to  exert  a definite  impact  in  these 
areas.  We  cite,  for  example,  the  lowering  of 
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mortality  of  those  with  acute  myocardial  in- 
farction during  the  first  week  of  illness  from 
approximately  35  per  cent  to  18-20  per  cent, 
through  the  training  of  nurses  and  physicians 
in  the  use  of  monitoring  equipment.  In  addi- 
tion, these  programs  have  stimulated  the 
utilization  of  such  equipment  from  a level  of 
three  hospitals  in  1968  to  where  utilization  of 
this  equipment,  with  trained  personnel,  has 
been  established  in  29  hospitals  in  this  state. 
The  nurses  engaged  in  use  of  this  equipment 
have,  by  and  large,  been  trained  by  programs 
with  SCRMP  support,  or  through  monetary 
assistance  from  the  program.  Such  training 
programs  must  be  repeatedly  conducted  due 
to  the  high  turnover  of  nursing  personnel,  and 
a restriction  of  funds  in  1972  should  be  viewed 
as  a real  hazard  in  respect  to  future  expansion 
and  continuation  of  these  valuable  lifesaving 
techniques. 

In  respect  to  stroke,  the  Acute  and  Chronic 
Stroke  Projects  at  Columbia  Hospital  have 
demonstrated  the  value  of  such  programs  with 
lowering  of  acute  mortality  from  approxi- 
mately 56  per  cent  to  1 1 per  cent.  These  pro- 
grams have  been  equally  available  to  blacks 
as  well  as  whites,  and,  in  addition,  the  re- 
habilitative follow  up  instituted  for  those 
with  residual  problems  has  enabled  48  out  of 
52  who  were  disabled  to  return  to  self  care 
and  to  some  degree  of  employment.  Hospital 
stay  has  been  reduced  from  25  days  to 
approximately  11  days  on  an  average,  thus 
costs  of  hospitalization  have  been  materially 
affected.  Earlier  diagnosis  has  been  demon- 
strated also  as  being  entirely  feasible  and  thus 
to  provide  opportunity  for  appropriate  vascu- 
lar intervention  procedures  in  a facility  where 
patients  with  early  or  transient,  intermittent 
symptoms  can  be  referred  for  modern  vascular 
therapy. 

In  respect  to  cancer,  the  Regional  Medical 
Program  has  been  instrumental  in  encouraging 
and  demonstrating  the  value  in  cancer  of  the 
cervix  of  the  more  widespread  use  of 
Papanicolaou  smear  techniques  for  those  with 
high  risk,  for  housewives  or  other  women.  Its 
use  in  health  examinations  in  industry,  in 
private  physicians’  offices,  and  in  public 
health  clinics  has  been  stimulated.  During  the 
course  of  the  past  two  and  one-half  years. 


August  1,  1969-January  1,  1971,  for  example, 
19,232  women,  75  per  cent  of  whom  were 
indigent,  59  per  cent  white  and  41  per  cent 
black,  in  the  counties  of  Florence,  Darlington 
and  Marlboro,  were  examined.  Seventy-two 
(72)  with  early  malignancy  were  diagnosed 
and  treated,  and  795  patients  with  suspicious 
or  other  definite  conditions  needing  appropri- 
ate treatment  or  follow-up  were  also  identi- 
fied. Most  important  has  been  the  increase  in 
the  utilization  of  the  Papanicolaou  smear  in 
examinations  by  private  physicians  that  this 
program  stimulated,  in  that  over  45  per  cent 
of  the  patients  who  were  examined,  were  ex- 
amined through  private  physicians’  offices. 
Another  such  program  at  the  Medical  Uni- 
veristy  screened  7,848  women  dining  the 
same  period. 

A Computer  Communication  Network  to 
the  Medical  University  Hospital  has  been 
established  to  assist  in  improved  dosimetry 
calculations  for  radiation  treatment  of  cancer, 
with  linkages  to  one  other  hospital  in  the 
upper  State.  Expansion  of  this  service  is 
planned. 

The  Heart  Disease  and  Cancer  Control 
Sections  of  the  State  Board  of  Health,  and  the 
Heart  and  Cancer  Clinics,  have  been  actively 
supported  with  RMP  grants  administered  by 
the  State  Board  of  Health  for  the  improve- 
ment of  these  Clinics,  at  which  physicians  and 
nurses  have  received  training  as  well  as  other 
paramedical  groups,  along  with  patient  care 
conducted  in  the  clinics.  The  total  attendance 
at  educational  programs  and/or  activities  at 
the  clinics  has  exceeded  1,500  physicians  and 
800  registered  nurses. 

Needless  to  say,  the  black  and  white  citi- 
zens have  been  equally  afforded  opportunity 
for  care  in  all  the  SCRMP  programs,  and 
although  the  SCRMP  programs  have  been 
directed  primarily  towards  disease  states  of 
adult  life,  children  have  not  been  excluded. 
Two  excellent  programs  directed  by  members 
of  the  Department  of  Pediatrics  staff  of  the 
Medical  University  of  South  Carolina  have 
been  funded  with  emphasis  directed  toward 
improved  recognition,  early  diagnosis  and  pre- 
vention, as  well  as  treatment  of  heart  disease 
and  malignant  disorders  of  children.  As  a part 
of  these  programs,  a telephone  network  has 
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been  established  to  enable  conferences  and 
consultations  directed  toward  patient  care 
linking  10  hospitals  throughout  the  State. 
To  date  this  network  has  held  20  pediatric 
conferences  attended  by  791  physicians,  91 
registered  nurses,  and  718  other  allied  health 
personnel.  The  network  has  been  also  utilized 
for  78  weekly  consultation  conferences,  which 
have  a total  attendance  of  over  600  physicians. 
These  facilities  will  be  expanded  into  use  for 
other  disease  states  and  age  groups  in  the 
coming  months. 

The  South  Carolina  Hospital  Association 
has  been  assisted  in  education  programs  in- 
volving the  lay  public,  and  these  have  stimu- 
lated recruitment  and  educational  programs 
for  medical  and  occupational  groups  in  the 
health  field.  Enrollment  in  health  careers,  as  a 
result  of  these  programs,  increased  from  1,802 
to  3,768  in  the  past  two  and  one-half  years. 
The  number  of  training  programs  available 
in  the  State  has  increased  from  91  to  131,  and 
the  types  of  programs  have  increased  from  24 
to  38.  Health  materials  of  interest  to  students 
and  the  public  have  been  given  to  184,000 
individuals,  resulting  in  over  18,000  inquiries 
for  further  information. 

Through  the  several  programs  now  in  opera- 
tion, it  has  been  calculated  that  instruction 
has  been  given  to  more  than  8,000  physicians, 
over  12,000  nurses,  116  Licensed  Practical 
Nurses,  and  to  10,309  occupational  and  tech- 
nical aides.  Direct  patient  care  by  the  several 
programs  has  been  given  to  over  4,000  heart 
patients,  over  30,000  cancer  patients,  520 
stroke  patients,  and  over  100  renal  patients; 
approximately  equally  divided  between  black 
and  white. 

Regional  Medical  Program  funding  assisted 
in  the  achievement  of  a Kidney  Transplant 
Program  in  South  Carolina,  and  in  the  de- 
velopment of  a special  laboratory  for  more 
definitive  studies  of  renal  disease,  based  at  the 
Medical  University  Hospital. 

The  Medical  University  of  South  Carolina, 
as  a result  of  the  interest  of  the  Regional 
Advisory  Croup  and  RMP  fund  assistance, 
established  in  April,  1969,  a Division  of  Con- 
tinuing Education  for  the  benefit  of  physi- 
cians, nurses,  dentists,  occupational  and  tech- 
nical personnel,  including  opportunity  for  up- 


grading. This  division  has  associated  itself 
with  the  South  Carolina  ETV  Network,  and 
produces  programs  each  week  of  professional 
and  lay  interest,  reaching  an  audience  of  500 
or  more  weekly.  These  programs  are  also  cir- 
culated nationally  on  request.  Associated  with 
this  has  been  the  development  of  an  opera- 
tional plan  which  permits  the  use  of  a two- 
way  telephone  communication  system  for  con- 
sultation between  the  Medical  University 
Hospital  and  ten  hospitals  throughout  the 
State  to  improve  patient  care. 

All  projects  supported  by  SCRMP  have 
received  financial  support  from  one  or  more 
additional  sources.  Sponsor  financial  support 
of  these  projects  has  ranged  from  salary  sup- 
port of  staff  members  to  major  commitments 
in  alteration  and  new  construction  expense. 

Records  or  formal  estimates  on  dollar  value 
contributions  of  sponsors  have  not  been  main- 
tained, nor  has  there  been  computation  of 
value  of  personnel  costs,  travel,  and  services 
provided  by  other  (third  party)  sources.  Aside 
from  in-kind  support,  two  projects  have 
secured  cash  contributions  from  local  govern- 
ment and  commerical  firms  in  support  and 
expansion  of  patient  activities.  This,  and  the 
fact  that  each  project  approved  has  been 
judged  for  possibility  for  continuation  after 
RMP  support  ended,  a requirement  of  prime 
consideration  for  approval  by  the  RAG  in 
every  instance,  is  shown  by  16  projects  be- 
coming operational  from  other  sources  by 
June  30,  1971,  thus  indicating  their  value. 

Potential  sponsors  have  noted  the  ad- 
vantages of  cost  sharing  in  current  SCRMP 
projects,  and  there  is  increasing  acceptance 
of  the  costs  directly  related  to  the  function  of 
the  institution  or  agency,  as  in  the  case  of 
terminal  linkages  and  equipment  in  com- 
munications or  monitoring  systems.  Evidence 
of  shared  financial  support,  or  in-kind  con- 
tributions will  continue  to  be  an  appraisal 
factor  in  project  proposals. 

At  the  annual  meeting  December  9,  1970, 
the  Regional  Advisory  Group  of  the  SCRMP 
made  certain  explicit  statements  on  goals  and 
programs  for  the  triennium  1971-1974,  and  the 
design  of  projects  it  would  approve.  It  was 
determined  that  the  Medical  District  Com- 
mittees should  establish  the  needs  and  estab- 
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lish  the  sub-regional  priority  of  projects  with 
due  recognition  of  costs,  better  communica- 
tion, quality  and  quantity  of  care,  and  sup- 
port from  other  public  and  private  agencies. 
Further,  services  for  certain  population 
groups,  i.e.  children,  the  poor,  and  urban  or 
rural  problem  areas,  are  also  to  be  con- 
sidered and  properly  evaluated  in  program 
development.  This  directly  reflects  South 
Carolina’s  concern  for  those  areas  to  which 
national  priority  has  been  so  much  stressed  of 
late. 

These  activities  are  cited  to  indicate  that 
within  the  guidelines  as  contained  in  P.L.  89- 
239,  and  the  act  extending  the  Regional  Medi- 
cal Programs,  P.L.  91-515,  Title  I,  of  Amend- 
ment Title  19,  an  amendment  to  Public  Health 
Service  Act,  Section  900  (d),  “.  . . by  these 
means  to  improve  health  services  for  persons 
residing  in  areas  with  limited  health  services, 
and  to  accomplish  these  ends  without  interfer- 
ing with  the  patterns  of  the  methods  of 
financing,  of  patient  care  or  professional  prac- 
tice, or  with  the  administration  of  the  hos- 
pitals, and  in  cooperation  with  practicing  phy- 
sicians, medical  center  officials,  hospital  ad- 
ministrators, and  representatives  from  appro- 
priate voluntary  health  agencies,”  the  Regional 
Medical  Program  in  South  Carolina  has  been 
able  to  improve  and  expand  services  by  exist- 
ing physicians,  nurses,  and  allied  health  per- 
sonnel. These  services  have  increased  the 
utilization  of  new  types  of  technology  and 
techniques  and  in  the  development  of  pro- 
grams of  continuing  education  for  professional 
and  for  allied  health  personnel.  They  have 
introduced  new  and  specific  mechanisms  and 
methods  that  provide  quality  control  and  im- 
proved standards,  and  have  decreased  costs 
of  care  in  hospitals.  These  are  what  is  desired 
by  the  Administration,  as  stated  in  the  Budget 
for  FY  1972  of  the  Health  Service  and  Mental 
Health  Administration,  of  HEW. 


We  would  urge  that  the  Administration 
recognize  that  Regional  Medical  Programs 
have  achieved  through  local  means  the  de- 
sired comprehensive  goals  of  improved  health 
care,  and  have  reduced  mortality  and  morbid- 
ity, and  that  although  these  programs  have 
been  primarily  categorically  oriented  to  the 
major  diseases  responsible  for  the  morbidity 
and  mortality  of  the  employed  adult  popula- 
tion, also  children,  the  poor,  urban,  and  rural 
population  groups  and  health  agencies  and 
practitioners  have  been  aided,  with  benefits  of 
a variety  of  sorts  being  achieved  beyond 
those  directed  to  specific  disease  states,  and 
have  resulted  in  improved  health  care  for 
many  types  of  patients  as  given  by  their  com- 
munity physicians,  nurses,  and  allied  health 
groups.  With  local  interest  and  community 
support,  categorical  orientation  is  not  without 
benefits  that  accrue  to  the  overall  health  sys- 
tem, and  before  abrupt  changes  or  restrictive 
steps  are  taken,  an  evaluation  of  what  is  being 
done,  and  can  continue  to  be  done,  within  the 
framework  of  the  RMP  should  be  given  seri- 
ous and  due  evaluation  and  consideration. 
The  interest  and  guidance  of  local  physicians 
individually,  or  grouped  in  accordance  with 
their  wishes,  will  undoubtedly  give  more  and 
better  patient  care  than  the  as  yet  theoretical 
advantages  of  HMO’s,  or  the  planning  by 
HCC’s,  which  is  now  being  so  enthusiastically 
endorsed  and  encouraged. 

A bird  in  the  hand  should  not  be  tossed 
lightly  aside  if  the  thicket  where  two  reside 
is  thick  and  probably  also  thorny. 

S.  C.  REGIONAL  MEDICAL 
PROGRAM 

VINCE  MOSELEY,  M.  D. 
COORDINATOR 

March  11,  1971 
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123rd  ANNUAL  MEETING 


SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
MYRTLE  BEACH,  MAY  10,  11,  12,  1971 

HOUSE  OF  DELEGATES 
BEN  N.  MILLER,  M.  D.,  PRESIDING 
ORDER  OF  BUSINESS 
MONDAY,  MAY  10 


9:30  A.M.  Call  to  Order 
Invocation 

Report  of  Credentials  Committee 
Opening  Remarks  by  the  President 
Introduction  of  President-Elect 
Announcement  of  Reference  Committees 
Presentation  of  Resolutions  and  Recommendations 
10:30  A.  M.  Introduction  of  Officers  and  Guests  of  Woman’s  Auxiliary 
Reports  of  Officers 
The  President 
The  President-Elect 
The  Chairman  of  Council 
The  Executive  Secretary 
The  Secretary 
The  Treasurer 
The  Editor  of  the  Journal 
The  Delegates  to  AMA 
Reports  of  Committees : 

(The  reports  of  the  Committees  will  have  been  published  in  the  Journal 
and  will  not  be  read  before  the  House.  Any  supplementary  remarks  by  the 
Chairmen  will  be  heard  at  this  time.) 

11 :00  A.  M.  (SPECIAL  ORDER)  The  Annual  Meeting  of  The  Blue  Shield  Corporation 

Election  of  Directors : 

The  terms  of  the  following  expire  this  year : 

Mr.  Frank  S.  Adams 
Dr.  Joseph  P.  Cain,  Jr. 

Mr.  W.  P.  Irwin 
Mr.  M.  L.  Meadors 
Dr.  W.  West  Simmons 
Dr.  Wendell  H.  Tiller 


April,  1971 


195 


3 :00  P.  M. 


9 :30  A.  M. 


11:30  A.  M. 


Report  of  State  Board  of  Medical  Examiners 

Report  of  the  Executive  Committee  of  the  State  Board  of  Health 

Unfinished  Business 

Amendments  to  the  Constitution 
New  Business 

Meeting  of  Reference  Committees 

(All  members  of  the  Association  are  invited  to  appear  before  the  Com- 
mittees considering  matters  in  which  they  are  interested.  Meeting  places  will 
be  posted  and  announced.) 


WEDNESDAY,  MAY  12 

Call  to  Order 

Report  of  Memorial  Committee 
Reports  of  the  Reference  Committees 

Annual  Elections 
Officers 

President-Elect 
Vice  President 
Secretary 
Treasurer 

Delegate  to  the  A.  M.  A.  (2-year  term) : 

The  term  of  Dr.  John  C.  Hawk,  Jr.  expires  December  31,  1971. 

Alternate  Delegate  to  the  A.  M.  A.  (2-year  term) : 

The  term  of  Dr.  C.  Tucker  Weston  expires  December  31,  1971. 

Councilors  (3-year  terms) : 

Third  District  — The  term  of  Dr.  William  A.  Klauber  expires.  (1968) 
Sixth  District  — - The  term  of  Dr.  John  D.  Gilland  expires  (1968) 

Ninth  District  — - The  term  of  Dr.  Harold  P.  Hope  expires  (1965) 

Members  of  the  Mediation  Committee  (3-year  terms) : 

Third  District  — The  term  of  Dr.  E.  Gordon  Able  expires.  (1968) 

Sixth  Distirct  — The  term  of  Dr.  Swift  C.  Black  expires.  (1965) 

Ninth  District  — The  term  of  Dr.  W.  A.  Wallace  expires.  (1968) 

Member  of  Benevolence  Fund  Committee  (3-year  term) : 

The  term  of  Dr.  Clay  W.  Evatt,  Jr.  expires.  (1968) 

Members  of  State  Board  of  Medical  Examiners  (4-year  terms) : 

Second  Congressional  District  — The  term  of  Dr.  Kirby  D.  Shealy 
expires. 

Fifth  Congressional  District  — The  term  of  Dr.  Roderick  Macdonald 
expires. 

Hospital  Advisory  Council  to  State  Board  of  Health  (4-year  term) : 

The  term  of  Dr.  B.  J.  Workman,  Sr.  expires.  (1967) 

Technical  Advisory  Radiation  Control  Council: 

The  term  of  Dr.  George  W.  Brunson  expires. 

Selection  of  Place  for  1974  Annual  Meeting 
Sine  Die  Adjournment. 
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SCIENTIFIC  PROGRAM 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION  MEETING 
MYRTLE  BEACH  CONVENTION  CENTER 
MYRTLE  BEACH,  SOUTH  CAROLINA 
MAY  11,  1971 

Cardiology:  Dr.  Charles  B.  Moore — Professor  of  Medicine,  Tulane  University, 

and  Chief  of  Cardiology,  Ochsner  Clinic, 
New  Orleans,  La. 

Endocrinology:  Dr.  John  J.  Canary — Professor  of  Medicine  and  Director, 

Division  of  Endocrinology,  Georgetown  Uni- 
versity Medical  Center,  Washington,  D.  C. 

Chemotherapy:  Dr.  L.  R.  Rasmussen — Senior  Physician,  Memorial  Hospital, 

N.  Y.  President,  New  York  Cardiology  So- 
ciety, New  York,  N.  Y. 

Allergy:  Dr.  Claude  Frazier — Allergist,  Author,  Asheville,  North  Carolina 

Infectious  Diseases:  Dr.  Edmond  Farrar,  Jr. — Director,  Division  of  Infectious 

Diseases,  Assistant  Professor  of  Medicine 
and  Preventive  Medicine,  Emory  University, 
Atlanta,  Georgia 

Thoracic  Surgery:  Dr.  Donald  B.  Effler — Chief  of  Thoracic  Surgery,  Cleve- 
land Clinic  Foundation 

Orthopedics:  Dr.  Ken  Letherman — Professor  of  Orthopedics,  University  of 

Louisville,  Louisville,  Ky. 

Arterial  Surgery:  Dr.  Stanley  Crawford — Professor  of  Surgery,  Baylor  Uni- 
versity 

Coronary  Artery  Surgery:  Dr.  William  Henry  Muller,  Jr. — Professor  and 

Chairman,  Department  of  Surgery,  Univer- 
sity of  Virginia 


COMMITTEE  ON  SCIENTIFIC 
PROGRAM 

M.  Gordon  Howie,  M.  D.,  Chairman 

George  R.  Dawson,  M.D.,  Florence 
Joseph  F.  Flowers,  M.D.,  Walterboro 
A.  H.  Hursey,  M.D.,  Hartsville 
J.  K.  Owens,  M.  D.,  Bennettsville 
Walter  Roberts,  M.D.,  Columbia 
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JAMES  R.  MANN 


MEMBER  OF  CONGRESS 

SOCPAC  LUNCHEON  SPEAKER 
May  10,  1971 

SOCPAC  is  honored  to  have  as  its  banquet  speaker  Representative  James  R.  Mann.  Repre- 
sentative Mann  is  a native  of  Greenville.  He  attended  public  schools  in  Greenville  and  was 
graduated  from  The  Citadel  with  a B.A.  degree  in  1941.  He  served  in  the  U.  S.  Army  from  1941 
until  1946.  He  is  now  a Colonel  in  the  U.  S.  Army  Reserve.  After  graduation,  magna  cum 
laude,  from  the  Law  School  of  the  University  of  South  Carolina  in  1947,  he  became  a member 
of  the  Greenville  County,  South  Carolina  and  American  Bar  Associations,  and  the  American 
Judicature  Society.  Representative  Mann  has  served  the  state  of  South  Carolina  as  a member 
of  the  S.  C.  House  of  Representatives  and  Solicitor  of  the  thirteenth  Judicial  Circuit  of  S.  C. 
He  is  active  in  many  civic  and  fraternal  organizations.  He  was  elected  to  the  91st  Congress, 
November  5,  1968,  and  was  re-elected  to  the  92nd  Congress  on  November  3,  1970.  Representa- 
tive Mann  is  a member  of  the  House  Judiciary  Committee  and  the  Select  Committee  on  Crime. 
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MRS.  THOMAS  PARKER 
PRESIDENT 


WOMAN’S  AUXILIARY 
TO  THE 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

Sunday,  May  9th 


12  :30  P.M Finance  Committee  Meeting 

2:00  P.M Student  Loan  Fund  Committee  Meeting 

3 .00  P.M Health  Careers  Committee  Meeting 

Monday,  May  10th 

10:00  A.M Executive  Board  Meeting  — Ocean  Forest  Hotel 

12  :30  P.M Open  Executive  Board  Luncheon  — Ocean  Forest  Hotel 

(Dr.  Harrison  Peeples  of  Estill,  luncheon  speaker.) 

2 :00  P.M Round  Table  Conference  for  County  Presidents  and 

Presidents-Elect  — Ocean  Forest  Hotel 

4:00  P.M Fashion  Show  of  hand-knit  dresses,  sweaters,  ponchos, 

and  original  creations  from  a well  known  knitting  shop — 
Ocean  Forest  Hotel 

Tuesday,  May  11th 

10:00  A.M House  of  Delegates  Meeting  — Dimes  Golf  and  Beach  Club. 

12  :30  P.M Membership  Luncheon.  Mrs.  R.  C.  L.  Robertson,  President, 

Woman’s  Auxiliary  to  the  American  Medical  Association, 
guest  speaker  — Dunes  Golf  and  Beach  Club. 

2 :30  P.M Post  Convention  Executive  Board  Meeting  — Dunes  Golf 

and  Beach  Club. 


Mrs.  McMurry  Wilkins,  Jr.  and  Mrs.  L.  H.  Taylor,  both  of  Greenville,  are 
Convention  Chairmen. 

The  wives  of  the  speakers  for  the  scientific  session  of  the  Association  are 
most  welcome  at  all  of  our  functions. 
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President-Elect,  Woman’s  Auxiliary 
Mrs.  Mary  W.  Turner  is  the  wife  of  Dr. 
William  P.  Turner,  a general  practitioner  in 
Greenwood.  She  was  a charter  member  of  the 
Greenwood  County  Auxiliary,  which  she  has 
served  twice  as  president.  Mary  has  been  a 
member  of  the  board  of  the  South  Carolina 
Medical  Auxiliary  as  chairman  of  the  Student 
.Loan  Fund  Committee,  chairman  of  the 
Reading  Committee,  third  vice-president, 
first  vice-president,  and  president-elect. 


Guest  Speaker,  Woman’s  Auxiliary 
Mrs.  R.  C.  L.  Robertson  of  Houston,  Texas, 
was  installed  as  1970-71  president  of  the 
Woman’s  Auxiliary  to  the  American  Medical 
Association  at  the  47th  Annual  Convention  in 
Chicago,  Illinois.  An  auxiliary  member  for 
many  years,  Mrs.  Robertson  was  1969-70 
president-elect  and  has  served  the  national 
organization  as  Bulletin  Circulation  Chair- 
man, Rural  Health  Chairman,  Southern  Re- 
gional Vice-President  and  Constitutional  Sec- 
retary. She  was  president  of  the  Woman’s 
Auxiliary  to  the  Texas  Medical  Association  in 
1962-63  and  president  of  the  Woman’s  Aux- 
iliary to  the  Harris  County  Medical  Society 
in  1957-58.  Dr.  Robertson,  a neurosurgeon,  is 
a member  of  the  Texas  Medical  Association 
and  the  Texas  Surgical  Society,  and  is  a past 
president  of  the  Houston  Neurological  Society 
and  the  Houston  Surgical  Society.  He  is  a 
member  of  the  American  Academy  of  Neuro- 
logical Surgeons,  the  American  Association  of 
Neurological  Surgeons,  the  Southern  Neuro- 
surgical Society  and  the  Rocky  Mountain 
Neurosurgical  Society. 
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As  adjunctive  therapy 


A 

BUILDING  BLOCK 
TO  RECOVERY 


DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i.d. 


Tryps'n.  100.000  N.F. Until, Chymolrypsm:  8,000N.F.Unlts; 
| equ.«!tnl  in  tryptic  activity  to40  mg  ot  NT.  trypsin 

] Reduces  swelling 
Hastens  healing 
Speeds  recovery 


One  fcriblof  q.i.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patientswitha  known  sensitivity  to  trypsinorchymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  In  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

I THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 
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Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  MM  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


“Welcome  back,  Ann” 
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The  causes  of  vaginitis 
are  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehe 
therapy  that  combats  all  three  major  vc 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
1 5.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


vindications:  Known  sensitivity  to  sulfonamides, 
jtions/ Adverse  Reactions:  The  usual  precautions  for  topical 
'Stemic  sulfonamides  should  be  observed  because  of  the  pos- 
' of  absorption.  Burning,  increased  local  discomfort,  skin 
jrticaria  or  other  manifestations  of  sulfonomide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  doily. 

Supplied:  Cream  - Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV-104  2/71  Y-M9 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


AVC 

The  treatment  is  singular 


REPORTS  OF  COMMITTEES 


Advisory  Committee  to  the  Crippled 
Children’s  Society 

There  has  been  no  occasion  during  the  year  for  any 
real  activity  on  the  part  of  this  committee,  which  acts 
as  a standby  group  to  be  used  whenever  the  occasion 
arises  in  the  activities  of  the  Crippled  Children’s 
Society.  The  annual  meeting  of  the  committee  will  be 
held  at  the  time  of  the  convention  of  the  Association 
in  May. 

Joseph  I.  Waring,  M.D.,  Chairman 


Advisory  Committee  to  the  Department 
of  Public  Welfare 

The  Advisory  Committee  to  the  Department  of 
Public  Welfare  of  the  South  Carolina  Medical  Asso- 
ciation has  had  no  reason  for  a meeting  during  the 
past  year.  No  committee  report  is  to  be  rendered. 

John  R.  Timmons,  M.D.,  Chairman 


Advisory  Committee  to  the  Woman’s 
Auxiliary 

No  formal  committee  meetings  were  held  by  the 
Advisory  Committee  to  the  Woman’s  Auxiliary  but 
advice  was  given  from  time  to  time  upon  request. 

Thomas  Parker,  M.D.,  Chairman 


Committee  on  Alcoholism  and  Drug  Abuse 

Members  of  the  above  named  committee  have 
been  working  and  meeting  with  the  Commission  on 
Alcoholism  and  this  special  Legislative  Committee, 
headed  by  Senator  Scarborough,  in  an  effort  to  in- 
clude Drug  Abuse  as  part  of  the  Commission  on 
Alcoholism’s  responsibility.  This  seems  to  be  the 
logical  agency  to  handle  this  problem  since  they  are 
staffed  to  carry  out  community  education,  informa- 
tion and  referral  services. 

S.  Hunter  Rentz,  M.D.,  Chairman 


Committee  on  Constitution  and  By-Laws 
of  the  South  Carolina  Medical  Association 

There  are  several  amendments  to  the  Constitution 
and  By-Laws  to  be  acted  upon  at  the  1971  meeting. 
A special  class  of  non-voting  membership  without 
dues  is  established  for  Interns  and  Residents  as  well 
as  students  who  are  obtaining  their  training  in  the 
state  of  South  Carolina.  There  is  no  requirement  for 
County  Society  membership  in  this  special  class. 


Membership  will  automatically  expire  immediately 
upon  completion  of  training.  This  class  of  members 
will  be  eligible  to  participate  in  the  South  Carolina 
Medical  Association’s  insurance  program. 

Another  amendment  to  the  Constitution  will  add  as 
a voting  member  of  the  House  of  Delegates  the 
alternate  delegates  to  the  American  Medical  Associa- 
tion. 

Another  amendment  which  is  to  be  acted  upon  at 
the  House  of  Delegates  in  1971  is  for  the  creation  of 
a speaker  and  a vice-speaker  to  preside  over  the 
House  of  Delegates.  They  shall  be  elected  for  terms 
of  two  years  each  and  shall  be  permitted  to  serve 
not  more  than  two  consecutive  terms. 

The  Committee  feels  that  an  amendment  to  the 
By-Laws  should  be  introduced  so  as  to  allow  the 
scientific  meetings  to  be  held  between  meetings  of 
the  House.  As  our  present  By-Laws  now  stand,  the 
House  of  Delegates  must  complete  all  of  its  business 
before  the  scientific  session  begins.  We  have  actually 
not  complied  with  this  provision  for  the  past  several 
years  and  the  committee  believes  that  the  present 
program  has  increased  interest  considerably  in  scien- 
tific sessions  and  therefore  should  be  legalized  by  the 
proper  amendment  to  the  By-Laws. 

The  Committee  also  approves  the  introduction  of 
an  amendment  to  the  By-Laws  to  clarify  the  present 


John  P.  Booker,  M.D. 
President-Elect 
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forty  year  continuous  membership  requirement  to 
become  an  honorary  member.  As  the  By-Law  now 
stands  a man  who  interrupts  his  practice  in  the  State 
of  South  Carolina  for  any  length  of  time,  be  it  a 
change  in  practice  or  a return  to  residency,  must  upon 
return  start  again  on  his  forty  year  requirement.  The 
Committee  feels  that  an  amendment  to  the  By-Laws 
should  be  made  so  that  the  forty  year  rule  will  not 
be  a continuous  time  requirement  but  would  change 
to  forty  years  of  aggregate  time  not  necessarily  con- 
tinuous. 

The  Committee  discussed  and  passed  a recom- 
mendation to  introduce  an  amendment  to  the  By- 
Laws  to  establish  an  exempt  status  for  disabled  mem- 
bers. We  have  had  several  physicians  to  discontinue 
membership  in  the  past  few  years  because  of  severe 
illness  or  accidental  injury.  Since  their  recovery, 
most  have  rejoined  the  Association  but  in  every  case 
will  never  be  eligible  for  honorary  membership  be- 
cause of  the  continuous  membership  requirement.  We 
recommend  an  exempt  status  for  disabled  members 
during  which  time  of  their  disability  they  will  be 
carried  on  the  rolls  as  non-dues  paying  members  and 
this  time  will  be  counted  toward  their  forty  year 
requirement  for  honorary  membership. 

The  Committee  has  been  referred  the  question  of  a 
possible  By-Law  change  in  connection  with  retired 
physicians  who  move  into  our  State.  Some  of  these 
feel  that  continued  membership  in  a Medical  Associa- 
tion has  been  beneficial.  One  such  physician  has 
made  application  for  honorary  status  who  had  been 
an  honorary  member  in  Virginia.  It  is  the  opinion  of 
the  Constitution  and  By-Law  Committee  that  such  a 
person  can  be  elected  an  honorary  fellow  of  the  South 
Carolina  Medical  Association  under  that  provision  of 
the  By-Laws  of  Chapter  I,  Section  V.  This  can  be 
accomplished  by  an  affirmative  vote  of  three  fourths 
of  the  members  of  the  House  of  Delegates  voting. 
The  Committee  feels  that  no  change  should  be  made 
in  this  Section  since  it  acts  as  a protective  device  for 
the  Association  insuring  a good  reputation  of  that 
retired  physician  moving  into  our  State  and  asking 
to  join  our  Association. 

J.  Gavin  Appleby,  M.D.,  Chairman 


Committee  on  Eye  Bank 

The  Board  of  Directors  of  the  South  Carolina  Eye- 
Bank  is  most  encouraged  by  the  large  increase  of 
the  number  of  eyes  provided  to  ophthalmologists  dur- 
ing the  past  year.  During  1970,  the  Eye-Bank  handled 
seventy-seven  eyes,  and  so  far  during  1971,  it  has 
handled  sixteen. 

Clay  W.  Evatt,  Jr.,  M.  D.,  Medical  Advisor  of  the 
Eye-Bank,  and  Jake  F.  Watson,  President,  have  been 
elected  to  serve  on  the  Advisory  Committee  to  the 
Board  of  Directors  of  the  Eye-Bank  Association  of 
America.  This  is  a high  honor  for  our  Eye-Bank  to 
have  two  representatives  on  this  Board. 

In  April  of  this  year,  the  S.  C.  Eye-Bank  will  be 
host  to  the  South-East  Region  of  the  Eye-Bank 
Association  of  America.  The  meeting  will  be  held  in 


Joseph  D.  Thomas,  M.D. 
Vice  President 


Charleston  at  Fort  Sumter  Hotel.  An  interesting  pro- 
gram has  been  planned. 

John  H.  Young,  M.D.,  Chairman 


Committee  on  Historical  Medicine 

The  Committee  can  report  the  completion  of 
Volume  3 of  A History  of  Medicine  in  South  Carolina. 
The  manuscript  is  now  in  the  hands  of  the  printer. 
Being  more  nearly  current,  this  volume  differs  some- 
what from  the  two  which  preceded  it.  It  contains 
sketches  of  the  activities  of  the  Association,  County 
and  District  Societies  (as  far  as  information  is  avail- 
able), specialty  societies,  Public  Health,  postgraduate 
courses,  etc.  and  biographical  sketches  and  pictures  of 
all  presidents  since  1900. 

Council  has  approved  publication  of  this  book, 
which  should  appear  some  time  next  summer.  De- 
cision as  to  distribution  and  sale  has  not  yet  been 
made. 

Joseph  I.  Waring,  M.D.,  Chairman 


Committee  on  Industrial  Medicine 

“It  shall  be  the  duty  of  this  Committee  to  study 
matters  pertaining  to  industrial  health  in  South  Caro- 
lina and  to  advise  the  Association  as  to  what  is  being 
done  in  this  field.  It  shall  also  serve  as  the  liaison 
committee  to  the  South  Carolina  Industrial  Com- 
mission.” 

This  Committee  has  been  involved  in  the  following 
activities  during  1970-71: 

1.  Dr.  William  J.  Goudelock  represented  the  Com- 
mittee at  the  Advisory  Conference  Council  on 
Occupational  Health  of  the  AMA  on  September 
29,  1970,  in  Los  Angeles,  California. 
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2.  This  Committee  worked  with  the  South  Carolina 
Dental  Association  as  requested  by  the  South 
Carolina  Workmen’s  Compensation  Commission  in 
regard  to  a Dental  Fee  Schedule  for  S.  C.  Work- 
men’s Compensation.  The  S.  C.  Dental  Association 
was  opposed  to  a fixed  fee  schedule,  but  has 
appointed  a committee  to  review  dental  fees. 

3.  This  Committee  updated  the  Fee  Schedule  for 
Physicians  on  Workmen’s  Compensation  Cases. 
The  new  edition  has  been  published  and  may  be 
obtained  from  R.  L.  Bryan  Company  of  Columbia. 

4.  This  Committee  met  with  representatives  of  the 

S.  C.  Chamber  of  Commerce,  Trial  Lawyers  Asso- 
ciation and  Industrial  Representatives,  after  re- 
ceiving approval  of  intent  from  Council,  for  the 
purpose  of  reviewing  and  adding  to  proposed 
changes  in  the  South  Carolina  Workmen’s  Com- 
pensation Law  initiated  by  the  State  Chamber  of 
Commerce.  The  specific  proposals  from  the  Com- 
mittee on  Industrial  Medicine  were: 

( 1 ) That  the  governor  appoint  commissioners  of 
the  Workmen’s  Compensation  Act  for  a term 
of  six  (6)  years  and  remove  for  cause  with- 
out Legislative  approval. 

( 2 ) Reduce  exempt  employers  to  four  ( 4 ) em- 
ployees instead  of  fifteen  (15)  and  cover 
all  employers  except  railroads.  This  would 
include  the  exempts  such  as  saw  mills. 

(3)  Increase  the  amount  of  disability  payment 
but  stop  payment  for  disfigurement  and  add 
twenty  (20)  percent  of  the  disability  payment 
instead  of  fifty  (50);  and  leave  the  weekly 
benefit  at  sixty  ( 60 ) percent  of  the  salary 
not  to  exceed  sixty  (60)  dollars.  Change  the 


Strother  Pope,  M.D. 
Secretary 


onset  of  weekly  benefits  to  two  (2)  weeks 
retroactive  intead  of  the  current  twenty-eight 
(28)  days. 

(4)  Raise  the  death  benefit  in  Workmen’s  Com- 
pensation from  twelve  thousand  five  hundred 
(12,500)  dollars  to  twenty-one  thousand 
(21.000)  dollars  (350  weeks  times  60).  This 
would  be  in  line  with  neighboring  states. 

(5)  Establish  guidelines  for  specific  conditions 
such  as  back  injuries  in  a way  similar  to  that 
now  established  for  hernia. 

(6)  Second  injury  law  as  outlined  in  the  law  but 
not  being  used  should  be  established  and 
enforced. 

(7)  Have  a three-man  appeal  board  separate 
from  other  commissioners  which  would  rule 
on  all  appeal  cases  from  the  individual  com- 
missioners. 

(8)  Have  a medical  review  panel  to  review  medi- 
cal questions  in  compensation  cases  such  as 
in  occupational  diseases. 

This  Committee  has  been  gratified  to  learn  that 
there  has  been  a marked  improvement  in  the  relation- 
ship between  physicians  over  the  State  and  the 
Industrial  Commissioners.  We  have  been  told  that  this 
is  very  evident  in  Compensation  Hearings  and  is  a 
result  of  this  Committee  working  with  the  Industrial 
Commission. 

Allen  R.  Slone,  M.  D.,  Chairman 

Committee  on  Legislative  Activities 

The  Committee  on  Legislative  Activities  met  and 
considered  several  items  of  legislation  proposed  or 
recommended  to  the  Association  for  approval.  On 
these  Bills  which  had  been  referred  to  the  Committee 
by  Council,  the  Committee  was  in  agreement  but 
decided  to  withhold  final  decision  as  to  their  intro- 
duction until  somewhat  later  in  the  legislative  session. 

Other  Bills  by  the  optometrists  and,  perhaps,  certain 
other  groups  were  expected  to  be  introduced  and,  if 
so,  the  Committee  will  lend  its  strong  support  to  their 
opposition  by  members  of  the  Association. 

We  were  fortunate  that  Senator  Frank  C.  Owens, 
M.  D.,  was  able  to  accept  our  invitation  to  meet  with 
the  Committee  and  discuss  a number  of  the  Bills 
with  us.  His  advice  and  assistance  were  invaluable 
and  his  suggestions  will  be  followed. 

The  Committee  contemplates  a further  meeting 
before  May  and  will  add  an  oral  report  to  the  House 
of  Delegates  at  that  time. 

Hugh  H.  Wells,  M.  D.,  Chairman 

Committee  on  Liaison  With  Allied 
Professions 

The  Committee  on  Liaison  With  Allied  Profes- 
sions reports  no  activities.  No  matters  have  been 
brought  to  our  attention  concerning  the  area  of 
activities  of  this  committee. 

H.  B.  Mays,  M.  D.,  Chairman 

Committee  on  Maternal  Mortality 

This  committee  report  was  printed  in  the  January, 
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1971  issue  of  the  Journal  of  the  South  Carolina  Medi- 
cal Association.  It  was  entitled  “South  Carolina 
Maternal  Mortality  Review  1964-68”. 

E.  J.  Dennis,  M.  D.,  Chairman 


Committee  on  Medical  Aspects  of  Sports 

The  Committee  on  Medical  Aspects  of  Sports  met 
and  the  members  in  attendance  were  Dr.  James 
Johnson  of  Orangeburg,  Dr.  Walter  Ector  of  Charles- 
ton, Dr.  Ray  Henderson  of  Spartanburg,  Dr.  Judson 
Hair  of  Clemson,  Dr.  James  Hughes  of  Chester,  and 
Dr.  E.  M.  Lunceford,  chairman.  The  old  business 
discussed  consisted  of  further  investigation  into  the 
group  insurance  coverage  program  for  high  school 
athletics,  particularly  in  the  contact  sports.  We  have 
been  in  communication  with  the  high  school  league 
and  personally  in  contact  with  Mr.  Larry  Craves 
referrable  to  this  insurance  coverage.  Hopefully,  some- 
thing can  be  done  to  implement  it  in  the  near  future. 
Dr.  Ector  is  working  on  guidelines  for  emergency 
care  on  the  field  that  can  be  utilized  by  each  coach 
and  trainer  in  the  absence  of  a physician.  We  still 
strongly  recommend  that  a physician  be  available  or 
physically  present  during  contact  sports  such  as  foot- 
ball and  basketball  if  at  all  possible. 

The  Medical  Aspects  of  Sports  Committee  in  con- 
junction with  the  coaches  clinic  will  sponsor  a pro- 
gram August  2 through  August  6 to  be  held  in 
Columbia.  In  conjunction  with  this,  Dr.  Hughes  is 
working  on  a preventive  medicine  program  from  the 
pulmonary  and  cardiac  standpoint;  and  we  plan  to 
have  some  movies  available  for  presentation  to  the 
coaches  and  trainers  at  the  meeting  in  August.  Dr. 
Marcus  Stewart,  who  is  well  known  for  the  manage- 
ment of  athletic  injuries,  will  be  the  guest  speaker 
and  probably  will  be  speaking  on  the  afternoon  of 
August  5. 

In  addition,  efforts  are  being  made  to  implement 
the  recommendations  of  the  President’s  Council  on 
Physical  Fitness  for  a continuing  physical  training 
program  throughout  all  levels  of  the  educational 
sphere  and  perhaps  this  can  even  be  extended  to 
include  the  adult  population. 

E.  M.  Lunceford,  Jr.,  M.  D.,  Chairman 


Committee  on  Medical  Services 

The  Medical  Services  Committee  has  been  active 
in  only  one  area,  that  is,  relating  to  emergency  medi- 
cal services.  Other  areas  that  come  under  this  com- 
mittee’s jurisdiction  are  being  handled  at  present  by 
Council. 

The  sub-committee  on  emergency  medical  services 
for  the  last  few  years  has  worked  intimately  with  the 
American  College  of  Surgeons’  committee  on  trauma. 
This  trauma  committee  has  done  a thorough  survey  of 
emergency  rooms  and  ambulance  services  throughout 
this  state.  When  this  survey  was  finished,  it  was 
agreed  by  Dr.  Max  Rittenbury,  chairman  of  the 
trauma  committee,  and  myself  that  a meeting  should 
be  called  of  all  elements  in  the  state  that  were 
interested  in  emergency  medical  care  in  order  to  co- 


J.  Howard  Stokes 
Treasurer 


ordinate  activities  and  to  improve  communications 
between  all  of  these  organizations.  This  was  held  in 
January  of  1970  in  the  State  Board  of  Health  Build- 
ing. There  was  general  agreement  that  a committee 
on  emergency  medical  care  should  be  set  up  by  the 
State  Board  of  Health  for  the  above  purposes.  This 
committee  was  created  and  is  called  the  State  Board 
of  Health’s  Emergency  Medical  Services  Advisory 
Council. 

This  Advisory  Council  has  met  on  a monthly  basis, 
is  chaired  by  Dr.  Max  Rittenbury  and  is  an  extremely 
active  and  constructive  committee.  Dr.  E.  R.  Taylor 
is  on  this  committee  as  a representative  of  the  S.  C. 
Medical  Association.  At  present  it  seems  that  our 
efforts  to  better  emergency  medical  services  by  this 
medical  services  committee  are  best  spent  through 
working  in  and  supporting  the  work  of  the  State 
Board  of  Health’s  Emergency  Medical  Services  Ad- 
visory Council. 

Edmund  R.  Taylor,  M.  D.,  Chairman 


Committee  on  Medicine  and  Religion 

There  has  been  one  meeting  of  the  Committee 
(since  the  Annual  Meeting  of  May,  1970)  for  the 
purpose  of  planning  for  a program  on  Life  and 
Death  issues.  Subject  chosen  was  “Abortion,”  to  be 
dealt  with  by  a panel  of  speakers  and  reactors.  This 
program  is  to  be  presented  on  Monday  afternoon, 
May  10,  with  attempts  to  get  clergy  to  attend  as  well 
as  physicians  and  their  wives.  Plans  are  underway 
for  a theologian  to  give  the  major  presentation, 
followed  by  physician  and  clergy  response  and  ques- 
tions taken  from  the  audience.  The  Committee  is 
to  meet  again  late  in  March. 
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The  chairman  and  one  member  together  with  the 
assistant  executive  secretary,  attended  the  AMA 
Regional  meeting  on  Medicine  and  Religion  in  At- 
lanta on  February  6.  The  chairman  was  invited, 
with  his  wife,  to  attend  the  National  Prayer  Breakfast 
in  Washington  on  February  2.  The  South  Carolina 
Medical  Association  was  represented  along  with 
several  other  states,  mainly  East  of  the  Mississippi.  It 
was  an  inspiring  experience. 

Further  activities  are  to  be  planned  for  the  year 
ahead  at  the  March  meeting.  All  physicians  are 
urged  to  visit  the  Medicine  and  Religion  booth  at 
Myrtle  Beach. 

The  Medicine  and  Religion  Committee  of  the 
Florence  County  Medical  Society  has  in  an  un- 
official manner  been  responsible  for  the  following 
projects: 

1.  Sunday  A.  M.  Service  of  First  Presbyterian  Church, 
September,  1970— Topic  related  to  Medicine  and 
Religion  (Doctor  Price). 

2.  Instituted  Sunday  A.  M.  Services  for  Patients  and 
Visitors  at  the  McLeod  Infirmary— Began  21  Feb. 

71. 

Robert  F.  Goldie,  M.  D.,  Chairman 


Thomas  Parker,  M.D. 
Delegate  to  A.M.A. 


Committee  on  Public  Relations 

This  Committee  met  in  Orangeburg  in  September 
and  discussed  various  possible  activities.  It  concluded 
that  it  would  promote  a series  of  television  spots 
giving  practical  hints  on  medical  subjects  to  the 
viewers.  The  approach  has  been  slow,  but  seems  to  be 
resulting  in  some  concrete  arrangements  which  should 
get  the  program  into  action  very  shortly. 

With  Mr.  Meadors,  the  chairman  arranged  the 
annual  midwinter  conference  in  Columbia.  This  was 
held  on  January  24  with  an  unusually  good  attend- 
ance and  participation.  It  is  recommended  that  these 
meetings  be  continued. 

The  Committee  continues  to  supply  a weekly 
column  on  health  subjects  to  14  newspapers  in  the 
state.  The  material  appears  regularly  in  some,  occa- 
sionally in  others.  The  Committee  feels  that  this  is  an 
activity  worth  continuing.  Unfortunately,  despite 
various  cries  of  distress,  the  burden  still  rests  on  a 
very  few  contributors. 

Joseph  I.  Waring,  M.  D.,  Chairman 


Committee  on  Mental  Retardation 

This  Committee  has  not  met  at  the  present  time 
and,  therefore  has  no  report. 

Robert  C.  Brownlee,  Jr.,  M.D.,  Chairman 


John  Hawk,  M.D. 
Delegate  to  A.M.A. 


April,  1971 
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Executive  Committee  of  the 
State  Board  of  Health 

One  of  the  major  objectives  of  the  State  Board  of 
Health  during  1970  was  the  continuing  development 
of  the  13  public  health  service  districts  adopted  by  the 
South  Carolina  General  Assembly  and  the  State 
Board  of  Health  in  order  to  improve  the  quality  and 
quantity  of  public  health  services  which  are  made 
directly  available  to  the  people  of  every  community 
in  our  state.  At  year’s  end  all  but  two  of  the  13 
districts  had  a medical  director,  a director  of  nursing, 
and  a director  of  sanitation,  and  efforts  are  continuing 
to  recruit  a competent,  well-trained  public  health 
supervisory  staff  for  the  other  two  districts.  Nine 
districts  have  been  functional  for  six  months  or  longer, 
and  the  remaining  four  are  as  yet  in  preliminary 
stages  of  development.  Basically,  the  transition  process 
to  the  district  concept  is  satisfactory  considering  the 
length  of  time  that  funds  have  been  available  for  the 
realization  of  districting. 

Great  progress  in  comprehensive  health  planning 
for  the  state  was  made  in  1970.  Seminars  for  com- 
prehensive health  providers  and  planners  were  held 
in  Florence,  Columbia,  and  Greenville  with  the  intent 
to  involve  the  consumer  and  particularly  the  physician 
in  the  comprehensive  health  planning  effort.  These 
meetings  allowed  those  attending  to  listen  to  profes- 
sional health  planners  and  other  physicians  discuss  the 
present  and  future  health-care  delivery  systems.  In 
addition,  health  planning  workshops  for  district  health 
planning  councils  have  been  held,  the  purpose  of 
which  is  to  orient  the  local  councils  to  their  exact 
role  in  comprehensive  health  planning  and  at  the 
same  time  make  them  realize  the  seriousness  of  their 
decision-making  power  on  a local  level.  Special  pre- 
sentations to  the  Governing  Council  of  the  South 
Carolina  Medical  Association  on  comprehensive  health 
planning  were  given,  and  the  State  Board  of  Health 
is  working  very  closely  with  Dr.  Harold  Hope,  chair- 
man of  the  Council.  Jointly  the  two  prepared  and 
distributed  a paper  to  all  physicians  in  the  state 
entitled,  “Doctors,  What  You  Can  Do  for  Your 
Comprehensive  Health  Planning  Group.” 

President  Nixon  has  approved  legislation  extending 
comprehensive  health  planning  for  three  more  years 
to  June  30,  1973.  Four  district  health  planning 
applications  in  the  state  have  been  approved  by  the 
U.  S.  Public  Health  Service.  However,  two  applica- 
tions are  unfunded,  and  local  funds  must  be  supplied 
if  health  planning  on  the  local  level  succeeds. 

The  State  Board  of  Health  was  named  to  co- 
ordinate Operation  Medihc,  the  purpose  of  which  is 
to  expedite  the  placement  of  those  veterans  who  wish 
to  continue  careers  in  the  health-care  field. 

During  1970  the  home  health  services  program 
climaxed  four  years  of  development  by  finally  be- 
coming functional  in  all  46  counties.  Physicians  pre- 
scribed and  directed  home  health  care  by  nurses, 
physical  therapists,  medical  social  workers,  speech 
therapists,  home  health  aides,  and  occupational 
therapists  for  over  5000  South  Carolinians  in  1970, 


73  per  cent  of  whom  were  persons  over  65  with 
chronic  diseases.  Heart  disease,  cancer,  stroke,  dia- 
betes, and  fractures  were  the  most  common  condi- 
tions. The  27  per  cent  of  patients  who  were  under  65 
had  a variety  of  medical  problems  including  chronic 
and  infectious  diseases,  mental  illness,  and  short-term 
surgical  procedures.  The  average  length  of  care  of 
discharged  patients  was  17  weeks  with  an  average  of 
19  visits  per  patient.  The  need  for  this  program  is 
demonstrated  by  its  rapid  growth:  in  its  first  year, 
1966-67,  there  were  11,439  services,  in  1967-68  there 
were  32,857,  in  1968-69  there  were  62,380,  and  in 
1969-70  there  were  95,274.  Many  physicians  have 
assisted  with  the  training  necessary  to  keep  our  staff 
skilled  in  providing  services  needed  to  assist  doctors 
in  the  care  of  homebound  patients. 

The  Health  Facilities  Division  developed  plans  for 
allocating  federal  funds  on  a district  basis  for  the 
Hill-Burton,  mental  retardation,  and  community 
mental  health  centers  programs.  Encumbered  in  17 
Hill-Burton  construction  or  modernization  projects 
was  $3,370,560,  $372,334  in  two  mental  health  proj- 
ects, and  $154,260  for  a diagnostic  and  evaluation 
center  for  the  mentally  retarded.  Three  public  health 
centers  and  five  Appalachia  projects  also  received 
federal  funds.  Total  new  beds  to  be  partly  financed 
with  federal  funds  number  2.187.  and  in  addition  15 
privately  financed  projects  will  provide  574  new 
beds.  Assistance  was  given  by  the  Health  Facilities 
Division  to  all  project  sponsors  in  planning,  develop- 
ment, consultation  and  construction  phases.  At  the 
close  of  the  year  there  were  95  hospitals  and  in- 
firmaries with  10,713  beds,  92  nursing  care  facilities 
with  5,908  beds,  and  33  intermediate  care  facilities 
with  995  beds  licensed  by  the  State  Board  of  Health. 
Minimum  standards  for  licensing  intermediate  care 
facilities  were  adopted  by  the  Executive  Committee 
and  promulgated  on  October  30. 

The  Health  Services  Division  evaluates  hospitals, 
nursing  homes,  home  health  agencies,  and  laboratories 
which  provide  services  in  the  Medicare  and  Medi- 
caid programs.  During  1970  there  were  75  hospitals 
qualified  for  full  participation  in  these  programs,  and 
six  others  were  qualified  to  provide  emergency 
services.  A total  of  5,280  nursing  home  beds  were 
certified.  Three  home  health  agencies  and  nine  in- 
dependent laboratories  were  surveyed  also.  Visits 
made  to  provide  consultation  to  hospitals  number  96, 
with  268  visits  to  extended  care  facilities  and  305  to 
skilled  nursing  facilities.  Because  of  staff  limitations, 
we  were  unable  to  respond  to  185  additional  requests 
for  consultation.  With  the  cooperation  of  the  staffs  of 
several  nursing  homes,  the  division  director  with  a 
nurse  specialist  and  a medical  social  specialist  is 
developing  a guide  for  classification  of  patients 
according  to  their  medical,  nursing,  and  social  needs. 

Recommended  policies  for  the  family  planning  pro- 
gram and  services  to  be  offered  in  family  planning 
clinics  were  formulated  and  mailed  to  each  county 
health  department  and  each  participating  clinician. 
This  effort  was  for  encouraging  quality  care  on  a 
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statewide  basis.  More  coordination  of  services  in 
planning,  organizing  and  implementing  family  plan- 
ning services  between  the  health  department  and 
Office  of  Economic  Opportunity  was  undertaken, 
with  17,112  patients  being  served  in  family  planning 
clinics  during  1970.  Services  offered  include  a physi- 
cal examination  by  a physician,  method  of  contra- 
ception advised  and  provided,  and  counselling  of 
patients. 

In  addition  to  the  ongoing  maternity  activities, 
maternity  clinics  for  teenagers  were  begun  in  Ander- 
son, Lexington,  and  Richland  Counties.  Emphasis  is 
placed  on  the  physical  and  psychological  needs  of 
these  young  people,  and  one  goal  is  to  prevent  them 
from  becoming  repeaters.  Individual  and  group  con- 
ferences are  held  with  these  patients. 

Despite  the  shortage  of  funds,  the  State  Board  of 
Health  has  made  progress  in  planning  and  developing 
social  work  programs,  and  qualified  social  workers 
have  been  employed  on  the  staffs  of  three  local  or 
district  health  departments— Charleston.  Greenville, 
and  Spartanburg.  A position  has  been  established  and 
staffed  to  develop  and  coordinate  volunteers  and 
volunteer  services. 

Much  has  been  written  recently  about  the  expand- 
ing role  of  the  nurse.  With  the  shortage  of  health 
care  personnel,  we  are  looking  at  the  entire  structure 
of  health  care  delivery  to  see  where  overlapping  can 
be  redistributed,  such  as  nurses  performing  some  of 
the  functions  that  physicians  have  been  doing,  prac- 
tical nurses  and  clerks  performing  some  of  the  func- 
tions nurses  have  been  doing.  In  the  child  health 
conferences  held  in  39  counties,  the  nurses  give  a 
complete  physical  appraisal.  To  determine  develop- 
mental status,  the  nurse  administers  the  Denver 
Developmental  Screening  Test  on  the  first  visit  of  all 
new  patients,  at  regularly  scheduled  intervals,  and 
when  indicated  thereafter.  Counselling  of  mothers  is 
an  important  part  of  the  service.  Patients  found  to 
have  any  deviation  are  referred  to  the  pediatric 
clinic,  private  physician,  or  other  resources.  Fifteen 
district  pediatric  clinics  are  held  throughout  the 
state. 

The  medical  nutrition  program  which  provides 
food  for  mothers,  infants,  and  children  of  low  in- 
come families  is  conducted  in  five  counties. 

Prior  to  1968,  hearing  screening  was  the  responsi- 
bility of  the  State  Department  of  Education.  In 
1969-70  nurses  were  taught  procedures  and  tech- 
niques of  hearing  screening  and  have  taught  vol- 
unteers to  do  the  screening.  Nurses  have  done  the 
rescreening  in  schools  where  there  is  not  a school 
nurse.  Upon  request,  classes  on  family  life  education 
and  drugs  are  conducted. 

The  crippled  children’s  program  serves  approxi- 
mately 7,000  children  in  the  state.  A cystic  fibrosis 
clinic  in  Greenville  for  the  upper  part  of  the  state, 
and  an  additional  district  crippled  children’s  clinic  in 
Greenwood  were  begun  during  the  year. 

The  Dental  Division  operates  a program  of  dental 
education,  with  limited  clinical  dentistry  supplied 


where  possible. 

The  Child  Evaluation  Clinic  evaluates  children 
whose  development  appears  to  deviate  from  the 
expected  norms.  Counselling  and  recommendations 
follow. 

Through  the  activities  of  the  11  state-aid  cancer 
clinics,  operated  under  the  approval  of  the  American 
College  of  Surgeons,  4,848  new  cases  of  cancer  were 
added  to  the  Cancer  Registry.  Since  one  of  our  pur- 
poses is  to  promote  early  diagnosis,  it  was  en- 
couraging that  44  per  cent  of  the  males  and  56 
per  cent  of  the  females  reported  had  localized  lesions. 
Nearly  900  cancer  clinic  patients  were  hospitalized 
for  diagnosis  and/or  treatment,  and  23,210  received 
out-patient  diagnostic  services.  The  special  cervical 
cytology  screening  project  reached  8,252  women  in 
the  tri-county  area  of  Darlington,  Florence,  and 
Marlboro.  Nineteen  were  positive  for  malignancy,  41 
suspicious,  and  165  “doughtful.”  Those  in  the  latter 
two  categories  will  be  followed  periodically  until  two 
negative  smears  or  a definite  diagnosis  is  proved. 

Financial  and  consultative  assistance  has  been 
given  to  the  Kershaw  County  Cancer  Detection  Clinic 
for  women  where  a physical  examination  including 
blood  pressure,  hemoglobin,  urinalysis,  Pap  smear, 
STS,  breast  and  pelvic  exam  and  chest  X-ray  film 
have  been  given  to  163  women  since  it  began  in 
March,  1970  (through  December,  1970). 

As  no  funds  are  available  for  the  hospitalization  of 
heart  clinic  patients  through  the  State  Board  of 
Health,  the  nine  heart  clinics  function  primarily  as 
an  evaluation  and  follow-up  facility  referring  those 
needing  catheterization,  surgery,  etc.,  to  the  Medical 
University  Hospital  Heart  Clinic  which  is  financially 
assisted.  Reported  heart  clinic  cases  having  cath- 
eterizations number  359,  and  348  angio-cardiograms, 
36  coronary  arteriograms,  160  heart  surgery  opera- 
tions were  performed.  A total  of  1,965  heart  clinic 
patients  were  seen  in  the  nine  heart  clinics,  and  these 
patients  made  3,125  clinic  visits.  Prophylactic  drugs 
were  provided  to  479  medically  indigent  patients 
suffering  from  congenital  heart  disease  and/or  rheu- 
matic fever.  In  Aiken  County  10,000  children  were 
screened  for  heart  disease  with  205  of  them  being 
referred  for  further  evaluation.  Three  children  with 
definite  heart  defects  are  being  followed.. 

Tuberculosis  evaluation  clinics  operate  in  every 
county  health  department  on  a regularly  scheduled 
basis.  These  clinics  are  staffed  by  physicians,  nurses, 
and  X-ray  personnel,  and  they  provide  X-ray  films, 
physician’s  evaluation,  and  chemotherapy  for  cases, 
suspects,  contacts,  and  tuberculin  reactors  without 
cost  for  services. 

The  number  of  new  active  cases  reported  for  1970 
indicates  a further  decline  in  this  health  problem. 
There  were  618  new  active  cases,  which  represent 
a 1.9  per  cent  decline  from  the  630  reported  for  1969. 
The  tuberculosis  case  rate  for  1970  was  24.4  per 
100,000  population  compared  to  24.8  for  1969. 

As  of  December  31,  1970,  the  total  register  in- 
cluded 3,309  cases,  with  244  of  these  being  hospital- 
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His  makeup  is  unique  by  tradition. 

His  ulcer  treatment  is  unique 
by  tradition,  too. 


In  the  world  of 
entertainment,  a clown’s 
makeup  remains  the 
exclusive  property  of  its 
originator.  Time  has 
established  that  tradition. 
In  the  treatment  of  ulcers 
and  other  gastrointestinal 
complaints,  time  has 
established  Pro-Banthine 
as  a tradition  too. 


Few  drugs  can  boast  a 
longer  successful  run. 
Introduced  17  years  ago, 
this  drug  is  a veteran 
gastrointestinal  performer. 

Pro-Banthine  stars  in  the 
treatment  of  peptic  ulcer, 
functional  gastrointestinal 
disturbances,  ulcerative 
colitis,  hypertrophic  gastritis, 
pylorospasm,  acute  and 
chronic  pancreatitis, 
diverticulitis,  biliary 
dyskinesia,  hyperhidrosis, 
ileostomies,  and  colonic, 


ureteral  or  urinary  bladder 
spasm.  Its  fame  as  an 
anticholinergic  is  worldwide. 

When  you  want  a 
performer  you  can  count  on 
. . . remember  Pro-Banthine. 
Tradition  does. 
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Pro*Banthine 

(propantheline  bromide) 

the  traditional  ulcer  treatment 


Pro-BanthTne  15  mg. 

propantheline  bromide 


Pro-Banthine  15  mg. 

propantheline  bromide 
with 

Dartal  5 mg. 
thiopropazate 
dihydrochloride 


Pro-Banthine  15  mg. 

propantheline  bromide 
with 

Phenobarbital  15  mg. 
warning: 

may  be  habit  forming 


Pro-Banthine  P.fl.  30  mg. 

propantheline  bromide 
in  time-release  form 


Pro-BanthTne  7V2  mg. 

propantheline  bromide 
Half  Strength 


ProBanthme 

(propantheline  bromide) 

Indications:  Peptic  ulcer,  gastroenteritis,  | 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects, 
in  order  of  incidence,  are  xerostomia,  mydri- 
asis, hesitancy  of  urination  and  gastric  fullness. 
Dosage:  The  maximal  tolerated  dosage  is  usu-  ! 
ally  the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many 
as  two  tablets  four  to  six  times  daily  may  be 
required.  Pro-Banthine  is  supplied  as  tablets 
of  15  mg.,  as  prolonged-acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum-type  vials 
of  30  mg.  The  parenteral  dose  should  be  ad- 
justed to  the  patient’s  requirement  and  may 
be  up  to  30  mg.  or  more  every  six  hours,  intra- 
muscularly or  intravenously. 

Pro-Banthine®  15  mg. 

(propantheline  bromide) 
with 

Dartal®  5 mg. 

( thiopropazate  dihydrochloride  ) 

Indications:  Peptic  ulcer,  spastic  constipation, 
nonspecific  gastritis,  functional  gastrointesti- 
nal disorders,  pylorospasm,  hyperhidrosis, 
irritable  bowel  syndrome,  mucous  or  ulcerative 
colitis,  functional  diarrhea. 

Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Warnings:  Pro-Banthine  with  Dartal  should 
not  be  administered  to  patients  who  are  under 
the  influence  of  barbiturates,  alcohol  or  nar- 
cotics. The  drug  should  be  administered 
cautiously  to  epileptic  patients  or  those  in 
depressed  states,  patients  with  liver  disease 
and  to  pregnant  women.  Hypersensitivity  to 
Dartal  may  occur  rarely  in  patients  with 
known  sensitivity  to  similar  drugs. 

Side  Effects:  Dryness  of  the  mouth,  mydria- 
sis, hesitancy  of  urination;  less  commonly 
extrapyramidal  (restlessness,  dystonia  and 
signs  of  pseudoparkinsonism  such  as  muscular 
rigidity,  fixed  facies,  tremor,  ataxia,  festinant 
gait  and  drooling),  parasympatholytic 
(blurred  vision,  xerostomia,  hypotension,  na- 
sal congestion  and  constipation)  and  curare- 
like  (loss  of  control  of  voluntary  muscles, 
particularly  the  muscles  of  respiration)  reac- 
tions. Rarely,  leukopenia  or  allergic  purpura. 

A generalized  erythematous  skin  reaction  may 
occur.  Side  effects  characteristic  of  pheno- 
thiazines  such  as  grand  mal  convulsions,  altered 
cerebrospinal  proteins,  cerebral  edema,  poten- 
tiation of  the  effects  of  atropine,  heat  or  phos- 
phorus insecticides,  autonomic  reactions, 
endocrine  disturbances,  reversed  epinephrine 
effect,  hyperpyrexia  or  pigmentary  retinopa- 
thy may  theoretically  occur  but  have  not  been 
reported  with  Dartal.  Severe  hypotension  fol- 
lowing recommended  doses  occurs  more 
commonly  in  patients  who  are  also  afflicted 
by  other  medical  disorders  such  as  mitral 
insufficiency  or  pheochromocytoma,  and  par- 
ticular attention  should  be  paid  to  such  a 
possibility  although  this  has  not  been  observed 
with  Dartal. 

Adult  Dosage:  One  tablet  three  times  a day. 

Pro-Banthine®  1 5 mg. 

(propantheline  bromide) 
with 

Phenobarbital  15  mg. 

Warning:  May  be  habit-forming. 

For  Indications,  Contraindications,  Precau- 
tions, Side  Effects  and  Dosage  see  Pro-Ban- 
thine. In  addition,  phenobarbital  should  be 
administered  with  caution  to  patients  with 
liver  disease,  mental  disturbances  or  a signifi- 
cant degree  of  hypoxia. 

Pro-Banthine  P.  A.® 

prolonged  acting  brand  of  propantheline  bromide 
For  Indications,  Contraindications,  Precau- 
tions and  Side  Effects  see  Pro-Banthine. 
Dosage  Form:  Capsule-shaped,  compression- 
coated,  peach  tablets  of  30  mg.  for  oral  use. 
Dosage:  The  recommended  initial  dosage  is 
one  tablet  in  the  morning  and  one  at  night. 
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when  manhood  ebbs... 

r\r  ic  HaIqI/aH  due  to  testicular 
v/l  IO  y vlCiywU  hormonal  insufficiency 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  10  mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boys  to  avoid  premature  epiphyseal  closure. ..and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2,  5,  and  10  mg. 

Halotestin^ 

(fluoxymesterone 
Upjohn) 

oral  replacement  with 
parenteral-like  potency 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions. 


Upjohn 
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Halotestin® 

(fluoxymesterone,  Upjohn) 


Orally  active  androgen  about  5 times  as  potent 
In  anabolic  and  androgenic  activity  as  methyltes- 
tosterone.  Halotestin  (fluoxymesterone)  induces 
significant  retention  of  calcium  and  potassium, 
but  retention  of  sodium  not  marked.  Doses  below 
20  mg.  daily  have  little  effect  in  producing 
creatinuria. 

Indications  Male:  Replacement  therapy  in  tes- 
ticular hormone  deficiency  states.  Prevents  atro- 
phy of  the  accessory  male  sex  organs  following 
castration  for  as  long  as  therapy  is  continued. 
Impotence  and  male  climacteric  symptoms  when 
due  to  androgen  deficiency.  Primary  eunuchoid- 
ism and  eunuchism.  Delayed  puberty  when  es- 
tablished as  not  a simple  familial  trait.  Indicated 
for  those  symptoms  of  panhypopituitarism  re- 
lated to  hypogonadism,  however,  appropriate 
adrenal  cortical  and  thyroid  hormone  replace- 
ment therapy  remain  of  primary  importance. 
Female:  Palliation  of  androgen-responsive,  ad- 
vanced, inoperable  breast  cancer  in  women  be- 
tween 1 and  5 years  postmenopausal  or  women 
in  whom  castration  has  shown  the  tumor  to  be 
hormone  dependent.  Prevention  of  postpartum 
breast  manifestations  of  pain  and  engorgement; 
there  is  no  satisfactory  evidence  that  this  drug 
prevents  or  suppresses  lactation  per  se.  In  os- 
teoporosis androgens  may  be  of  adjunctive 
value  to  adequate  considerations  of  diet,  cal- 
cium balance,  physiotherapy  and  general  health 
promoting  measures.  Males  and  Females:  In  the 
treatment  of  protein  depletion  states  which  oc- 
cur in  geriatric  patients,  in  debilitation  states,  in 
chronic  corticoid  therapy,  resistant  fractures; 
cryptorchidism;  creating  a positive  nitrogen  bal- 
ance, tissue  repair  and  other  anabolic  effects. 
Androgenic  steroids  may  produce  a response  in 
aplastic  anemias,  myelofibrosis,  myelosclerosis, 
agnogenic  myeloid  metaplasia  and  hypoplastic 
anemias  due  to  malignancy  or  myelotoxic  drugs. 
Androgens  are  not  of  value  in  other  anemias. 
Contraindications  Pregnancy  (may  virilize  fe- 
male fetus),  mammary  carcinoma  in  the  male, 
prostatic  carcinoma,  severe  liver  disease,  severe 
cardiorenal  disease  and  severe  persistent  hy- 
percalcemia. 

Precautions  Employ  with  caution  in  young  boys 
to  avoid  precocious  sexual  development  and 
premature  epiphyseal  closure.  Androgens  tend 
to  promote  retention  of  sodium  and  water,  there- 
fore, watch  for  edema— particularly  in  the  elderly. 
Incidence  and  severity  of  edema  have  been 
minimal  and  have  been  associated  only  with 
high  doses  used  for  palliation  of  breast  cancer. 
Hypercalcemia  may  occur,  particularly  in  patients 
with  metastatic  breast  carcinoma;  if  this  occurs 
the  drug  should  be  discontinued.  Changes  in 
liver  function  tests,  such  as  increased  BSP  re- 
tention and  SGOT  levels,  can  occur  during  ther- 
apy. Jaundice  has  been  rarely  reported.  If  liver 
function  tests  are  altered,  discontinue  medica- 
tion or  reduce  dose.  Priapism  is  indicative  of 
excessive  dosage  and  is  indication  for  tempo- 
rary withdrawal  of  drug.  When  treating  protein 
depletion  states  or  osteoporosis,  an  adequate 
diet  should  be  provided  and  prolonged  immobili- 
zation avoided  whenever  possible.  When  treating 
aplastic  or  hypoplastic  anemias,  androgen  ther- 
apy should  not  replace  other  measure  such  as 
transfusion,  correction  of  iron  deficiency,  anti- 
bacterial therapy,  and  the  use  of  corticosteroids. 
Adverse  reactions  Nausea,  dyspepsia,  men- 
strual irregularities,  hepatic  dysfunction,  pria- 
pism, edema,  precocious  sexual  development, 
and  premature  epiphyseal  closure  in  young 
patients  have  been  reported.  Male  — Prolonged 
administration  or  excessive  dose  may  cause 
inhibition  of  testicular  function  with  oligospermia 
and  decreased  ejaculation  volume.  Female  — 
Large  doses  or  prolonged  administration  may 
produce  masculinization  with  signs  such  as  hir- 
sutism, deepening  of  the  voice,  enlargement  of 
the  clitoris,  acne,  and  sometimes,  increased 
libido. 

Supplied  Tablets:  2 mg.,  scored  — bottles  of  1007 
5 mg.,  scored  — bottles  of  50. /10  mg.,  scored 
— bottles  of  50. 

For  additional  product  intormation,  see  your 
Upjohn  representative  or  consult  the  package 
circular. 


Upjohn 


The  Upjohn  Company,  Kalamazoo.  Michigan 


ized,  67  in  other  institutions,  and  2,998  at  home.  Of 
those  at  home,  381  had  active  disease.  Of  the  active 
at  home,  90.8  per  cent  were  receiving  chemotherapy 
and  81.1  per  cent  of  those  for  whom  it  was  recom- 
mended had  a bacteriologic  examination  within  the 
last  six  months. 

Legislation  was  enacted  requiring  all  laboratories 
to  report  positive  bacteriologic  findings  for  tuber- 
culosis. Also,  physician-reporting  of  tuberculosis  cases 
was  more  individually  and  specifically  defined. 

There  were  624  admissions  to  State  Park  Health 
Center,  580  discharges,  and  58  deaths  during  1970. 
One  outstanding  improvement  at  State  Park  is  the 
continuing  decline  of  the  average  patient  stay,  as  in 
1968  the  average  hospitalization  per  patient  was  225 
days  and  this  was  reduced  to  134  days  in  1970.  Also, 
this  past  year  has  been  one  of  further  improvements 
to  the  care  of  patients,  the  physical  plant  and  the 
operation  of  State  Park  Health  Center. 

The  Narcotic  and  Drug  Control  Division  was  very 
active  in  drug  law  enforcement  and  drug  abuse 
education  during  1970.  Two  special  agents  and  two 
undercover  men  were  added  to  the  staff.  There  were 
372  arrests  for  drug  violations:  121  for  marijuana, 
75  for  heroin,  19  for  LSD,  5 for  mescaline,  4 for 
cocaine,  and  the  remainder  for  forgery  of  prescrip- 
tions, misuse  of  stimulant  and  depressant  drugs,  ob- 
taining narcotics  by  fraud,  and  unlawful  sales  of 
prescription  drugs.  Three  physicians  and  one  dentist 
surrendered  their  narcotic  tax  stamps  because  of 
addiction.  Two  nurses  were  convicted  of  forgery  of 
records  to  get  narcotics.  Three  pharmacists  were  con- 
victed for  unlawful  disposition  of  narcotics  and 
stimulant  drugs.  All  of  these  cases  were  referred  to 
licensing  boards  for  action.  Eighty  programs  on 
abuse  of  drugs  were  presented,  and  the  inspectors 
instructed  in  five  law  enforcement  schools. 

Timely  topics  of  interest  focus  the  attention  of 
South  Carolinians  on  the  drug  problem  and  the  re- 
sponsibilities of  the  State  Board  of  Health  for  the 
illegal  traffic  of  drugs.  This  rapidly  became  confused 
in  the  minds  of  state  officials  and  other  persons  with 
our  responsibility  in  the  legal  traffic  of  drugs  as  set 
forth  by  state  law.  This  confusion  and  lack  of  under- 
standing probably  accounts  for  Governor  McNair’s 
and  Governor  West’s  recommendation  that  all  drug 
control  programs  of  the  State  Board  of  Health  be 
legislatively  transferred  to  SLED.  We  recognize  that 
there  is  a division  of  function  between  the  surveil- 
lance of  persons  legally  authorized  to  possess  drugs 
under  prescribed  conditions  and  the  detection  and 
arrest  of  persons  selling,  possessing,  or  using  drugs 
from  illicit  sources.  The  transfer  of  the  responsibility 
for  the  legal  traffic  of  drugs  (i.  e.„  the  surveillance 
of  the  handling,  prescribing,  and  dispensing  of  drugs 
by  health  professionals  and  persons  who  obtain  drugs 
from  legal  sources)  from  the  State  Board  of  Health 
to  SLED  would,  in  our  opinion,  constitute  an  un- 
desirable change  in  the  control  of  professional  services 
and  the  dispensing  of  drugs  from  the  professional  to 
the  police  force. 
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PRimER 


PLUS 


Flexoplnsf 


A practical, 
ambulatory  treatment 
for  leg  ulceration 

The  Flexible  Cast:  The  PRIMER  medi- 
cated bandage,  in  conjunction  with  the 
FLEXOPLAST  elastic  adhesive  bandage, 
comprise  the  cast. 

This  is  a more  comfortable  and  faster 
method  of  healing  than  Unna’s  Boot.  Fre- 
quent changing  of  the  dressing  is  elimi- 
nated. The  newly  forming  granulation  and 
epithelium  are  left  undisturbed.  It  is  the 
modern  form  of  treatment. 


...  Edward  Taylor  Ltd.  ••••. 

A Division  of  Glenwood  Laboratories  Inc. 

Tenafly,  New  Jersey  07670 

Gentlemen: 

Please  send  me 

□ literature 

□ samples  of  PRIMER  medicated  bandage 
and  FLEXOPLAST  elastic  adhesive 
bandage. 

Name M.D. 

Address  

City 

Zip 


In  the  state  316,000  children  were  immunized  for 
rubella  by  year’s  end,  and  concurrently  over  700 
cases  of  “red”  measles  were  reported  from  a low  of 
31  in  1968.  No  major  epidemic  occurred  in  South 
Carolina  during  1970  except  an  unexpected  Asian  flu 
outbreak  in  the  northwestern  part.  Syphilis  continues 
to  decline  in  South  Carolina  in  spite  of  a national 
rise.  Gonorrhea,  however,  continues  to  spiral  upward 
along  with  the  national  picture,  due  to  the  fact  that 
no  investigators  are  available  in  the  state  for 
gonorrhea  investigation. 

State  funds  were  appropriated  and  three  persons 
recruited  to  form  the  Division  of  Occupational  Health. 
The  Radiological  Health  Division  conducts  environ- 
mental surveillance,  X-ray  equipment  inspection,  and 
non-ionizing  radiation  protection.  Eighty  per  cent 
of  the  1,887  X-ray  machines  in  the  state  have  been 
registered,  and  65  per  cent  of  these  did  not  comply 
with  state  regulations.  South  Carolna  has  jumped 
into  the  nuclear  age  faster  than  we  anticipated,  but 
fortunately  the  state’s  environment  is  absolutely  free 
from  harmful  amounts  of  radioactivity. 

A Highway  Safety  Section  has  been  organized,  and 
an  emergency  health  council  was  formed  of  repre- 
sentatives of  approximately  20  interested  agencies  to 
advise  the  State  Board  of  Health.  Ten  counties 
applied  for  federal  assistance  to  up-grade  ambulance 
service,  and  the  medical  self-help  and  packaged  dis- 
aster hospital  programs  continued  as  during  1969. 

One  significant  program  undertaken  in  1970  was 
the  implementation  of  state  market  inspections. 
Markets,  in  general,  were  found  to  be  in  an  un- 
acceptable condition,  as  many  of  the  1,605  enumer- 
ated by  survey  have  never  been  inspected.  The  im- 
pact that  this  program  may  have  on  the  health  of 
our  citizens  is  significant  because  a larger  portion  of 
the  population  is  served  through  markets  than 
through  eating  establishments. 

Environmental  sanitation  services  in  other  areas 
( public  accommodations,  milk  and  food  protection, 
and  vector  control)  continued  to  grow  in  quality  and 
quantity  during  1970. 

The  water  supply  program  has  continued  to  operate 
even  more  efficiently  and  effectively  than  in  past 
years  with  over  2,000  supplies  being  checked  monthly 
for  bacterial  quality  and  twice  yearly  for  chemical 
quality.  All  such  public  facilities  are  given  engineer- 
ing inspections  twice  yearly,  and  laboratories  in  these 
plants  are  now  being  certified  yearly  by  two  trained 
staff  chemists.  An  intensive  cross-connection  program 
has  been  initiated  to  assure  that  no  contamination 
enters  water  distribution  lines  by  back-siphonage  on 
old,  as  well  as  new,  systems. 

Approximately  1,000  artificial  swimming  pools  and 
150  natural  bathing  areas  were  inspected  and  their 
water  analyzed  weekly  during  the  swimming  season. 
The  natural  areas  were  also  checked  during  the  non- 
swimming season  for  background  data. 

The  shellfish  program,  for  the  fifth  consecutive 
year,  received  a rating  of  over  90  per  cent  by  the 
federal  Food  and  Drug  Administration  which  places 
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it  as  one  of  the  better,  if  not  the  best,  continuous 
shellfish  protection  programs  within  the  United 
States. 

Mandatory  water  and  wastewater  plant  operator 
certification  (Public  Law  175)  has  added  a tre- 
mendous load,  but  responsibility  for  this  training  and 
certification  is  one  of  the  most  challenging  and 
rewarding  from  a public  health  viewpoint.  Approxi- 
mately 2,000  operators  are  involved,  and  the  plant 
efficiency  has  a direct  relationship  to  the  training  and 
efficiency  of  the  operator.  Success  and  widespread 
recognition  for  South  Carolina  has  been  evident  in 
this  area  in  that  this  state  is  one  of  six  recently  invited 
to  Washington,  D.  C.,  to  advise  on  the  proposed 
initiation  of  a water  and  wastewater  operator  training 
and  certification  program  on  a national  basis. 

The  passage  of  the  Pollution  Control  Act  (No. 
1157  of  1970)  created  within  the  State  Board  of 
Health  a Pollution  Control  Authority  (Section  3), 
but  the  attorney  general  ruled  that  the  Pollution 
Control  Authority  was  a separate  entity  and  in 
August  we  witnessed  the  moving  of  persons  and 
furnishings  of  the  Pollution  Control  Authority  to 
another  building.  On  September  11  Governor  McNair 
issued  an  executive  order  which  brought  about  a 
gradual  eroding  away  of  environmental  health  pro- 
grams from  the  State  Board  of  Health  to  the  Pollu- 
tion Control  Authority.  (Programs  transferred  were 
sewage  disposal  systems  and  all  other  waste  treatment 
systems,  waste  water,  septic  tanks,  sewage  treatment 
plants,  landfill  operations,  and  garbage  disposal. ) 

Thus  began  months  of  confusion  in  the  minds  of 
the  State  Board  of  Health  staff  and  of  the  public  as 
to  where  to  turn  for  services  that  would  protect  them 
from  diseases  spread  by  human  waste.  The  confusion 
is  still  with  us.  With  these  programs  changes  as 
directed  by  Governor  McNair  we  witness  a shifting 
of  the  responsibility  of  the  State  Board  of  Health 
from  preventing  disease  to  involvement  only  after  the 
epidemic  has  occurred. 

In  response  to  this  serious  encroachment  and  lack 
of  concern  for  preventive  health,  the  State  Board  of 
Health  adopted  the  position  paper  entitled  “Health 
Implications  of  Pollution”  which  was  also  endorsed 
by  the  South  Carolina  Medical  Association  and  cir- 
culated to  physicians  throughout  the  state. 

Another  serious  blow  which  severely  curtailed  the 
services  of  the  State  Board  of  Health  was  Governor 
McNair’s  directive  dated  November  23  ordering 
curtailment  of  expenses  by  6 per  cent  of  the  operating 
budget  for  the  year  1970-71.  The  State  Board  of 
Health  was  faced  with  the  responsibility  of  cutting 
back  its  operating  budget  by  $609,000.  This  re- 
quired a close  evaluation  of  all  existing  programs 
within  the  State  Board  of  Health. 

One  service  which  we  questioned  was  that  of  pro- 
viding serological  screening  for  pre-employment 
physicals.  Records  show  that  of  approximately  118,000 
applicants  screened,  only  about  50  cases  of  syphilis 
were  identified,  thus  requiring  an  expenditure  of 
$680  for  each  positive  case  identified.  However,  cur- 


tailment of  expenditures  in  this  area  resulted  in  such 
concern  for  the  physicians  throughout  the  state  that 
the  Executive  Committee  reinstated  serological  screen- 
ing for  all  persons  as  in  the  past. 

Nevertheless,  the  State  Board  of  Health  was  faced 
with  the  perplexing  situation  of  demands  for  the 
same  services  and  for  additional  services  and  at  the 
same  time  with  the  curtailment  of  money  with  which 
to  provide  these  services.  Requests  were  made  to  all 
practicing  physicians  in  the  state  to  acquaint  their 
legislators  with  the  fact  that  there  was  need  for  and 
that  they  were  demanding  new  and  more  sophisti- 
cated services  from  the  State  Board  of  Health  and 
at  the  same  time  the  legislature  was  withholding 
funds  with  which  these  services  could  be  provided. 

The  number  of  specimens  examined  by  the  Bureau 
of  Laboratory  Services  and  Research  increased  from 
335,690  in  1960  to  700,359  in  1970.  Almost  fifty 
per  cent  of  these  examinations  (314,903)  were  for 
syphilis  serology.  In  addition  to  such  routine  pro- 
cedures, the  laboratory  does  many  examinations 
which  are  available  only  on  a very  LIMITED  basis 
elsewhere  in  South  Carolina,  such  as  mycobacterium 
culture  and  sensitivity,  cytogenetics,  water  chemistry, 
phenylketonuria  detection,  milk  and  water  bacteriol- 
ogy, and  cultures  for  primary  atypical  pneumonia, 
gonorrhea,  and  other  fastidious  organisms.  It  is  the 
ONLY  source  in  the  state  for  certain  diagnostic  pro- 
cedures such  as  isolation  and  serological  studies  for 
virus  diseases,  rabies  examination,  rubella  titers,  sero- 
logical examinations  for  fungal  diseases,  water 
bacteriology,  pesticide  and  heavy  metal  (mercury) 
determinations  and  drug  identification. 

We  are  extremely  proud  of  our  Training  Section 
which  is  the  only  source  of  postgraduate  training  in 
diagnostic  laboratory  work  provided  in  this  state. 
Seven  courses  were  offered  during  1970  which 
varied  from  one  day  to  three  weeks  in  length.  This 
section  is  also  responsible  for  our  proficiency  testing 
program  which  is  now  available  in  bacteriology, 
mycology,  intestinal  parasitology,  and  syphilis  serol- 
ogy. This  is  a voluntary  program,  and  the  magnificent 
response  to  this  service  is  a tribute  to  the  quality  of 
the  medical  laboratories  in  South  Carolina.  For 
example,  three  are  63  laboratories  which  participate 
in  our  syphilis  serology  proficiency  testing  program. 

A laboratory  manual  entitled  “Procedures  of  the 
Bureau  of  Laboratory  Services  and  Research”  was 
published  and  distributed  to  the  private  and  public 
health  laboratories  in  South  Carolina.  This  40-page 
book  describes  the  examinations  that  are  performed 
in  this  laboratory,  the  type  of  specimen  necessary  to 
do  the  examination,  and  how  to  submit  the  appropri- 
ate specimen. 

Some  of  the  newer  techniques  instituted  during  the 
past  year  were  the  culture  methods  for  the  isolation 
of  Neisseria  gonorrhea,  fluorescent  techniques  for  the 
detection  of  mycobacterium  tuberculosis  and  mycotic 
infections,  and  Australia  antigen  for  the  detection  of 
hepatitis. 

South  Carolina  was  one  of  ten  states  receiving  a 
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federal  grant  to  study  the  nutritional  status  of  its 
people.  A section  of  special  chemistry  was  created  to 
provide  the  sophisticated  chemical  determinations  on 
over  5,000  samples.  In  addition,  this  section  investi- 
gates problems  arising  from  environmental  sources 
such  as  taste  and  odors  in  public  water  supplies. 

An  extensive  study  of  mercury  levels  in  fish, 
water,  blood,  soil,  and  animal  tissues  has  been  under- 
taken. These  examinations  have  provided  necessary 
information  for  the  use  of  the  South  Carolina  State 
Board  of  Health,  Pollution  Control  Authority,  and 
Wildlife  Resources  Department  to  safeguard  the 
health  of  the  people. 

A study  on  the  analyses  of  crab  tissues  for  pesticide 
residues  on  samples  from  South  Carolina,  North 
Carolina,  Georgia,  and  Florida  was  completed.  In 
cooperation  with  the  Medical  University  of  South 
Carolina  and  the  U.  S.  Public  Health  Service,  the 
research  project  to  determine  long-range  effects  on 
human  beings  from  agricultural  chemicals  is  con- 
tinuing. Also,  a contract  with  the  National  Air 
Pollution  Control  Administration  to  determine  the 
levels  of  trace  metals  in  human  tissue  from  individ- 
uals exhibiting  known  exposure  histories  from 
throughout  the  United  States  has  been  received.  In 
cooperation  with  the  S.  C.  Water  Resources  Com- 
mission, the  laboratory  is  determining  the  levels  of 
heavy  metal  and  pesticide  residues  in  oysters  and 
other  environmental  samples  from  the  Port  Royal 
Sound  environmental  study. 

Expansion  in  the  following  areas  of  laboratory  pro- 
ficiency is  vital:  cervical  cytology,  drug  identifica- 
tion, training,  screening  for  chronic  diseases,  routine 
heavy  metal  determinations  (cadmium,  lead,  arsenic, 
sodium,  potassium)  on  all  water  supplies,  evaluation 
of  new  laboratory  diagnostic  techniques,  and  con- 
tinuation of  the  biochemical  studies  which  reflect 
nutritional  status. 

Requests  by  the  State  Department  of  Mental  Health 
and  the  State  Department  of  Mental  Retardation  for 
the  sexual  sterilization  of  nine  persons  were  approved. 

The  estimated  number  of  live  births  in  South  Caro- 
lina in  1970  is  50,624,  a 2.9  per  cent  increase  over 
the  number  for  1969,  and  the  estimated  number  of 
deaths  is  22,589,  a 0.4  per  cent  increase  over  the 
number  for  1969. 

The  need  for  health  education  is  greater  than 
ever.  Problems  now  confronting  youth  are  over- 
whelming, and  it  is  imperative  that  youth,  as  well  as 
the  older  generation,  be  given  direction  for  meeting 
the  challenge.  Hunger,  poverty,  sickness,  and  marginal 
health  will  not  pass  into  nothing-ness  untd  the  popu- 
lation is  taught  positive  health  values. 

Introspect,  a tricentennial  booklet  reviewing  the 
past,  present,  and  future  of  the  State  Board  of  Health, 
was  published.  Over  170,000  pieces  of  health  educa- 
tion material  were  distributed,  150  news  releases 
produced,  27  radio-TV  spots,  and  102  TV  programs 
produced.  Total  attendance  at  health  film  showings 
was  390,000. 

While  problems  exist  in  the  keeping  of  “old”  pub- 
lic health  programs  within  the  State  Board  of  Health, 


we  look  with  pride  upon  the  establishment  of  such 
new  programs  as  occupational  health,  emergency 
health  services,  radiological  control,  and  expanding 
laboratory  services  and  research.  Our  rapid  progress 
in  these  new  programs  would  not  have  been  possible 
without  the  unselfish  and  untiring  efforts  of  many  of 
the  physicians  of  South  Carolina  who  are  members 
of  the  23  advisory  committees  of  the  State  Board  of 
Health. 

W.  Wyman  King,  M.D.,  Chairman 


Medical  Advisory  Committee  to  the 
South  Carolina  Vocational  Rehabilitation 
Department 

( Subcommittee  of  the  Committee  on  Cooperative 
Activities ) 

The  Medical  Advisory  Committee  to  the  Voca- 
tional Rehabilitation  Department  met  in  Columbia, 
February  18,  1971.  11  of  the  14  members  attended 
and  all  contributed  to  the  action  of  the  committee. 
Support  personnel  of  the  Vocational  Rehabilitation 
Department  including  the  Director,  Dr.  Dill  D.  Beck- 
man, attended  the  meeting  and  entered  actively  into 
the  discussion. 

Dr.  Beckman  commented  on  the  close  relationship 
between  the  medical  profession  and  the  Agency  per- 
sonnel. The  Agency’s  monies  have  been  sharply  cur- 
tailed and  Dr.  Beckman  commented  on  the  problems 
in  the  Department  with  attaining  the  goals  and  stay- 
ing within  the  budget. 


Harold  Hope,  M.D. 
Chairman  of  Council 
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Emotional  stress  can  be  just  as  destructive  to  the 
individual  as  turbulent,  ravaging  flood  waters  are 
to  land  and  property.  Solfoton  will  contribute  to 
the  maintenance  of  a mental  climate  for  purpose- 
ful living. 

Solfoton 

SEDATION  WITHOUT  DEPRESSION 

EACH  TABLET  OR  CAPSULE  CONTAINS: 
Phenobarbital 16  mg. 

(Warning:  may  be  habit-forming) 

Bensulfoid  (See  PDR) ......  65  mg. 

Precaution:  same  as  16  mg.  phenobarbital 

DOSAGE:  One  tablet  or  capsule  every  6 hours  will 
sustain  mild  sedation. 

Available  in  three  forms  to  satisfy 
prescribing  circumstances: 

TABLETS  100s  500s  5000s 

CAPSULES  100s  500s  1000s 

TABLETS  S/C  100s  500s  4000s 

Federal  law  prohibits  dispensing  without  prescription 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  2326  1 
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Smith  Kline  & French  Laboratories  SK&F 


The  Chairman  of  the  committee  gave  a brief  dis- 
cussion on  proposed  national  health  insurance  plans, 
health  maintenance  organizations,  foundations,  the 
Regional  Medical  Program,  and  Review  Organizations. 
It  was  felt  that  there  must  be  a relationship  between 
the  Agency  dealing  in  health  with  the  new  innova- 
tions in  the  National  Health  Delivery  System.  There 
was  free  discussion  among  the  members  of  the  com- 
mittee, particularly,  with  the  problem  of  length  of 
hospital  stay  of  rehabilitation  clientele.  The  Profes- 
sional Activity  Study  ( PAS ) was  discussed  as  it 
relates  to  length  of  hospital  stay  for  rehabilitation 
patients.  It  was  the  feeling  of  the  committee  that 
much  of  the  diagnostic  work  on  rehabilitation  pa- 
tients could  be  carried  out  on  an  outpatient  basis  and, 
where  hospitalization  was  required,  that  every  effort 
would  be  made  to  save  monies  by  as  early  discharge 
as  feasible. 

The  cost  of  drugs,  particularly,  in  the  area  of  new 
drugs  was  discussed.  Several  members  of  the  com- 
mittee commented  that  oftentimes  the  physician  was 
not  aware  of  the  high  cost  of  drugs. 

Dr.  Beckman  stated  that  the  cost  of  hospitalization 
is  based  on  the  percentage  derived  by  application 
of  the  Reimbursable  Cost-Charge  Formula.  This  may 
vary  with  each  hospital. 

The  committee  recognized  the  efficient  effective 
work  accomplished  by  the  Agency  and  will  continue 
to  offer  assistance  to  the  Agency  in  an  advisory 
capacity. 

Ben  N.  Miller,  M.D.,  Chairman 


C.  Tucker  Weston,  M.D. 
Alternate  Delegate  to  A.M.A. 


EXHIBITORS 

Abbott  Laboratories 

You  are  cordially  invited  to  visit  the  Abbott  booth 
where  Ogen®  (piperazine  estrone  sulfate)  in  the 
new  21-Paks  will  be  featured.  An  interesting  concept 
in  the  management  of  hypertension  will  also  be 
available. 


Acta-Fax  Business  Machines 

Acta-Fax  Business  Machines,  South  Carolina’s  lead- 
ing electrostatic  office  copy  dealer  will  display  the 
new  Savin  230  copy-duplicator  and  the  copystat  C-25 
copier  that  offers  low-cost  copying  for  statements. 
Copying  speeds  are  now  available  that  permit  a 
doctors  office  to  make  copies  of  statements  at  the 
rate  of  1800  copies  per  hour. 


Arnar-Stone  Laboratories,  Inc. 

AMERICAINE  TOPICAL  ANESTHETIC  - 20% 
dissolved  benzocaine  in  a water-soluble  base— oint- 
ment, suppositories  and  aerosol  forms. 

HAZEL-BALM  — cooling,  soothing  witch  hazel 
and  emollient  lanolin  in  aerosol  form. 

SOPOR  — Non-barbituate  hypnotic  sedative  for 
gentle  untroubled  sleep.  Particularly  useful  with 
geriatric  patients. 


Harrison  Peeples,  M.D. 
Alternate  Delegate  to  A.M.A. 
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Astra  Pharmaceutical  Products,  Inc. 

Information  and  descriptive  literature  pertaining  to 
Xylocaine®  ( lidocaine ) and  Citanest®  ( prilocaine ) 
local  and  topical  anesthetics,  and  the  intravenous  use 
of  Xylocaine  in  the  treatment  of  life-threatening 
cardiac  arrhythmias  will  be  available  at  the  Astra 
booth. 


Ayerst  Laboratories 

Our  representatives  look  forward  to  a visit  with 
you,  and  for  the  opportunity  to  discuss  the  Ayerst 
products  and  services  of  interest  to  you. 


Blue  Cross-Blue  Shield 

Blue  Shield  Representatives  will  be  on  hand  at  the 
booth  to  answer  queries  about  claims  processing,  bene- 
fit payments,  and  enrollment  in  the  various  kinds  of 
medical  societies  and/or  medical  offices  Blue  Cross- 
Blue  Shield  groups. 

Information  will  be  available  about  our  contracts 
covering  out-of-hospital  prescription  drugs,  dental 
services,  private  nursing  and  major  medical  expenses. 


The  R.  L.  Bryan  Company 

We  will  have  on  display,  A.  B.  Dick  copying 
products;  to  be  specific,  the  A.  B.  Dick  Quick  Copies 
Center  will  be  presented.  We  will  also  have  on  dis- 
play, one  or  two  tape  recorders. 

Voicewriter  Division 
McGraw-Edison  Company 

A brief  description  of  our  products  is  as  follows: 
A complete  line  of  magnetic  and  embossed  dictation 
and  transcription  equipment.  Two  new  product  lines 
will  be  introduced  at  this  meeting.  The  Edison  LpTV 
endless  loop  dictation  system  offers  three  hours  of 
continuous  recording  time,  which  is  extremely  bene- 
ficial to  offices  of  one  or  more  doctors.  The  Edison 
Edisonic  magnetic  belt  dictating  units  offer  five 
major  technological  breakthroughs  never  before 
offered  on  a magnetic  dictating  instrument. 

Also  on  display  will  be  a low  cost  magnetic  tape 
line  of  equipment  which  has  proven  to  be  very 
popular  in  the  past. 


Eli  Lilly  and  Company 

You  are  cordially  invited  to  visit  the  Lilly  exhibit. 
Our  sales  representatives  in  attendance  will  welcome 
your  questions  about  our  pharmaceutical  products. 
You  may  be  particularly  interested  in  discussing  our 
growing  family  of  cephalosporens. 


Mead  Johnson  Laboratories 

The  Mead  Johnson  Laboratories’  exhibit  has  been 
arranged  to  give  you  the  optimum  in  quick  service 
and  product  information.  To  make  your  visit  pro- 
ductive, specially  trained  representatives  will  be  on 
duty  to  tell  you  about  Vasodilan,  Oracon,  and 
Enfamil. 


Ortho  Pharmaceutical  Corporation 

On  display  at  the  ORTHO  exhibit  is  the  most  com- 
plete line  of  medically  accepted  products  for  the 
control  of  conception.  Representatives  on  hand  will  be 
pleased  to  answer  your  questions  concerning  the 
latest  developments  in  this  field  as  well  as  our  other 
products  on  display. 


Palmedico,  Inc. 

PALMEDICO  invites  you  to  visit  Exhibit  Space 
#51  where  our  representatives  will  feature: 
AMPHAPLEX  — the  “different”  anti-obesity  prod- 
uct 

PALOHIST  — Antihistamine-decongestant 
SPANTRAN  — 400  mg.  Meprobamate  tablets  N.F. 


Parke-Davis 

Our  representative  will  be  pleased  to  discuss 
selected  pharmaceutical  products  at  the  Parke-Davis 
booth. 

Pitney-Bowes 

Simple  as  1,  2,  3.  That’s  right!  That  is  precisely 
how  rapidly  and  efficiently  the  exclusive  Pitney- 
Bowes  Fastatement  System  solves  all  your  billing 
problems. 

For  one  thing,  you  use  your  own  ledger  cards.  No 
special  forms.  The  big  benefits  of  the  System  are 
obvious— your  bills  go  out  at  the  right  time  to  the 
right  person.  Remember,  payments  don’t  come  in  if 
bills  don’t  go  out.  This  three-step  ledger  card  billing 
system  is  automatic.  It  eliminates  forever  manual 
typing,  folding,  inserting,  sealing,  and  affixing  post- 
age stamps. 


Wm.  P.  Poythress  & Co.,  Inc. 

You  are  cordially  invited  to  visit  the  exhibit  of  Wm. 
P.  Poythress  & Company,  Inc.,  manufacturers  of 
ethical  pharmaceuticals  since  1856,  and  discuss  our 
line  of  established  products. 

Our  medical  representatives  will  be  available  to 
supply  you  with  literature,  samples  and  technical 
information  on  ANTROCOL,  BENSULFOID  LO- 
TION, MERPECTOGEL,  the  MUDRANE  combina- 
tions, PANALGESIC,  SOLFO-SERPINE,  SOLFO- 
TON,  SYNIRIN,  T C S,  TROCINATE  and  URO- 
PHOSPHATE. 


Sandoz  Pharmaceuticals 

Sandoz  Pharmaceuticals  invites  you  to  visit  our 
display  at  booth  #19,  where  our  representatives  will 
be  happy  to  provide  you  with  complete  information 
on  our  new  product  SERENTIL! 


Schering 

SCHERING  LABORATORIES  invites  you  to 
visit  their  exhibit,  Booth  #23  where  their  repre- 
sentatives will  be  available  to  discuss  with  you  any 
questions  you  may  have  on  GARAMYCIN(R)  Inject  - 
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able,  VALISONE(R),  DRIXORAL(R),  AFRIN(R) 
CELESTONE(R),  SOLUSPAN(R)  Injection  or  any 
other  Schering  product. 


Sealy  of  The  Carolinas,  Inc. 

Sealy  of  the  Carolinas,  Inc.  will  exhibit  the  brand 
new  Imperial  Posturepedic  innerspring  and  its  match- 
ing patented  “Posture  Grid”  foundation  in  a new 
and  exciting  ticking  fabric  at  the  annual  meeting  of 
the  South  Carolina  Medical  Association  in  May.  The 
retail  pricing  of  this  merchandise  in  full  and  twin 
sizes  is  $199.90.  Members  of  the  medical  profession, 
for  their  own  use  or  for  that  of  members  of  their 
families,  may  purchase  this  merchandise  at  special 
medical  discount  pricing  at  $150  per  set. 


G.  D.  Searle  & Co. 

You  are  cordially  invited  to  visit  the  SEARLE 
booth  where  our  representatives  will  be  happy  to 
answer  any  questions  regarding  Searle  Products  of 
Research. 

Featured  will  be  information  on  DEMULEN®, 
ENOVID®,  ALDACTAZIDE®,  FLAGYL®,  LOMO- 
TIL®, PRO-BANTHINE®  and  other  drugs  of  interest. 


South  Carolina  Regional  Medical  Program 
“Kidney  Disease  Prevention” 

The  exhibit  is  a free-standing,  self-lighted  display 
describing  the  three  population  groups  at  greatest 

risk  for  renal  diseases very  young  girls,  pregnant 

women,  and  hospitalized  patients.  It  portrays  for  phy- 
sicians and  other  health  care  personnel  the  impact 
the  early  medical  intervention  can  have  in  preventing 
the  occurrence  of  the  more  severe  stages  of  kidney 
diseases  and/or  death  occuring  from  uncontrolled 
urinary  tract  infections. 


This  special  exhibit  is  being  made  available  by 
Regional  Medical  Programs  Service,  a Division  of 
the  Health  Services  and  Mental  Health  Administra- 
tion, HEW,  Washington,  D.  C. 

The  South  Carolina  Regional  Medical  Program  is  a 
statewide  effort  to  combat  the  problems  of  heart 
disease,  cancer,  stroke,  kidney  and  related  disease 
through  local  cooperation  and  initiative  on  the  part 
of  physicians,  hospital  administrators,  allied  health 
professionals  and  voluntary  health  organizations. 

SCRMP  operates  sixteen  projects  which  have 
expanded  health  services  and  directly  involved  the 
improvement  of  patient  care.  These  improvements  | 
have  been  realized  through  such  changes  as  im- 
proved detection  and  diagnostic  methods,  advanced 
concepts  in  therapy,  and  broader  use  of  monitoring 
equipment. 


Warner-Chilcott  Laboratories 

Your  Warner-Chilcott  representatives  cordially 
invite  the  members  of  the  South  Carolina  Medical 
Association  to  see  and  discuss  what’s  new  at  Warner- 
Chilcott,  Booth  #36. 

Winchester  Surgical  Supply  Company 

“Carolinas’  House  of  Service” 

Distributors  of  KNOWN  BRANDS  of  PROVEN 
QUALITY 

WE  SERVICE  WHAT  WE  SELL 

Serving  the  Medical  Profession  of  South  Carolina 
since  1919.  This  will  be  our  50th  consecutive  meet- 
ing to  attend  and  exhibit. 

We  invite  you  to  visit  our  booth  No.  12  where  you 
can  see  and  examine  the  latest  in  Instruments  and 
Scientific  Apparatus.  Emory  Floyd,  Ray  Jackson  and 
R.  Murphy  Conder  will  be  there  to  greet  you. 


Greenville  General  Hospital,  a 635  bed  community  hospital,  needs  one  additional 
Emergency  Room  physician  to  complete  a group  of  four.  Annual  ER  visits  — 
43,000.  Guarantee  $30,000.  Write  or  call  Administrator,  Greenville  General 
Hospital,  100  Mallard  Street,  Greenville,  S.  C.  29601.  Phone:  235-3421  ext.  301. 
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Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's  — 
144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


WINCHESTER 

“CAROLINAS’  HOUSE  OF  SERVICE” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 
We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver- 


| tised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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slorgesic . . . provides  effective  analgesia  and  relief  of  associated  muscle  spasm 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphenadrine,  Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyloric 
or  duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at  the  bladder  neck.  Norgesic  is  also  contraindicated  in  patients 
with  myasthenia  gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine. 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  rec- 
ommended that  Norgesic  not  be  given  in  combination  with  propoxyphene  (Darvon®). 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of  this  preparation  in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible  hazard  to 
the  mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug  in  children  has  not  been  established:  therefore,  the  physician  must  weigh  the 
benefits  against  the  potential  hazards. 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of  phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  should  be 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders.  It  should  also  be  used  with  caution  in  patients  with  tachycardia. 
Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or  those  usually  associated  with  mild  anticholinergic  agents.  These 
may  include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  increased  intraocular 
tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness,  and  rarely,  urticaria  and  other  dermatoses.  Infrequently 
an  elderly  patient  may  experience  some  degree  of  confusion.  Mild  central  excitation  and  occasional  hallucinations  may  be  observed.  These 
mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage.  One  case  of  aplastic  anemia  associated  with  the  use  of  Norgesic  has  been 
reported.  No  causal  relationship  has  been  established  Dosage  and  Administration:  Adults— 1 to  2 tablets  3 to  4 times  daily. 


Riker  Laboratories,  Inc. 

NORTHRIDGE,  CALIFORNIA  91324 


3D3  NORGESIC 

(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg.,  phenacetin,  160  mg., caffeine,  30  mg.) 


i 


the  versatile  analgesic 


When  disease.  is  ruled  out 
and  psychic  tension  is  implicated 


\MlUm  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Roche 

LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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Simple,  accurate  test  for  glycosuria 


TES-TAPE 

URINE  SUGAR  ANALYSIS  PAPER 


Leadership  in 
Diabetes  Research 
for  Half  a Century 


Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 


Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep. 23 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,'  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  201 0 
insomniacs,  1 706  of  whom  were 
studied  for  a single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 


In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poorsleeping  habits, 
and  in  acute  orchronic  medical 
situations  requiring  restful  sleep. 


Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 


In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients.3  Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  et  at.:  “Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,”  in  Proc.  7th  Internat.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19,  1969.  2.  Kales,  A., 
et  at.:  “Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,”  in  Kales,  A.  (ed.):  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331. 

3.  Data  on  file,  Medical  Department,  Hoffmann- 
La  Roche  Inc. 


For  the  sleep  your  patients  need 


Before  prescribing,  please  consult  Complete 
Product  Information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recur- 
ring insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in 
rare  instances. 


ROCHE 


NewT"V  I 

Dalmane 

(flurazepam  hydrochloride] 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton’  chlorthalidone  usp 

Makes  water,  not  waves. 


But 

have  you 
met  them 
socially? 


s 


E 
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Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton*  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  ifabdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions : Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  A verage  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  ofCIBA-GEIGY  Corporation,  Ardsley,  New  York  10502 
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The  gas/acid  group  of  disorders 

“The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas... neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity  .The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with- 
in comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet , select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid , select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  A.:  Med.  Times  3^:150  (Feb.)  1966. 


Announcing  the  “Antgasid” 

Silain-Gel 

Tablets:  simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

one  dose  does  both:  frees  captured  gas. .. neutralizes  free  acid 


AH^OBINS 


A.H.  Robins  Company,  Richmond,  Virginia  23220 


sterile  solution  (300  ma  per  ml.) 

Consider  Lincodn 

(lincomycin  hydrochloride,  Upjbhn) 


■,  -;V;r-5a:, 

No.  mi 

Bcc.  Viol  Sterile  Solution 

Llncocin* 

(lincomycin 
fe>*ochlori(to  inaction) 

U < to  100  m£.  per  cc. 

tiocomyrin 


I p joint 


« flm 


For  your  convenience 
in  2 ml.  and  1 0 ml.  vials . . . 


and  single-dose  2 n 
disposable  syringe 


A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 
to  pain 


relief 


‘Empirin’ 


Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
ol  pain  relief 

'B.W.  & Co.'  narcotic  products  are 

Class  "B",  and  as  such  are  available  on  oral 

prescription,  where  State  law  permits. 

gjfcaF  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

.EE!  T\ickahoe,  N.Y. 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
-bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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POLYMYXIN  B- BACITRACIN 


NEOMYCIN 

OINTMENT 
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BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF 
DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation 
and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients, 
including  individual  psychotherapy,  group  therapy,  psychodrama,  electro-con- 
vulsive therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with 
families,  family  therapy,  and  extensive  and  well  organized  activities  program, 
including  occupational  therapy,  art  therapy,  music  therapy,  athletic  activities  and 
games,  recreational  activities  and  outings.  The  treatment  program  of  each  patient 
is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be 
realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  avail- 
able on  grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treat- 
ment program  and  is  accredited  through  the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in 
the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  ( 1 ) Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr..  M.D. 

Chief  of  Clinical  Services  Associate  Professor  of  Psychiatry 

and  Medical  Director 


They  all  have  two  things  in  common:  they  have  monilial  vaginitis; 


CANDEPTIN  now  gives  you  complete 
therapeutic  flexibility. 

It  is  tne  specific  high  potency  antimonilial  agent  which 
provides  superior  effectiveness.  And  there  is  at  least  one 
dosage  form  to  meet  every  patient’s  individual  needs  and/ 
or  preference. 

CANDEPTIN  = more  advantages  for  your  patients*  • • 

It’s  fast— prompt  symptomatic  relief  of  itching,  burning, 
candidiasis  discharge  and  malodor  in  48-72  hours;  usu- 
ally cures  completely  in  a single  14-day  course  of  therapy. 
It’s  safe— no  side  effects,  clinical  reports  of  irritation  or 
sensitization  have  been  extremely  rare;  exact  dosage  can 
be  assured.5-6 

It’s  convenient-easy  to  use  in  all  forms,  encourages  pa- 
tient acceptance  and  cooperation;  therapy  can  be  started 
in  your  office. 

It’s  clinically  proven-Candicidin  is  significantly  more  po- 
tent in  vitro  than  nystatin,1  and  has  a record  of  cure  rates 
of  90%  and  more  in  pregnant  and  non-pregnant  pa- 
tients.2’3-4 In  two  recent  studies,  both  involving  gravid 
and  non-gravid  patients,  a 100%  culture-confirmed  cure 
rate  was  achieved  with  14  days  of  therapy.5-6 


CANDEPTIN  (candicidin)  Vaginal  Tablets,  Vaginal 
Ointment,  and  . . . new  VAGELETTES™ 

Now  Vagelettes  offer  a unique  new  dosage  form— candi- 
cidin ointment  in  a soft  gelatin  capsule  — for  virtually 
unlimited  application.  With  Candeptin  in  three  forms, 
your  range  of  therapy  has  been  extended  to  meet  even 
those  previously  difficult-to-treat  Candida  cases. 

□ For  the  young  patient— cut  off  the  tip  of  the  narrow 
soft  end  of  the  Candeptin  Vagelette  and  extrude  contents 
through  the  intact  hymen. 

□ For  the  gravid  patient— easy  manual  insertion  without 
the  need  for  an  applicator  or  inserter  for  intravaginal  use. 

□ For  the  multiple  needs  of  all  your  patients— topical 
application  for  labial  involvement,  intravaginal  use  to 
treat  mucosal  infestation. 

References:  1.  Lechevalier,  H.:  Antibiotics  Annual  1959-1960. 
New  York,  Antibiotica  Inc.,  1960.  pp.  614-618.  2.  Olsen,  J.R.: 
Journal-Lancet  85: 287  (July)  1965.  3.  Giorlando,  S.W.,  Torres, 
J.F.,  and  Muscillo,  G.:  Am.  J.  Obst.  & Gynec.  90:370  (Oct.  1) 
1964.  4.  Friedel,  H.J.:  Maryland  M.J.,  75:36  (Feb.)  1966.  5.  Gior- 
lando, S.W.:  to  be  published  1971.  6.  Decker,  A.:  Case  Reports 
on  File,  Medical  Department,  Julius  Schmid. 
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they  can  now  be  cured  with  Candeptin.  Even  these  two. 


Candeptin® 

Candicidin  Vaginal  Tablets,  Ointment,  VAGELETTES™ 
Description:  Candeptin  (candicidin)  Vaginal  Ointment  contains 
a dispersion  of  candicidin  powder  equivalent  to  0.6  mg.  per  gm. 
or  0.06%  Candicidin  activity  in  U.S.P  petrolatum.  3 mg.  of  Can- 
dicidin is  contained  in  5 gm.  of  ointment  or  one  applicatorful. 
Candeptin  Vaginal  Tablets  contain  Candicidin  powder  equiva- 
lent to  3 mg.  (0.3%)  Candicidin  activity  dispersed  in  starch, 
lactose  and  magnesium  stearate.  Candeptin  Vagelettes  contain  3 
mg.  of  Candicidin  activity  dispersed  in  5 gm.  U.S.P  petrolatum. 
Action:  Candeptin  Vaginal  Ointment,  Vaginal  Tablets  and  Vagel- 
ettes possess  anti-monilial  activity. 

Indications:  Vaginitis  due  to  Candida  albicans  and  other  Candida 
species. 

Contraindications:  Contraindicated  for  patients  known  to  be 
sensitive  to  any  of  its  components.  During  pregnancy  manual 
Tablet  or  Vagelette  insertion  may  be  preferred  since  the  use  of 
the  ointment  applicator  or  tablet  inserter  may  be  contraindicated. 
Caution:  During  treatment  it  is  recommended  that  the  patient  re- 
frain from  sexual  intercourse  or  the  husband  wear  a condom  to 
avoid  re-infection. 

Adverse  Reaction:  Clinical  reports  of  sensitization  or  temporary 
irritation  with  Candeptin  Vaginal  Ointment,  Vaginal  Tablets  or 
Vagelettes  have  been  extremely  rare. 

Dosage:  One  vaginal  applicatorful  of  Candeptin  Ointment  or 
one  Vaginal  Tablet  or  one  Vagelette  is  inserted  high  in  the  vagina 


twice  a day,  in  the  morning  and  at  bedtime,  for  14  days.  Treat- 
ment may  be  repeated  if  symptoms  persist  or  reappear. 

Available  Dosage  Forms:  Candeptin  Vaginal  Ointment  is  sup- 
plied in  75  gm.  tubes  with  applicator  (14-day  regimen  requires  2 
tubes).  Candeptin  Vaginal  Tablets  are  packaged  in  boxes  of  28, 
in  foil  with  inserter  — enough  for  a full  course  of  treatment. 
Candeptin  Vagelettes  are  packaged  in  boxes  of  14.  (14-day  regi- 
men requires  2 boxes) . 

Store  under  refrigeration  to  insure  full  potency. 

Federal  law  prohibits  dispensing  without  prescription. 

Candeptin 

r»H  rli  mVaginal  Tablets/Ointment, 

tCdnUlLUIIiy  VAGELETTES™  Vaginal  Capsules 

depend  on  it  as  your  agent  of  first  choice 


Innovators  in  Candicidin  Therapy 
Julius  Schmid  Pharmaceuticals 

423  West  55th  Street 
New  York,  New  York  10019 


Now 

available  for  your 

prescribing 

needs 


c* 

Cordran  Tape 

FlurandrenolideTape  (4  meg.  per  sq.  cm.) 


Additional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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SURGICAL  MANAGEMENT  OF  COMPLICATIONS 
OF  PORTAL  HYPERTENSION: 

REVIEW  OF  THE  EXPERIENCE  AT  THE  MUSC  HOSPITALS 


The  basic  processes  producing  portal  hyper- 
tension are  rarely  amenable  to  surgical  cor- 
rection. However,  successful  management  of 
the  complications  of  portal  hypertension  may 
require  a variety  of  surgical  procedures.  The 
authors  have  reviewed  the  charts  of  all  pa- 
tients undergoing  operations  for  complica- 
tions of  portal  hypertension  at  the  Medical 
University  of  South  Carolina  Hospitals  during 
the  years  1954  through  1969. 

During  this  time  some  43  patients  under- 
went 53  surgical  procedures,  thirteen  were 
male  and  twelve  were  female.  This  sex  inci- 
dence agrees  with  the  generally  reported 
figures  indicating  masculine  predominance  in 
this  disease.  The  ages  of  the  patients  are 
given  in  Table  1.  The  peak  incidence  in  the 
decades  from  40  to  60  in  our  series  is  typical 
of  patients  with  portal  hypertension.  This  is 
usually  attributed  to  the  fact  that  Laennec’s 
cirrhosis  requires  15  to  20  years  to  progress  to 
the  point  of  producing  significant  elevation  of 
portal  pressure.  The  entire  group  of  patients 
may  be  divided  into  several  categories  on  the 
basis  of  etiology,  liver  function,  and  type  and 
timing  of  operation. 

“Chief  Resident  in  Surgery 
““Assistant  Professor  of  Surgery 


ROBERT  S.  CATHCART,  III,  M.D.* 
WILLIAM  M.  RAMBO,  M.D.°° 

From  the  Department  of  Surgery,  Medical  University 
of  South  Carolina 

Etiology 

Laennec’s  cirrhosis  was  easily  the  single 
most  important  factor,  accounting  for  26  out 
of  43  cases.  Posthepatitic  cirrhosis  was  second, 
being  found  in  nine  patients.  Portal  vein 
thrombosis  occurred  in  three  patients,  all  in 
the  pediatric  group.  Biliary  cirrhosis  and 
ulcerative  colitis  accounted  for  one  case  each. 
The  exact  relationship  between  ulcerative 
colitis  and  Laennec’s  cirrhosis  is  not  clearly 
understood,  though  occult  hepatitis,  secondary 
to  multiple  transfusions,  or  an  autoimmune 
phenomenon  have  been  suggested.  Of  particu- 
lar interest  is  the  fact  that  three  patients  with 
esophageal  varices  had  a normal  liver  biopsy. 
Patients  falling  into  this  category  have  been 
reported  previously,  and  they  serve  to  em- 
phasize the  fact  that  the  current  explanation 
for  portal  hypertension  as  being  secondary  to 
portal  obstruction  produced  by  fibrosis  and 
nodular  regeneration  does  not  tell  the  whole 
story. 

Indications  for  Operation 

Hemorrhage  was  the  leading  indication  for 
operation.  Almost  all  authorities  now  agree 
that  the  portacaval  shunt  should  not  be  done 
prophylactieally,  i.e.  for  the  diagnosis  of  eso- 
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phageal  varices  alone,  but  only  after  the 
varices  have  bled.  In  two  patients  congestive 
splenomegaly  was  the  indication  for  operation. 
Hypersplenism  provides  the  only  situation  in 
which  a prophylactic  shunt  should  be  con- 
sidered. When  severe  life  endangering  hyper- 
splenism  requires  treatment  in  its  own  right, 
a simultaneous  shunt  of  the  splenorenal  type 
should  be  performed  at  the  time  splenectomy 
is  carried  out.  The  splenorenal  shunt  generally 
carries  a lower  morbidity  than  a portacaval 
shunt  in  terms  of  postoperative  portal-systemic 
encephalopathy  (ammonia  intoxication)  and 
may  prevent  future  esophageal  bleeding.  No 
patient  in  this  series  was  operated  on  for  in- 
tractable ascites.  This  is  an  indirect  tribute  to 
the  effectiveness  of  medical  management  of 
ascites  with  the  currently  available  diuretics. 
One  patient  in  this  series  had  a prophylactic 
shunt. 

Children 

Of  the  five  patients  whose  first  bleeding  episode 
occurred  in  the  pediatric  age  group,  three  had  portal 
vein  thrombosis,  one  had  posthepatitic  cirrhosis,  and 
one  had  an  apparently  idiopathic  portal  hypertension. 
The  individual  case  histories  reveal  pertinent  aspects 
of  the  management  of  children  with  portal  hyper- 
tension. 

Case  1.  This  child  had  portal  vein  thrombosis  and 
had  a splenorenal  shunt  at  the  age  of  two,  which 
probably  thrombosed  as  he  had  recurrent  variceal 
bleeding  two  years  later  requiring  transthoracic  liga- 
tion of  varices.  In  the  ensuing  10  years  he  has  done 
well. 

Case  2.  This  child  had  portal  vein  thrombosis 
secondary  to  neonatal  omphalitis  and  at  the  age  of 
eight  years  underwent  mesocaval  shunt.  She  has  been 
doing  quite  well  for  four  years  though  there  is  some 

TABLE  1 

AGES  OF  PATIENTS  WITH 
PORTAL  HYPERTENSION 


Age 

Number  of  Patients 

0-10 

4 

10-20 

2 

20  - 30 

3 

30  - 40 

1 

40-50 

16 

50  - 60 

15 

60  - 70 

2 

Total  31  Male 

12  Female 

question  as  to  whether  or  not  she  has  mild  portal- 
systemic  encephalopathy. 

Case  3.  The  third  child  with  portal  vein  thrombosis 
underwent  splenorenal  shunt  at  the  age  of  five  years 
and  did  well  for  eight  years,  when  he  had  recurrent 
variceal  bleeding.  A mesocaval  shunt  was  carried 
out,  but  he  rebled  in  six  months.  At  this  time  he  had 
a Tanner  Procedure  (transection  of  the  stomach  with 
reanastomosis)  and  has  done  well  for  three  years. 

Case  4.  This  child  with  idiopathic  portal  hyper- 
tension underwent  the  following  operations  between 
the  ages  of  4 and  15  years  to  control  repeated 
episodes  of  hemorrhage:  splenorenal  shunt  (age  4), 
transthoracic  ligation  of  varices  (age  4),  mesocaval 
shunt  (age  10),  Tanner  procedure  and  portacaval 
shunt  (age  11),  and  esophageal  bypass  (age  13).  In 
the  eighteen  months  since  his  last  procedure  he  has 
had  no  further  bleeding. 

Case  5.  This  child  with  posthepatitic  cirrhosis 
underwent  portacaval  shunt  at  the  age  of  6 years  and 
has  been  doing  well  for  two  years. 

It  may  be  observed  of  children  with  portal 
hypertension  that  they  tolerate  individual 
bleeding  episodes  well,  the  bleeding  usually 
stopping  spontaneously.  This  is  especially  true 
of  the  child  with  portal  vein  thrombosis  in 
whom  liver  function  is  essentially  normal. 
Likewise  these  children  tolerate  multiple  oper- 
ative procedures  extremely  well.  In  the  man- 
agement of  children  with  portal  hypertension 
it  should  be  borne  in  mind  that  the  first  mani- 
festations of  disease  will  frequently  be  an  en- 
larged spleen  and  perhaps  some  element  of 
hvpersplenism.  In  this  situation  splenectomy 
should  be  avoided,  if  possible,  until  the  child 
is  of  sufficient  size  to  allow  a splenorenal 
shunt  to  be  performed  at  the  time  of  splen- 
ectomy. This  is  generally  around  nine  years  of 
age.  Prior  to  this  the  splenic  vein  is  so  small 
that  thrombosis  of  the  splenorenal  shunt  is 
almost  inevitable,  and  one  has  then  lost  a 
prime  route  of  decompressing  the  esophageal 
varices.  Persistence  and  resourcefulness  in 
utilizing  a wide  variety  of  procedures  will 
ultimately  pay  dividends  for  many  children  in 
permanent  control  of  their  variceal  bleeding. 

Elective  versus  “Emergency”  Shunts 

Thirty  of  the  adults  in  this  series  had  elec- 
tive portal-systemic  shunt  procedures  and 
seven  underwent  “urgent”  shunts.  (The  pa- 
tient who  had  a prophylactic  shunt  is  ex- 
cluded.) Patients  with  elective  shunts  had 
manifested  variceal  bleeding,  had  been  stabil- 
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TABLE  2 

CLASSIFICATIONS  OF  PATIENTS 
ON  THE  BASIS  OF 
LIVER  FUNCTION  TESTS 


Serum  Albumin 

Serum  Bilirubin 

Class 

( gm/100) 

(mgm/100) 

A 

>3 

<3 

B 

>3 

>3 

<3 

<3 

C 

<3 

> 3 

ized  and  subsequently  had  a shunting  pro- 
cedure carried  out  at  the  time  of  the  sur- 
geon’s election  with  the  patient  in  the  best 
possible  condition.  Of  the  patients  who  had 
elective  shunts  25  survived  and  5 died  within 
60  days  of  operation.  Of  the  seven  adults 
undergoing  urgent  shunts,  i.e.,  shunts  under- 
taken because  of  continued  bleeding  which 
could  not  be  controlled  with  a variety  of  con- 
ventional measures  including  transfusions, 
intravenous  pituitrin,  and  various  forms  of 
gastric  and  esophageal  balloon  tamponade, 
three  survived  and  four  died  within  60  days. 
These  figures  seem  to  indicate  that  the  per- 
formance of  a shunt  under  elective  circum- 
stances is  highly  desirable.  Every  effort  should 
be  made  to  control  bleeding  by  non-operative 
means  so  that  the  shunt  may  be  carried  out 
under  ideal  circumstances. 

Effect  of  Liver  Function  on  Survival 

With  the  available  data  it  was  possible  to 
divide  these  patients  into  three  categories  on 
the  basis  of  hepatic  function.  (Table  2.)  Pa- 
tients were  designated  as  Class  A if  their 
serum  albumin  level  was  3 gm  TOO  ml  and 
their  serum  bilirubin  under  3 mgm  TOO  ml. 
Class  B consisted  of  patients  who  either  had 
an  albumin  under  3 or  a bilirubin  over  3.  Class 
C consisted  of  patients  who  had  serum  al- 
bumin levels  under  3 gm  100  ml  and  serum 
bilirubins  over  3 mgm/100  ml. 

In  the  Class  A group  (albumin  over  3, 
bilirubin  under  3)  22  out  of  25  (88  per  cent) 
survived  operation  at  least  60  days.  Of  the 
patients  in  the  Class  B group  ( albumin  over  3 
and  bilirubin  over  3,  or  albumin  under  3 and 
bilirubin  under  3)  six  out  of  eleven  (55  per 
cent)  survived.  There  was  one  patient  in 


Class  C (albumin  under  3,  bilirubin  over  3) 
who  died  in  the  postoperative  period.  The 
factor  of  liver  function  is  also  reflected  in  the 
timing  of  operation.  Of  30  patients  undergoing 
elective  shunts  25  were  Class  A patients.  On 
the  other  hand,  of  seven  patients  who  required 
an  urgent  shunt,  five  were  Class  B and  one 
was  Class  C.  Only  one  patient  who  required 
an  urgent  shunt  was  in  Class  A.  These  fig- 
ures are  of  prognostic  value  in  that  patients 
with  good  liver  function  have  a greater  likeli- 
hood of  being  tided  over  an  initial  bleeding 
episode,  of  having  surgery  carried  out 
electively,  and  of  surviving  operation. 

Operative  Procedure 

This  group  of  43  patients  had  53  operations. 
There  were  29  end-to-side  portacaval  shunts 
and  4 side-to-side  portacaval  shunts.  The 
end-to-side  portacaval  shunt  is  undoubtedly 
the  easier  to  perform  and  effectively  controls 
further  bleeding  from  esophageal  varices.  In 
the  patient  with  troublesome  ascites  the  side- 
to-side  shunt  is  preferable.  There  were  11 
splenorenal  shunts,  3 mesocaval  shunts,  3 
transthoracic  ligations  of  varices,  2 Tanner 
Procedures  and  1 esophageal  bypass  was  per- 
formed. The  principal  advantage  of  the 
splenorenal  shunt  is  a lower  incidence  of 
portal  systemic  encephalopathy  in  the  post- 
operative period.  This  advantage,  however,  is 
offset  by  a higher  incidence  of  recurrent 
hemorrhage.  Three  of  the  children  and  two  of 
the  adults  had  more  than  one  operation. 

The  complications  peculiar  to  this  disease 
and  to  these  operations  which  were  en- 
countered in  this  series  include  eight  patients 
who  had  rebleeding  (four  requiring  re-opera- 
tion ) and  there  were  three  instances  of  portal- 
systemic  encephalopathy.  One  patient  with  a 
thrombosed  shunt  was  found  in  the  10  pa- 
tients who  were  autopsied. 

Current  Status 

Of  these  43  patients,  16  have  died.  22  are 
living  six  months  to  12  years  following  sur- 
gery, and  five  have  been  lost  to  follow-up.  The 
cause  of  death  in  15  of  the  16  patients  was 
liver  failure.  One  of  these  patients  had  a 
hepatoma,  but  died  primarily  of  liver  failure. 
One  patient  died  of  unknown  causes.  Thus, 
the  leading  cause  of  death  both  in  the  early 
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postoperative  period  and  in  the  late  post- 
operative period  is  liver  failure. 

Summary 

Forty-three  patients  undergoing  surgical 
procedures  for  complications  of  portal  hyper- 
tension at  the  Medical  University  of  South 
Carolina  Hospitals  have  been  reviewed.  Chil- 
dren appear  to  tolerate  repeated  episodes  of 
hemorrhage  and  repeated  operations  well,  and 
persistance  and  resourcefulness  in  planning 
repeated  attacks  on  their  bleeding  varices  may 


be  ultimately  successful.  Among  adults  Laen- 
nec’s  cirrhosis  was  the  leading  etiologic  factor 
and  variceal  hemorrhage  the  leading  indication 
for  operation.  Shunting  procedures  carried 
out  as  emergencies  and  in  patients  with  less 
than  optimal  liver  function  were  associated 
with  higher  mortality  than  elective  shunts 
carried  out  on  patients  with  good  liver  func- 
tion. The  most  important  determinant  of  sur- 
vival of  an  episode  of  bleeding,  of  an  opera- 
tive procedure,  and  of  long  term  survival  is 
undoubtedly  the  patient’s  hepatic  reserve. 
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Informed  Consent  Not  Required  In  Emergency 

A jury  could  properly  find  that  two  physicians, 
who  were  sued  by  the  administrator  of  the  estate  of 
a patient  who  had  died  the  day  following  the  per- 
formance of  a thyroidectomy,  had  acted  in  accord- 
ance with  a valid  “informed”  consent  from  the  pa- 
tient. a federal  appellate  court  held.  It  was  also 
proper,  the  court  said,  for  the  trial  court  to  allow  the 
jury  to  decide  whether  or  not  an  emergency  existed 
which  would  permit  the  physicians  to  operate  without 
such  consent. 

The  patient  was  suffering  from  an  “extremely  toxic 
goiter”  and  was  referred  by  her  family  physician  to 
the  physicians  involved  in  this  case  to  “have  thyroid 
surgery  performed.”  On  December  12.  because  one  of 
these  physicians  “felt  she  was  an  emergency,”  he  had 
her  admitted  immediately  to  a hospital  telling  the 
patient  and  her  husband  that  surgery  was  imperative 
and  that  thyroid  surgery  was  “serious.”  The  patient 
and  her  husband  at  that  time  both  signed  an  author- 
ization for  medical  and  surgical  treatment.  The  pa- 
tient was  given  a course  of  drugs  to  produce  a 
“euthyroid  state”  before  the  operation.  Although 
seriously  ill.  she  was  permitted  to  go  home  for  the 
Christmas  holidays  staying  there  until  January  16,  at 
which  time  her  condition  had  deteriorated.  She  was 
again  admitted  to  the  hospital  as  an  emergency 
patient.  She  then  signed  another  authorization.  The 
operating  physician  repeatedly  told  the  husband  that 
he  would  operate  “as  soon  as  he  felt  she  was  in  good 
enough  condition  to  be  operated  on.” 

On  February  6,  the  physician  operated  because 


“the  point  was  reached  where  the  drugs  had  begun  to 
lose  their  effectiveness”  and  unless  surgery  was  per- 
formed at  that  time  she  would  never  be  able  to  with- 
stand an  operation.  The  patient  died  during  the  night 
following  surgery. 

The  administrator  of  the  patient’s  estate  sued  the 
two  physicians.  Judgment  on  a jury  verdict  in  favor 
of  the  physicians  was  entered  in  the  trial  court,  and 
an  appeal  ensued. 

Before  performing  surgery,  said  the  federal  appel- 
late court,  the  physician  must  obtain  the  consent  of 
the  patient  unless  the  need  for  such  consent  is 
obviated  by  an  emergency  which  places  the  patient 
in  immediate  danger  and  makes  it  impractical  to 
secure  such  consent.  Furthermore,  in  the  absence  of 
an  emergency,  the  consent  must  be  “informed”  or 
“knowledgeable.”  This  means  that  the  patient  must 
have  a true  understanding  of  the  nature  of  the 
operation  to  be  performed,  the  risks  inherent  in  it,  the 
alternative  treatments  available,  and  the  possible 
results  of  such  alternatives.  Here,  the  court  con- 
cluded, there  was  sufficient  evidence  from  which  the 
jury  could  have  concluded  that  the  patient  was  aware 
of  the  possible  adverse  results  and  dangers  of  the 
operation  and  that  there  was  no  alternative  but  sur- 
gery if  she  were  to  live.  There  was  also  sufficient 
evidence  of  emergency  so  that  the  trial  court  was  not 
required  to  rule  as  a matter  of  law  that  no  emergency 
existed,  thus  dispensing  with  doubts  as  to  an 
“informed”  consent.  In  effect,  the  judgment  in  favor 
of  the  physicians  was  affirmed.— Dunham  v.  Wright, 
423  F.2d  940  (C.A.3,  March  19.  1970) 
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EVALUATION  OF  AN  AUTOMATIC 
BLOOD  PRESSURE  INSTRUMENT 


INTRODUCTION: 

While  indirect  auscultatory  blood  pressure 
measurements  made  under  ideal  conditions 
have  been  shown  to  correlate  well  with  intra- 
arterial brachial  pressures,1  they  may  not  be 
suitable  in  mass  surveys  and  epidemiologic 
studies  because  of  variations  between  ob- 
servers. 

Observer  bias,  tendency  to  round  numbers, 
auditory  acuity,  and  ambient  noise  are  some 
of  the  causes  of  variation.  An  automatic  in- 
strument would  minimize  these  effects  and 
offer  other  distinct  advantages,  such  as  pro- 
ducing a higher  degree  of  reproducibility, 
essential  to  scientific  research. 

The  Avionics  Research  Corporation’s 
Pressurometer,  Model  1900,  was  die  auto- 
mated instrument  used  in  this  study.  This 
electronic  monitor  is  a completely  automated 
instrument  for  obtaining  indirect  brachial 
blood  pressure  within  the  measurement  range 
of  250  to  30  mm  Hg.  A standard  13-cm  cuff 
is  rapidly  pressurized  by  a self-contained 
compressor  and  slowly  decompresses  at  a rate 
of  3 mm/sec.  The  Korotkoff  sounds,  detected 
by  a contact  microphone  attached  to  the  cuff, 
are  amplified  and  used  to  trigger  correspond- 
ing digital  read-out  circuits.  The  latter 
illuminates  the  numerical  value  corresponding 
to  the  cuff  pressure  at  which  the  sounds  are 
heard.  The  read-out  remains  illuminated  on 
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the  panel  as  a solid  pulse-pressure  block  until 
the  next  measurement  is  taken.  The  time 
interval  between  automatic  readings  may  be 
varied  between  one  and  fifteen  minutes  or 
set  for  manual  readings. 

PURPOSE: 

This  study  evaluated  the  Avionics  Pressuro- 
meter, an  automatic  blood  pressure  instru- 
ment, and  compared  its  reliability  with  con- 
ventional auscultatory  aneroid  sphygmomano- 
meter method. 

METHOD: 

The  comparison  of  the  two  methods  was 
carried  out  in  the  Dental  Clinic  of  the  College 
of  Dental  Medicine  of  the  Medical  University 
of  South  Carolina. 

Sixty-two  consecutive  patients  ranging  in 
age  from  14  to  74  years  of  both  sexes  and 
varied  racial  origin  were  evaluated.  As  the 
patients  presented  themselves  for  examination, 
the  blood  pressure  was  taken  both  manually 


Figure  1.  Pressurometer  in  use. 
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Table  1 


Comparison  of  Blood  Pressures'  by  Automatic  and  Manual  Methods 2 


Type 

Pressure 

Manual  Method 

First 

Automatic 

Second 

Third 

Comparison3 

Systolic 

117.2 

120.4° 

118.7 

118.2 

° p < .05 

Diastolic 

69.4 

68.9 

69.7 

69.5 

NSD 

1.  Mean  of  62  patients  — mm  Hg. 

2.  Automatic  Avionics  Pressurometer;  manual  sphygmomanometer. 

3.  Two  way  analysis  of  variance. 

NSD  = No  significant  difference. 

* = Significant  difference  @ .05  level. 


and  by  the  automatic  method. 

On  half  of  the  patients  the  manual  method 
was  performed  first,  followed  by  the  auto- 
matic method  and  on  the  other  half,  the  auto- 
matic method  was  used  first.  The  same  arm, 
i.e.,  either  right  or  left,  was  used  on  the  same 
patient  for  both  methods. 

Patients  were  briefed  on  the  procedure  and 
given  several  minutes  to  rest  to  minimize 
emotional  and  exercise  factors. 

Three  different  readings  at  one  minute 
intervals  were  taken  with  the  automatic  unit 
for  comparison  with  results  from  the  manual 
method. 

Figure  1 shows  the  automated  instrument 
in  use. 

RESULTS  AND  DISCUSSION: 

The  Avionics  pressurometer  provides  a 
highly  satisfactory  method  of  automatically 
measuring  blood  pressure  in  a clinical  setting, 
scientific  research,  survey  work,  or  epidemio- 
logic study. 

As  shown  in  Table  1,  the  automatic  method 
may  be  substituted  for  the  manual  sphygmo- 
manometer; however,  it  is  felt  that  the  second 
or  even  third  automatic  reading  provides  the 
figures  of  greatest  accuracy.  The  first  systolic 


pressure,  generally  elevated,  is  probably  cate- 
cholamic  in  origin,  but  not  typical  of  the 
individual’s  blood  pressure  under  more  nor- 
mal circumstances.  The  automatic  monitor 
provides  the  advantage  of  time-saving,  allow- 
ing measurement  without  stethoscope  or 
highly  trained  personnel.  Additionally,  this 
instrument  displays  the  Korotkow  sound 
which  may  be  utilized  for  heart  rate  or  detec- 
tion of  irregularities. 

While  the  authors  feel  that  the  automated 
method  of  estimating  blood  pressure  is  supe- 
rior to  manual  methods,  the  data  shows  that 
for  group  studies,  the  manual  method  is  ade- 
quate for  accurate  and  consistent  determina- 
tions and  that  results  of  both  methods  may  be 
interchanged,  if  done  by  the  same  person. 
This  observation,  however,  tends  to  emphasize 
the  versatility  of  the  Avionics  unit,  because 
once  calibrated  to  each  other,  a number  of 
the  monitors  may  be  used  by  various  study 
groups  to  produce  integratable  data. 
SUMMARY: 

The  Avionics  Corporation’s  automatic 
blood  pressure  instrument  is  a unit  which 
may  be  used  in  clinical  or  research  settings 
to  produce  highly  accurate  and  reproducible 
results. 
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DISSEMINATED  HISTOPLASMOSIS* 

Report  of  an  Unusual  Outbreak 


NORMAN  SOLLOD,  M.D.** 


Histoplasmosis  is  a disease  of  man,  caused 
by  a fungus  which  is  transmitted  directly  to 
humans  from  the  soil  in  which  it  grows.  It  is 
a condition  that  was  not  recognized  as  an 
important  medical  problem  until  the  mid- 
1940’s.  Since  that  time  it  has  been  found  to 
be  endemic  throughout  the  world  and  in  the 
United  States  is  found  predominantly  in  the 
Mississippi  and  Ohio  River  Valleys,  but  more 
recently  in  the  mid-Atlantic  states.  The  dis- 
ease, in  milder  form,  mimics  influenza  and  in 
the  more  severe  form,  tuberculosis,  ferquently 
of  the  miliary  type. 

The  disease  was  almost  unknown  in  South 
Carolina  until  a number  of  cases  were  re- 
ported in  the  Greenwood  area  in  1962  and 
1963. 1 The  initial  manifestation  in  this  group 
was  erythema  nodosum.  Of  42  patients  seen, 
all  but  6 lived  in  the  city  of  Greenwood,  S.  C. 

The  present  report  deals  with  an  unusual 
outbreak  that  occurred  in  Laurens  County, 
South  Carolina,  in  196S  and  in  the  several 
patients  reported  in  this  paper,  occurred  in  a 
fulminating  disseminated  form.  One  patient 
died  after  a brief,  overwhelming  illness.  The 
other  two  patients  reported  herein  had  similar 
clinical  and  radiological  findings  and  their 
clinical  course  was  fulminating,  but  they  were 
successfully  treated  with  Amphotericin  B and 
presumably  cured. 

“From  the  Medical  Service,  VA  Hospital,  Columbia, 

South  Carolina. 
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Subsequently  the  State  Department  of 
Health  tested  396  school  children  in  the 
county  and  found  27.3  per  cent  reactive  to  the 
Histoplasmin  Skin  Test,  and  isolated  Histo- 
plasma  on  culture  from  soil  in  the  area.  In 
addition,  a number  of  people  in  the  area  came 
down  with  an  influenza- like  illness  at  the  same 
time  as  the  cases  reported  herein.  Their  clini- 
cal course  was  mild  and  several  were  briefly 
hospitalized.  It  is,  therefore,  felt  that  in  certain 
areas  of  the  state,  Laurens  County  in  particu- 
lar, histoplasmosis  is  not  uncommon  but  is 
unrecognized  due  to  its  protean  nonspecific 
symptomatology.2’3 

This  report  is  submitted  to  apprise  the  pro- 
fession of  the  increasing  presence  of  histo- 
plasmosis in  South  Carolina  and  to  show  the 
effectiveness  of  Amphotericin  B as  a chemo- 
therapeutic agent,  even  though  the  disease 
manifests  itself  in  an  overwhelming  and  ful- 
minating disseminated  illness. 

Case  Reports 

Case  1 

Patient  C.R.T.  This  41  year  old  Caucasian  male 
developed  back  pain  and  fever  on  November  9,  1968. 
His  symptoms  became  progressively  worse  and  he 
reported  to  the  local  hospital  November  17,  1968. 
There  an  x-ray  film  revealed  disseminated  lesions 
throughout  both  lungs  of  the  miliary  type.  He  had 
a slight  nonproductive  cough  which  was  occasionally 
blood  streaked.  He  then  developed  chills,  fever  and 
arthralgia.  He  was  referred  to  the  Columbia  VA 
Hospital  for  further  evaluation  and  treatment. 

Physical  examination  revealed  a well  developed, 
slightly  obese,  middle-aged  white  male  in  acute 
respiratory  distress.  Temperature  105.6°,  pulse  140, 
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Figure  1,  Case  1.  Photomicrograph  of  lung  show- 
ing widespread  histoplasmosis. 


respiration  36  and  blood  pressure  140/80.  Pertinent 
physical  findings  were  limited  to  the  respiratory  sys- 
tem. Respiration  was  labored.  There  was  evidence 
of  bronchospasm  and  audible  wheezes  throughout 
both  lung  fields.  No  impairment  in  the  percussion 
note,  no  moist  rales  or  friction  rubs  were  heard. 

Several  sputum  concentrates  for  acid  fast  organ- 
isms were  negative.  X-ray  film  of  the  chest  done  at 
the  local  hospital  showed  wide-spread  diffuse  miliary 
infection  involving  both  lung  fields.  The  leukocyte 
count  was  12,235  with  80  per  cent  neutrophils. 
Urinalysis  revealed  3+  albumin,  BUN  32  mg/ 100. 
Histoplasmin  skin  test  was  negative.  Three  blood 
cidtures  were  reported  as  negative.  Electrocardio- 
gram showed  sinus  tachycardia  and  changes  com- 
patible with  a right  ventricular  abnormality.  Comple- 
ment Fixation  Test  with  yeast  antigen  on  blood 
obtained  shortly  after  admission  was  1:32,  yeast 
antigen  “VC”  1:16.  The  patient’s  condition  de- 
teriorated rapidly.  He  developed  extreme  respiratory 
distress  and  expired  28  hours  following  admission 
before  therapy  or  a definite  diagnosis  could  be 
established. 

At  autopsy  the  lungs  were  very  large  and  very 
finely  granular.  On  the  cut  surfaces,  there  were 
nodules  which  varied  from  1 to  0.3  cm  in  diameter 
but  were  generally  very  small.  They  were  pale  yellow 
but  were  hardly  distinguishable  visibly  from  the 
adjacent  pulmonary  tissue.  The  lungs  were  consider- 
ably congested  and  from  the  cut  surfaces  there 
flowed  a small  amount  of  frothy  fluid.  The  tracheo- 
bronchial lymph  nodes  were  considerably  larger  than 
normal  and  were  discrete  and  moist. 

Spleen:  210  grams.  Consistency  was  increased  and 
the  capsule  was  smooth  and  glistening.  The  cut 
surfaces  were  dark  reddish-purple  and  scraped  easily. 


Microscopic  study,  Figure  I.,  showed  most  of  the 
alveoli  in  the  lungs  were  filled  with  albuminous 
material  in  which  there  were  many  monocytes  and 
smaller  numbers  of  polymorphonuclear  leukocytes. 
The  aveolar  walls  were  thickened  and  infiltrated  by 
lymphocytes  and  a few  plasma  cells.  There  were 
scattered  areas  of  necrosis.  Particularly  in  these  areas 
there  were  numerous  phagocytized  organisms  whose 
appearance  was  typical  of  Ilistoplasma  capsulatum. 
There  was  a thick  albuminous  lining  to  some  of  the 
alveoli.  The  bronchi  contained  a small  amount  of 
mucus  in  which  there  were  a few  polymorphonuclear 
leukocytes. 

The  tracheobronchial  lymph  nodes  showed  there 
was  pronounced  hyperplasia  of  the  reticuloendothelial 
cells  with  beginning  areas  of  necrosis  in  several  areas. 
Moderate  numbers  of  phagocytized  organisms  re- 
sembling Histoplasma  capsulatum  could  be  identi- 
fied. 

The  spleen  showed  moderate  congestion. 

Pathologist’s  Comment:  This  patient  had  a diffuse 
involvement  of  the  lungs  and  the  tracheobronchial 
lymph  nodes  by  an  acute  inflammation  due  to  histo- 
plasmosis. The  organisms  were  identified  in  the 
tissue  sections  and  also  in  cultures  taken  from  the 
lungs  and  from  the  lymph  nodes. 

Case  2 

Patient  H.A.T.  This  patient  was  a 45  year  old, 
white  male,  brother  of  the  patient  described  above, 
admitted  to  Columbia  VA  Hospital  November  20, 
1968.  He  gave  a history  of  having  assisted  the  first 
patient  in  the  demolition  of  an  old,  uninhabited 
house  and  a vine-covered  fence  with  a bulldozer. 
They  then  moved  about  a quarter  of  a mile  to  a cane- 
brake  which  they  demolished.  They  noted  numerous 
bird  droppings  in  the  area  and  he,  as  well  as  the  other 
two  patients  and  several  onlookers,  were  exposed  to 
clouds  of  dust  resulting  from  their  work.  This  patient 
entered  the  hospital  complaining  of  shortness  of 
breath,  fever  and  malaise  of  about  four  weeks’  dura- 
tion. He  had  had  chills  and  a slightly  productive 
cough  tinged  with  blood,  beginning  one  week  prior 
to  admission. 

Physical  examination  revealed  a normally  de- 
veloped, middle-aged,  Caucasian  male  who  appeared 
in  only  moderate  distress.  Temperature  was  99.6°  on 
admission,  but  it  soon  rose  to  101.4°.  Blood  pressure 
was  140/90,  respiration  26.  There  was  moderate 
hepatosplenomegaly  but  no  significant  lymphadeno- 
pathy  was  noted.  Heart  was  normal  in  size  and 
rhythm;  there  were  no  murmurs.  There  were  scat- 
tered sibilant  rales  heard  throughout  the  lungs,  as 
well  as  fine  crackling  rales  in  these  areas. 

Leukocyte  count  was  12,670,  neutrophils  44, 
lymphocytes  51.  monocytes  2,  and  eosinophils  3 per 
cent.  Urinalysis  was  negative.  BUN  was  28,  creatinine 
2.8.  Blood  cultures  revealed  no  growth.  Sputum 
concentrates  for  acid  fast  organisms  were  negative  on 
several  occasions.  Complement  Fixation  Test  re- 
vealed yeast  antigen  “GW”  1:128;  yeast  antigen 
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Figure  2-B,  Case  2.  Five  weeks  later,  there  is 
practically  complete  healing  of  infiltrations. 


”VC”  1:32.  X-ray  film  of  the  chest  showed  numerous 
small  nodules  scattered  throughout  both  lung  fields 
which  had  the  appearance  of  a miliary  type  tuber- 
culosis, Figure  2-A.  Skin  tests  for  histoplasmin  were 
positive. 

Because  of  the  history  of  exposure  to  bird  drop- 
pings in  the  area  in  which  the  patient  worked  and 
because  of  the  overwhelming  illness  and  rapid 
exodus  of  the  first  patient,  the  diagnosis  of  dissemi- 
nated histoplasmosis  was  made.  Amphotericin  B by 
intravenous  infusion  was  started  immediately.  Therapy 
was  continued  daily.  Clinical  course  was  marked  by 
several  temperature  elevations  the  first  week  but 
after  that  he  became  afebrile.  The  patient  received 
a total  dose  of  approximately  1 gm  of  Amphotericin 
B.  Moderate  elevation  of  the  BUN  and  creatinine 
resulted  and  the  Amphotericin  dosage  was  reduced 
but  continued.  The  patient  improved  rapidly,  became 
symptom  free  and  the  x-ray  film  findings  cleared 
progressively  on  serial  chest  films.  By  May  19,  x-ray 
film  of  the  chest  was  reported  as  completely  normal. 
See  Figure  2-B. 

Case  3 

Patient  M.H.T.  This  was  a 23  year  old,  Caucasian 
male,  son  of  patient  described  in  Case  2,  who  assisted 
father  and  uncle  in  the  operation  of  a bulldozer  in 
the  clearing  of  the  canebrake  and  vine-covered  fence. 
He  was  first  admitted  to  the  Laurens  District  Hos- 
pital, acutely  ill.  He,  too,  experienced  chills,  fever, 
cough,  slightly  productive  sputum  and  generalized 
myalgia.  X-ray  film  at  the  admitting  hospital  was 


i 

Figure  2-A,  Case  2.  There  is  a diffuse  miliary 
spread  of  histoplasmosis  throughout  both  lung 
fields. 

said  to  reveal  a diffuse  bilateral  infiltrative  lesion  in 
both  lungs.  Tuberculin  test  at  that  hospital  was 
negative.  He  was  briefly  started  on  Amphotericin 
because  of  the  presumptive  diagnosis  of  histo- 
plasmosis. 

Physical  examination  revealed  a young,  under- 
nourished, white  male  in  no  particular  distress.  There 
was  no  significant  lymphadenopathy.  Liver  and 
spleen  were  barely  palpable.  The  remainder  of  the 
physical  examination  was  not  abnormal. 

Admission  laboratory  studies  at  the  Columbia  VA 
Hospital  revealed  hemoglobin  of  13.4,  hematocrit  41 
per  cent,  white  blood  count  5,500,  neutrophils  62 
per  cent,  lymphocytes  33,  monocytes  4,  basophils  1, 
corrected  sedimentation  rate  28  mm.  BUN  was  23, 
creatinine  2.2.  Total  protein  and  AG  ratio  were  nor- 
mal. Serum  electrolytes  were  found  to  be  within 
normal  limits.  Sputum  for  fungi  negative.  Sternal 
marrow  failed  to  reveal  the  presence  of  Histoplasma 
organisms.  Histoplasmosis  yeast  antigen  “GW”  was 
1:256+,  yeast  antigen  “VC”  1:128,  histoplasmin 
antigen  (HM-CF)  1:16.  X-ray  film  of  the  chest  on 
admission  showed  diffuse  bilateral,  widespread,  mili- 
ary type  nodules  of  uniform  size  throughout  both 
lung  fields.  See  Figure  3- A. 

This  patient  was  continued  on  Amphotericin  by 
intravenous  infusion  and  he  received  a daily  dose 
averaging  50  mgm  per  day,  total  dose  about  1 gram. 
H is  clinical  course  was  unremarkable.  He  improved 
progressively.  Serum  examined  by  the  Communicable 
Disease  Center  Laboratory,  Atlanta,  Georgia,  on 
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Figure  3-A  shows  widespread  diffuse  nodular 
infiltration  throughout  both  lung  fields. 

blood  obtained  December  20,  1968,  revealed  histo- 
plasmin  antigen  titre  1:16,  histoplasmin  yeast,  antigen 
1:256.  He  continued  to  improve.  X-ray  film  ab- 
normalities in  the  lungs  cleared  completely.  See 
Figure  3-B.  He  was  seen  on  several  subsequent  visits 
and  clinical  and  radiological  evidence  of  the  disease 
had  disappeared. 

Discussion 

We  are  unaware  of  the  occurrence  of  acute 
disseminated  histoplasmosis  in  South  Carolina. 
The  only  previous  report  of  outbreak  was  mild 
and  manifested  initially  by  erythema  nodosa.1 2 3 * * 
The  highest  incidence  of  this  disease  has  been 
found  to  be  in  the  State  of  Kentucky  where 
histoplasmin  sensitivity  in  more  than  80  per 
cent  of  the  population  has  been  demon- 
strated.6 

The  portal  of  entry  of  the  organism  is 
usually  the  lungs  with  extension  of  pulmonary 
focus  to  the  regional  lymph  nodes.  The  H. 


Figure  3-15.  Approximately  five  weeks  after 
amphotericin  15,  lesions  have  almost  completely 
disappeared. 

capsulation  multiplies  in  the  reticuloendo- 
thelial system.  The  proliferating  histiocytes 
cause  encroachment  on  the  parenchymal  cells, 
resulting  in  enlargement  of  the  organ  affected. 
These  are  usually  the  liver,  spleen  and  lymph 
nodes. 

This  study  shows  that  the  severity  of  the 
disease  depends  upon  the  degree  of  exposure 
of  the  patient.  The  exposure  of  our  patients 
was  heavy  and  resulted  in  an  overwhelming 
infection  in  each  patient  and  a fatal  termina- 
tion in  the  first. 

Amphotericin  B.  remains  the  specific  chemo- 
therapeutic agent  for  the  treatment  of  Histo- 
plasmosis. This  is  clearly  demonstrated  in 
Case  2 and  Case  3,  each  of  whom,  while 
seriously  ill  with  the  disseminated  type  of 
Histoplasmosis,  completely  recovered  follow- 
ing the  use  of  the  drug. 
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CARDIOVASCULAR  CASE  OF  THE  MONTH 
SOUTH  CAROLINA  HEART  ASSOCIATION 


VENTRICULAR  SEPTAL  DEFECTS  IN  INFANTS 

JACK  E.  ARRANTS,  M.D. 
Charleston,  South  Carolina 


Ventricular  septal  defect  is  one  of  the  most 
common  congenital  heart  lesions  encountered 
in  infants.  It  accounts  for  almost  25  per  cent 
of  all  congenital  heart  diseases  in  children. 
The  most  important  single  factor  affecting 
the  hemodynamics  of  an  individual  with  a 
ventricular  septal  defect  is  the  actual  size  of 
the  defect.  Those  with  a small  ventricular 
septal  defect  usually  have  insignificant 
changes  in  hemodynamic  status.  The  infant 
with  a small  defect  does  not  present  as  a sick 
baby  and  usually  a murmur  is  found  in  a rou- 
tine physical  examination.  This  is  in  contrast 
to  the  infant  with  a large  defect  who  may 
present  with  episodes  of  cyanosis  and  gross 
congestive  heart  failure. 

Treatment  of  infants  presenting  with  con- 
gestive heart  failure  is  primarily  medical.  This 
includes  the  use  of  such  agents  as  digitalis, 
diuretics,  morphine,  and  oxygen  therapy. 
Should  the  infant  fail  to  thrive  after  an  ade- 
quate medical  trial,  then  pulmonary  artery 
banding  is  usually  indicated.  The  following 
case  presentation  is  an  example  of  such  an 
occurrence. 

Case  Report 

R.W.  (#162115),  a two  month  old  female,  was 
admitted  to  the  Medical  University  of  South  Carolina 
Hospital  on  September  29,  1969.  A murmur  was  first 
detected  at  one  month  of  age.  At  that  time  the  refer- 
ring physician  noted  the  child  was  in  early  failure 
manifested  by  hepatomegaly,  tachycardia,  and 
tachypnea.  There  was  no  history  of  cyanosis,  but 
there  was  some  blanching  of  the  skin  as  described  by 
the  mother.  Because  of  these  findings  the  child  was 
referred  for  further  evaluation.  The  past  history  was 
essentially  unremarkable  and  in  the  neonatal  period 
the  child  was  said  to  have  done  well. 


Physical  Examination 

Weight  was  10  lbs.,  temperature  99°  F,  respira- 
tions 68,  pulse  124.  Blood  pressure  by  flush  was 
90  mm  of  mercury  in  the  arms  and  80  in  the  legs. 
The  general  appearance  was  that  of  a well-developed 
but  tachypneic  white  female  in  mild  respiratory  dis- 
tress. The  skin  had  a mottled  appearance  and  there 
was  a rash  over  the  face  and  upper  portion  of  the 
trunk.  No  cyanosis  was  present.  Examination  of  the 
head,  eyes,  ears,  nose,  and  throat  was  essentially 
negative.  The  anterior  fontanelle  was  soft  and  flat. 
There  was  no  lymphadenopathy.  Examination  of  the 
chest  revealed  scattered  rhonchi  but  no  rales.  The 
PMI  was  in  the  5th  intercostal  space  along  the 
anterior  axillary  line.  There  was  a systolic  precordial 
thrill  and  a Grade  III /VI  blowing  pansystolic  murmur 
heard  best  along  the  left  sternal  border.  The  abdomen 
was  soft  and  the  liver  was  down  four  to  five  centi- 
meters. The  spleen  was  enlarged  two  to  three  centi- 
meters. There  were  no  other  masses  or  organomegaly. 
Peripheral  pulses  were  intact. 

Hospital  Course 

Initial  therapy  was  directed  towards  treating  the 
congestive  failure.  This  consisted  of  increased  digitalis, 
a diuretic,  and  judicious  use  of  morphine  and  oxygen 
therapy.  In  spite  of  this  the  patient  failed  to  show 
satisfactory  improvement  and  a PA  chest  film  (Fig- 
ure 1 ) at  this  time  showed  gross  cardiomegaly  with 
marked  increase  in  pulmonary  vascularity.  The  patient 
then  had  cardiac  catherization  with  findings  of  a 
large  left  to  right  ventricular  shunt  with  pulmonary 
hypertension.  The  pulmonary  to  systemic  flow  ratio 
was  3.4  to  1.  There  were  systemic  pressures  in  the 
right  ventricle  and  puhnonary  artery.  Following 
cardiac  catheterization  the  patient  underwent  pul- 
monary artery  banding  utilizing  a teflon  band.  Sur- 
gery was  via  median  sternotomy  approach  and  on 
gross  inspection  the  pulmonary  artery  was  twice  the 
diameter  of  the  aorta.  The  pulmonary  artery  was 
banded  to  approximately  30  to  40  per  cent  of  its 
original  lumen.  This  reduced  the  pressure  in  the  pul- 
monary artery  distal  to  the  band  to  about  50  per  cent 
of  the  systemic  pressure.  The  patient’s  postoperative 
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course  was  quite  benign,  her  appetite  improved,  and 
she  showed  no  signs  of  congestive  failure  and  was 
discharged  one  week  following  surgery.  She  has  been 
followed  periodically  in  the  Heart  Clinic  and  is  now 
16  months  of  age  with  no  evidence  of  failure.  Her 
only  medication  is  digitalis.  Chest  film  (Figure  2)  on 
her  last  visit  showed  the  heart  to  be  normal  size  and 
the  pulmonary  vascularity  in  the  upper  limits  of 
normal. 

Future  plans  call  for  this  patient  at  age  four  to  six 
to  undergo  recatheterization  and  have  a complete 
repair  of  her  ventricular  septal  defect  and  debanding 
of  the  pulmonary  artery. 

Discussion 

The  ideal  surgical  treatment  of  a ventricular 
spetal  defect  is  obviously  the  complete  closure 
of  the  defect  with  utilization  of  cardio- 
pulmonary bypass.  In  the  past  this  has  been 
reserved  when  possible  until  the  child  reaches 
the  age  of  four  to  six  years  of  age  or  older. 
With  the  recent  development  of  membrane 
oxygenators  which  are  clinically  available  the 
earlier  complete  closure  of  ventricular  septal 
defects  is  now  a reality  and  can  be  done  in 
most  cases  in  patients  over  a year  old. 

Certain  infants,  however,  have  a large  de- 
fect and  their  failure  is  uncontrollable  by 
medical  means.  These  infants  are  candidates 
for  pulmonary  artery  banding.  Muller  and 


Figure  1 


Figure  2 

Dammann1  first  popularized  the  concept  of 
banding  the  pulmonary  artery  to  prevent  pul- 
monary hypertension  and  to  reduce  pul- 
monary blood  flow,  thereby  reducing  the 
congestive  failure.  With  better  anesthesia  sup- 
port and  postoperative  care  approximately 
75  to  85  per  cent  of  infants  undergoing  pul- 
monary artery  banding  now  can  be  expected 
to  survive  the  initial  operation  and  progress 
satisfactorily  until  they  reach  adequate  size 
for  a definitive  operation.  The  policy  at  the 
Medical  University  of  South  Carolina  is  to 
catheterize  all  infants  suspected  of  large 
ventricular  septal  defects  who  are  in  failure. 
Every  effort  is  made  to  carry  them  medically 
until  they  reach  a size  permitting  total  cor- 
rection of  the  defect.  If  medical  therapy  is 
unsuccessful,  then  pulmonary  artery  banding 
is  done  to  reduce  the  total  pulmonary  blood 
flow  and  the  pulmonary'  hypertension.  This 
approach  has  been  successful  in  our  hands. 
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There’s  a soup 

for  almost  every  patient  and  diet 
...for  every  meal 
and,  it’s  made  by 


In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept.  536,  Camden,  New  Jersey  08101. 


CALORIES  / 7 oz  Serving* 


Beef  Broth 

22 

Vegetable 

68 

Consomme 

29 

Tomato 

69 

Chicken  with  Rice 

43 

Cream  of  Asparagus 

70 

Chicken  Gumbo 

48 

Cream  of  Chicken 

76 

Chicken  Noodle 

54 

Cream  of  Mushroom 

115 

Cream  of  Potato 

58 

Green  Pea 

116 

Chicken  Vegetable 

60 

Cream  of  Shrimp  (Frozen) 

132 

Vegetable  Beef 

66 

Bean  with  Bacon 

133 

‘The  Ecology 
of  Birth  Control” 


An  excerpt 
from  No.  i 
of  a new  series 


75million  more  Americans— 
what  impact  on  health  care? 

Because  of  a declining  birthrate  in  the 
United  States  — attributable  in  no  small 
measure  to  the  widespread  use  of  con- 
traceptives—our  population  in  thirty 
years  is  expected  to  be  only  280  mil- 
lion, while  the  world  population  is  ex- 
pected to  double,  reaching  7 billion. 

But  the  word  “only”  has  an  ironic  ring 
to  ecologists  who  warn  of  cities  re- 


sembling overcrowded,  contaminated 
rat  colonies,  of  respiratory  and  mental 
diseases  reaching  epidemic  propor- 
tions and  of  a health-care  community 
virtually  overwhelmed  by  the  burden. 

The  global  consequences  may  be  no 
less  devastating.  Ecologists  estimate 
that  every  American  has  roughly  fifty 
times  the  negative  impact  on  the 
Earth’s  life-support  systems  of,  say,  a 
citizen  of  India.  In  these  terms,  adding 
75  million  Americans  would  be  equiv- 
alent to  adding  3.7  billion  Indians  to 


the  world  population. 

*For  the  complete  brochure,  and 
others  in  the  series  as  they  appear, 
please  write  to  Searle  or  ask  your  Searle 
representative.  Explored  in  the  forth- 
coming issues  will  be  the  role  of  birth 
control  on  family  pressures  and  its 
effects  on  the  family;  the  influences  of 
poverty,  ethnic  factors  and  marital 
status;  its  role  in  illness,  its  genetic 
implications  and  its  effects  on  the 
emotional  and  behavioral  life  of  the 
individual. 


An  original  contribution 
to  the  science  of  contraception 

Dem/ulen 

Each  tablet  contains  1 mg  ethynodiol  diacetate/50  meg.  ethinyl  estradiol 

Demulen...for  low  estrogen  and  Searle’s  progestin. ..with 
its  unsurpassed  contraceptive  effectiveness  and  low  in- 
cidence of  side  effects... with  simple  “Sunday-starting” 
and  patient-proof  Compack®  tablet  dispenser. 


Actions  — Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  go- 
nadotropins from  the  pituitary  gland.  Demulen  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FHS)  and  the  luteinizing  hormone  (LH) 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The  ef- 
fectiveness of  the  sequential  products  appears  to  be  somewhat  lower  than  that 
of  the  combination  products.  Both  types  provide  almost  completely  effective 
contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have 
not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  con- 
traceptives must  be  continued. 

Indication— Demulen  is  indicated  for  oral  contraception 

Contraindications  — Patients  with  thrombophlebitis,  thromboembolic  disor- 
ders, cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings  — The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studies  of  morbidity  in  the  United  States  have  shown  a statistically  sig- 
nificant association  between  thrombophlebitis,  pulmonary  embolism,  and 
cerebral  thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There 
have  been  three  principal  studies  in  Britain  1-3  leading  to  this  conclusion,  and 
one4  in  this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
the  study  by  Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  asso- 
ciates4 in  the  United  States  found  a relative  risk  of  4.4,  meaning  that  the  users 
are  several  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
cause  as  nonusers.  The  American  study  also  indicated  that  the  risk  did  not 
persist  after  discontinuation  of  administration,  and  that  it  was  not  enhanced 
by  long-continued  administration.  The  American  study  was  not  designed  to 
evaluate  a difference  between  products  However,  the  study  suggested  that 
there  might  be  an  increased  risk  of  thromboembolic  disease  in  users  of  se- 
quential products.  This  risk  cannot  be  quantitated,  and  further  studies  to  con- 
firm this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medi- 
cation should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated,  it  is 
recommended  that  for  any  patient  who  has  missed  two  consecutive  periods 
pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regimen, 
if  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect 
to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions  — The  pretreatment  and  periodic  physical  examinations  should 
include  special  reference  to  the  breasts  and  pelvic  organs,  including 
a Papanicolaou  smear,  since  estrogens  have  been  known  to  produce  tumors. 


some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  treatment  with  Demulen. 
Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  re- 
quire careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic 
or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients  on  oral  contraceptives. 
The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Demulen  therapy  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Demulen 
may  mask  the  onset  of  the  climacteric  The  pathologist  should  be  advised  of 
Demulen  therapy  when  relevant  specimens  are  submitted.  Susceptible  women 
may  experience  an  increase  in  blood  pressure  following  administration  of  con- 
traceptive steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives  — 

A statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis 

Althoughavailableevidenceissuggestiveof  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse  reac- 
tions: neuro-ocular  lesions,  e.g  , retinal  thrombosis  and  optic  neurit  is. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting, gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted;  anovula- 
tion post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in 
appetite,  cystitis-likesyndrome,  headache,  nervousness,  dizziness,  fatigue,  back- 
ache, hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X, 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination 

References:  1.  Royal  College  of  General  Practitioners  Oral  Contraception 
and  Thrombo-Embolic  Disease,  J.  Coll.  Gen,  Pract  13.267-279  (May)  1967. 
2.  Inman,  W.  H.  W , and  Vessey,  M.  P:  Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age.  Brit  Med.  J.  2.193-199  (April  27)  1968.  3.  Vessey,  M.  P,  and  Doll,  R.  In- 
vestigation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboem- 
bolic Disease.  A Further  Report,  Brit  Med.  J.  2 651-657  (June  14)  1969.  4. 
Sartwell,  P E ; Masi,  A T.  Arthes,  F.  G.,  Greene,  G.  R , and  Smith,  H E : Throm- 
boembolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study, 
Amer  J.  Epidem.  90:365-380  (Nov.)  1969.  1 A2 
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24  million  hours 
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Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 
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*with  the  defoaming  action  of  simethicone 
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President’s  Pages 


Publication  of  this  President’s  Page  marks  the  end  of  my  tenure.  I thank  the  Editor  of  the 
Journal  for  allowing  me  unlimited  space  each  month  to  record  my  thinking.  The  profession’s 
attitude  and  philosophy  bears  scrutiny  with  the  change  of  administration. 

Happiness  is  a state  of  mind  not  necessarily  related  to  immediate  facts  and  circumstances. 
The  multiplicity  and  magnitude  of  the  physician’s  concerns  does  not  necessarily  reflect  the 
gravity  of  his  present  circumstances.  One’s  attitude  and  philosophy,  like  personality  and  char- 
acter, are  the  sum  total  of  the  individual’s  reactive  tendencies  based  on  life’s  experiences  and 
genetic  background.  A physician  at  this  point  in  time  would  be  judged  not  to  be  enjoying  the 
best  of  mental  health  if  he,  with  true  and  considered  judgment,  expressed  happiness  over  the 
present  status  of  medicine  in  the  United  States.  A case  in  point  is  the  attitude  of  doctors  toward 
the  American  Medical  Association;  and,  more  specifically,  the  organization’s  activity  in  the 
national  health  insurance  field  ( Medicredit).  The  attitude  toward  policies  of  our  national  or- 
ganization is  as  variable  as  is  the  political  right  from  the  political  left.  Individual  physician 
philosophy  ranges  from  the  rock-bound  determination  to  hold  the  line  of  status  quo,  to  the 
attitude  of  free  negotiations  and  arbitration.  There  is  a recognizable  danger  in  both  extremes. 

In  the  holding  position  with  the  tugging  of  the  socialistically  minded  reformers  and  politi- 
cians, there  will  be  a vacuum  that  will  be  filled  by  inrushing,  ambitious,  medically  oriented  in- 
dividuals and  organizations  outside  the  medical  family. 

In  the  negotiating,  arbitrating  attitude  there  is  always  the  danger  of  organizational  break- 
down. The  anecdote  is  told  of  the  individual  who  moved  into  the  New  York  Latin  Quarters  to 
broaden  his  mind  and  ended  up  by  not  knowing  right  from  wrong.  The  Biblical  example  is  sell- 
ing one’s  birthright  for  a mess  of  porridge.  However,  negotiation  and  arbitration  must  not  be 
considered  as  weakness.  South  Carolina’s  greatest  modem  statesman,  Mr.  Jimmy  Burns,  had  a 
great  talent  for  this  type  of  operation  and  as  a result  contributed  immeasurably  to  his  state  and 
nation. 

We,  as  people  USA,  and  as  physicians  specifically  are  a breed  of  instant  settlers  or  cul- 
minators.  Our  way  of  life  does  not  allow  us  to  leave  circumstances  in  a state  of  flux,  preferring 
to  precipitate  immediate  settlement  of  any  problem  even  if  it  means  force.  This  has  been  our 
way  of  life  on  the  international  scenes,  often  leading  into  the  violence  of  war  rather  than  settling 
problems  at  the  diplomatic  table  of  arbitration  and  negotiation. 

This  brings  us  to  the  decade  of  the  seventies  when  the  issues  are: 

a.  National  Health  Insurance. 

b.  Foundations  and  Health  Maintenance  Organizations. 

c.  Medical  Education  ( curriculums,  finance,  et  cetera ) . 

First,  take  a look  at  the  problem  of  National  Health  Insurance.  Historically  the  American 
Medical  Association  has  been  the  epitome  of  “too  little,  too  late”.  Recall  the  1950’s  and  1960’s 
when  the  national  organization  hired  the  top  public  relations  firm  to  defeat  socialized  medicine, 
specifically  the  concept  of  Medicare.  The  profession  contributed  to  a fund  which  was  used  in 
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a vain  effort  to  block  socialized  medicine;  and,  in  spite  of  supreme  efforts  by  organized  medicine 
it  went  down  in  defeat.  We  found  ourselves  in  the  position  of  the  two  elderly  Englishmen  in  the 
House  of  Lords  who  were  discussing  political  events  of  the  day.  One  stated  that  they  had  seen 
many  reforms  in  their  years  and  the  other  retorted,  “yes,  and  we  have  been  against  all  of  them”. 
The  AMA  is  determined  to  present  a positive  program  rather  than  to  oppose  positive  innovations 
in  the  1970’s.  As  a result,  at  the  forefront  of  the  concept  of  National  Health  Insurance,  is  the 
AMA’s  Medicredit  Plan. 

As  a preamble  to  a brochure  published  by  the  AMA  entitled  Medical  and  Health  Care  For 
All,  the  following  is  stated.  “It  is  the  basic  right  of  every  citizen  to  have  available  to  him  adequate 
health  care;  it  is  the  basic  right  of  every  citizen  to  have  a free  choice  of  physician  and  institu- 
tion; the  medical  profession,  using  all  means  at  its  disposal,  should  endeavor  to  make  good  medi- 
cal care  available  to  every  person.  Health  care  for  the  poor  should  not  be  disassociated  from,  but 
rather  should  be  a vital  part  of,  the  overall  health  care  system.”  This  policy  was  adopted  by  the 
House  of  Delegates  of  the  American  Medical  Association  December,  1969. 

AMA’s  Medicredit  would  not  disturb  the  present  Medicare  program  for  individuals  above  65 
years  of  age  but  would  replace  Medicaid  for  the  poor  and  near-poor  and  would  make  available 
to  everyone  under  65  a private  program  of  comprehensive  medical  and  health  care  covering 
both  ordinary  and  catastrophic  expenses  of  illness,  this  coverage  being  purchased  from  the  pri- 
vate sector  of  the  health  and  hospital  insurance  industry. 

At  the  core  of  Medicredit  are  the  following  concepts: 

Health  Care  Insurance  and  Hospitalization  will  be  carried  by  the  private  sector  and  group 
insurance  carrier.  The  protection  may  be  in  the  form  of  a health  insurance  policy  from  a com- 
pany; membership  in  a prepayment  plan  such  as  Blue  Cross-Blue  Shield;  membership  in  a pre- 
paid group  practice  plan  ( in  which  the  patient  pays  a fixed  fee  per  month  or  year  and  receives 
medical  and  health  care  as  needed  from  physicians  practicing  in  the  group).  Choice  of  the  kind 
of  protection  desired  is  made  by  the  family  or  individual.  All  programs  offered  under  Medicredit 
would  be  approved  by  the  respective  states  to  assure  that  the  benefits  meet  the  national  stand- 
ards. 

Low-income  families  would  be  furnished  “certificates  of  entitlement”  that  would  be  used  in 
payment  for  coverage.  Middle-income  and  high-income  tax  groups  would  be  on  a sliding  scale 
with  income  tax  credits  to  be  used  against  premiums  for  coverage. 

The  plan  would  not  disrupt  the  present  system  of  medicine  and  would  allow  patients  free 
choice  of  physicians  and  facilities. 

Medicredit  would  not  obligate  the  government  to  pay  for  the  care  of  people  who  could 
afford  to  handle  most  of  their  own  medical  problems.  The  federal  government’s  contribution  to 
the  cost  of  Medicredit  has  been  estimated  as  $14.5  billion  for  the  first  year.  This  does  not  take 
into  account  the  savings  from  Medicaid  that  would  be  cancelled  out. 

The  AMA  plan  is  contrasted  with  the  other  extreme  initiated  by  Walter  Reuther  and  the 
Committee  of  One  Hundred,  now  championed  by  Leonard  Woodstock  which  has  as  its  con- 
cept total  health  care  financed  by  the  employer  and  federal  government.  This  latter  plan  has 
a price  tab  conservatively  estimated  as  $70  million  with  the  general  consensus  that  it  will 
approach  the  $100  billion  mark,  this  contrasted  to  the  $14.5  billion  cited  above.  To  put  this 
in  real  perspective  the  total  national  product  approaches  the  $1,000  billion  mark  and  the  pre- 
dicted $70  to  $100  billion  health  care  expenditure  approaches  10  per  cent  of  our  productivity. 

The  AMA’s  Medicredit  Bill,  known  as  the  “Health  Care  Insurance  Act  of  1971”  is 
launched  in  Congress  by  more  than  120  House  and  Senate  members.  At  the  AMPAC  Workshop 
in  Washington  last  month  it  was  conceded  that  no  plan  is  apt  to  succeed  in  the  present  Con- 
gress. It  is  felt  that  in  the  next  presidential  campaign  one  of  the  main  planks  in  both  parties 
will  have  to  do  with  overall  national  health  care,  and  it  is  generally  conceded  by  the  top  echelon 
of  the  political  family  that  something  will  come  out  of  the  Congress  following  that  election. 
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Moving  into  the  area  of  medical  education  and  financing,  the  Carnegie  Report  is  the  most 
frequently  quoted  document.  The  concept  of  speeding  up  premedical  and  medical  education  and 
shortening  the  residency  program  has  found  popular  support.  It  is  generally  conceded  that  the 
premedical  curriculum  can  be  shortened  and  that  some  conventional  medical  basic  science  sub- 
ject should  be  taught  at  the  undergraduate  level.  A number  of  universities  now  have  made 
scheduled  adjustments  to  allow  a student  to  finish  his  baccalaureate  preparation  in  three  cal- 
endar years.  The  medical  schools,  running  on  a year  round  basis  as  documented  by  Dr.  McCord 
and  others,  can  furnish  the  requirements  for  the  Medical  Doctor  Degree  in  three  calendar 
years.  The  matter  of  resident  training  will  come  under  scrutiny  with  the  idea  of  reducing  Board 
Requirements  from  four  to  three  years. 

Federal  funding  in  undergraduate  as  well  as  professional  schools  in  the  past  has  been 
oriented  to  the  area  of  research  and  development.  A new  concept  would  prorate  funds  for  medi- 
cal school  operations  based  on  a figure  of  approximately  $6,000  for  each  student  graduated. 

The  delivery  of  health  care  would  involve  further  concepts.  Health  science  centers  ( the 
medical  university)  with  the  satellite  health  education  centers  would  be  so  numerically  created 
and  geographically  located  as  to  afford  teaching  and  special  medical  care  to  all  regions  and 
population  segments.  The  present  medical  schools,  plus  those  under  construction  and  nine  addi- 
tional schools,  would  constitute  the  proposed  Health  Science  Centers.  The  Health  Education 
Centers,  126  in  number,  are  recommended  to  complete  the  plan.  Financing  of  these  community 
projects  is  based  on  heavy  federal  funding. 

Medical  Foundations  would  have  variable  sizes,  would  encompass  variable  geographic  areas, 
and  perform  diversified  functions.  A Foundation  could  function  as  a review  organization  in  the 
area  of  peer  review  or  a wider  concept  of  total  medical  review.  Developed  to  a further  extent  it 
could  deliver  total  health  care  in  the  area  of  the  Health  Maintenance  Organization. 

Doctors  must  polarize  in  the  direction  of  positive  concepts  and  definitions  with  set  priorities. 
The  patient’s  welfare  comes  first.  State  and  national  fiscal  solvency  is  second.  Doctor  welfare 
and  image  is  third. 

April  10,  1971  Ben  N.  Miller,  M.  D. 


South  (fanolina  i((L„  Jk UlrDirrtLViSjmahcm 


50  YEARS  AGO 

May,  1921 

Local  school  authorities  reported  to  the 
Greenwood  County7  Society  an  appeal  for  pro- 
motion of  medical  inspection  in  schools.  The 
Newberry  County  Society  had  16  members  on 
its  roll.  The  problem  of  obtaining  special 
privileges  for  parking  of  doctors’  cars  was  dis- 
cussed. 


May,  1971 
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Editorial 


Public  Relations? 

The  following  are  some  excerpts  from  news- 
papers regarding  the  recent  Blue  Shield  con- 
troversy which,  even  though  certainly  are 
admittedly  out  of  context,  convey  somewhat 
the  flavor  of  the  content. 

“A  physician’s  complaint  against  top 
executives  of  the  Blue  Shield  program  in 
the  state  was  put  before  the  Council  of 
the  South  Carolina  Medical  Association 
today. 

“Blue  Shield,  the  affiliate  of  Blue 
Cross,  covers  major  medical  expenses,  in- 
cluding physicians’  fees.”  ( Spartanburg 
Journal ) 

“Sandow  said  of  Pope’s  statement 
that  ‘two  or  three  individual  physicians 
have  raised  extraneous  issues  in  an  in- 
flammatory’ attack.  Tuesday  the  Colum- 
bia Medical  Society,  of  which  Pope  is  a 
member  said  ‘more  than  just  a few’  are 
complaining.”  ( Charleston  Evening  Post ) 
“William  Sandow,  Jr.,  who  holds  the 
dual  titles  of  Blue  Cross  president  and 
Blue  Shield  executive  director,  said,  ‘The 
newspaper  stories  implying  the  existence 
of  something  questionable  in  the  manage- 
ment of  Blue  Cross-Blue  Shield  affairs 
apparently  had  their  origin  among  a few 
doctors  who  have  long  been  critical  of 
Blue  Shield  and  at  odds  with  others  in 
their  medical  associations.’ 

“A  spokesman  for  Blue  Cross-Blue 
Shield  also  said  that  Sandow’s  telephone 
conversations  Friday  with  D.  E.  Sibery  of 
Chicago,  executive  vice  president  of  the 
national  Blue  Cross  Association,  elimin- 
ated any  doubt  within  the  national  or- 
ganization.” ( The  State) 

“The  Columbia  Medical  Society’s 
executive  committee  has  declined  to  en- 
dorse four  proposals  aimed  at  severing 
Blue  Shield  connections  with  persons  and 
firms  involved  in  the  Blue  Cross-Com- 
panion Life  ‘group’  insurance  arrange- 
ment.” ( Charleston  News  and  Courier) 


“Sandow  said  he  had  been  instructed 
to  refer  all  questions  to  Blue  Cross  board 
chairman  G.  A.  Buchanan  of  Columbia. 
Buchanan,  however,  was  in  no  mood  to 
talk. 

“ ‘You  can’t  talk  to  me  right  now.  I 
haven’t  read  today’s  News  and  Courier,’ 
he  said. 

“Subsequently,  the  Blue  Cross  board 
chairman  called  back  to  announce  that  he 
would  accept  questions  from  The  News 
and  Courier— but  only  if  they  were  sub- 
mitted in  writing.”  ( Charleston  Netvs  and 
Courier ) 

“Among  those  whose  ouster  was 
sought  in  a recent  publicized  statement 
by  Dr.  Strother  Pope  of  Columbia  was 
that  of  William  Sandow,  Jr.,  executive 
director  of  Blue  Shield  and  president  of 
Blue  Cross. 

“Sandow  said  of  Pope’s  statement 
that  ‘two  or  three  individual  physicians 
have  raised  extraneous  issues  in  an  in- 
flammatory’ attack. 

“Sandow  also  made  it  clear  that  the 
national  Blue  Cross-Blue  Shield  head- 
quarters had  said  life  insurance  could  be 
combined  with  the  hospital  and  medical 
insurance.”  ( The  Columbia  Record) 

“The  board’s  statement  gave  full 
backing  to  Blue  Shield  executive  director 
and  Blue  Cross  president  William  San- 
dow, Jr.  in  his  connection  with  the  for- 
mation of  Companion  Life  ....  The  Blue 
Shield  board  completely  endorsed  the 
Alpine  Agency  in  its  statement.”  ( The 
State ) 

“Dr.  Jameson  was  critical  of  Dr. 
Pope  for  making  the  council’s  request 
public.  That  was  ‘privileged’  information, 
the  Easley  physician  said,  and  Dr.  Pope 
had  no  business  releasing  it. 

“Dr.  Pope  said  that  was  news  to  him. 

“ ‘I  don’t  see  where  it  was  privileged 
information,’  he  said.  ‘At  least,  they 
(council)  didn’t  tell  me  it  was  privileged. 
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(diethyipropion  hydrochloride,  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  In  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
palients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethyipropion  hydrochloride  have  been  reported  to  occur 
In  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethyipropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  T-107/4/71/u  s.  patent  no  3.001.910 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON -MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 
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when  an  unnerving  experience 
compounds  the  pain 


the  compound  analgesic 
that  calms  instead  of  cat feinates 

In  addition  to  pain,  this  patient  has  experienced 
anxiety,  fear,  embarrassment,  and  frustration. 

No  doubt  these  psychic  factors  actually  increased 
her  perception  of  pain.  Surely  the  last  thing  she 
needs  is  an  analgesic  containing  caffeine.  The 
logical  choice  is  Phenaphen  with  Codeine.  It 
provides  a quarter  grain  of  phenobarbital  to  take 
the  nervous  “edge”  off,  so  the  rest  of  the  formula 
can  control  the  pain  more  effectively.  It’s  no 
accident  that  the  Phenaphen  formulations  contain 
a sedative  rather  than  a stimulant.  Don’t  you 
agree.  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 


Phenaphen 

VIT^TM  t Phenaphen  with  Codeine 

lA/llll  m.  II  It  lilt  Nos.  3,  or  4 contains 

\/V/VIVII  IV  Phenobarbital  (‘4  gr.), 
16.2  mg.  (warning:  may  be  habit  forming);  Aspirin  (2l/i  gr.),  162.0  mg.; 
Phenacetin  (3  gr.),  194.0  mg.;  Hyoscyamine  sulfate,  0.031  mg.;  Codeine 
phosphate,  Va  gr.  (No.  2),  >/2  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may 
be  habit  forming).  Indications:  Provides  relief  in  severer  grades  of  pain, 
on  low  codeine  dosage,  with  minimal  possibility  of  side  effects. 

Its  use  frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  excessive  or 
prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur. 
Dosage:  Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours 
as  needed;  Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed. 
For  further  details  see  product  literature. 

A.  H.  Robins  Company,  Richmond,  Va. 
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[ROBINS 


'head  clear  upon  arising’ 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  just  one  Extentab  every  1 2 hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely.  /l-H-pOBINS 

.......  , A.  H.  Robins  Company 

prescribing  information  appears  on  next  page  Richmond,  Va.  23220 


Dimetapp 

Extentabs 

Dimetane"  (brompheniramine  maleate),  12  mg  . phenyl- 
ephrine HCI,  15  mg.,  phenylpropanolamine  HCI,  15  mg 


Dimetapp  Extentabs® 

INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  dis- 
tress. 

HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 


I acted  on  council’s  order  and  mailed  out 
copies  to  Blue  Cross  and  Blue  Shield 
directors.’”  ( Charleston  News  and  Cour- 
ier) 

“The  Columbia  Medical  Society  has 
issued  a statement  saying  a large  number 
of  doctors  in  the  state  are  concerned  with 
recent  developments  concerning  Blue- 
Cross-Blue  Shield.”  ( The  State ) 

“South  Carolina  Blue  Shield’s  board 
of  directors  has  approved  the  tie  in  of 
life  insurance  with  Blue  Cross-Blue 
Shield. 

“In  doing  so  it  gave  strong  support  to 
William  Sandow,  Jr.,  Blue  Shield  execu- 
tive director  who  last  week  was  a target 
of  public  criticism  by  a Columbia  physi- 
cian.” ( The  Columbia  Record ) 

“With  some  physicians  now  favoring 
converting  Blue  Shield  to  a medical 
foundation,  who  would  supervise  the  dis- 
solution of  the  existing  corporation  if  it 
should  become  a medical  foundation. 

“And  who,  if  Blue  Shield  is  dissolved, 
would  get  its  millions  of  dollars  in  assets? 
Its  contract  or  policyholders,  as  pre- 
scribed by  law  for  a mutual  insurance 
company?  Or  the  S.  C.  Medical  Assn.,  its 
founder  and  only  operator?”  ( Charleston 
News  and  Courier) 

“The  chief  executive  of  South  Caro- 
lina’s Blue  Cross-Blue  Shield  said  the  two 
plans  could  be  split  at  any  time  ‘without 
harm  or  loss  to  anyone.’ 

“ ‘However,  the  Blue  Shield  board  of 
directors  has  been  hurriedly  called  to  a 
meeting  on  Wednesday  because  two  or 
three  inidvidual  physicians  have  raised 
extraneous  issues  in  an  inflammatory 
series  of  newspaper  stories.  We  do  not 
know  if  they  really  want  to  separate  the 
plans  or  are  spurred  by  other  desires,’  he 
said. 

“ “We  tried  to  protect  Companion 
Life  and  Alpine  Agency  from  exposure 
to  their  big  competitors,  until  they  got 
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PRimER 

PLUS 

Flexoplnst 


A practical, 
ambulatory  treatment 
for  leg  ulceration 

The  Flexible  Cast:  The  PRIMER  medi- 
cated bandage,  in  conjunction  with  the 
FLEXOPLAST  elastic  adhesive  bandage, 
comprise  the  cast. 

This  is  a more  comfortable  and  faster 
method  of  healing  than  Unna’s  Boot.  Fre- 
quent changing  of  the  dressing  is  elimi- 
nated. The  newly  forming  granulation  and 
epithelium  are  left  undisturbed.  It  is  the 
modern  form  of  treatment. 


...  Edward  Taylor  Ltd.  ••••. 

A Division  of  Glenwood  Laboratories  Inc. 

Tenafly,  New  Jersey  07670 

Gentlemen: 

Please  send  me 

□ literature 

□ samples  of  PRIMER  medicated  bandage 
and  FLEXOPLAST  elastic  adhesive 
bandage. 
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Address  
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State Zip 


on  their  feet,  but  it  appears  to  me  that  a 
few  dissident  doctors  inadvertently  serv- 
ing the  interest  of  out-of-state  insurance 
companies  and  perhaps  even  causing  a 
rift  within  organized  medicine  in  this 
state,  have  seized  upon  the  new  com- 
panies in  ire  that  they  weren’t  personally 
consulted,  and  captured  the  headlines 
with  a request  to  split  Blue  Cross  and 
Blue  Shield,’  he  said. 

“ ‘I’ve  seen  mini-revolts  against  Blue 
Cross  and  Blue  Shield  by  individual  doc- 
tors before  this  one,’  he  said.  ‘Its  typical 
form  is  against  either  the  plans  or  in- 
dividuals or  both,  but  when  it  is  finally 
resolved  there  are  always  entirely  differ- 
ent interests  as  the  root  cause.’”  ( The 
State ) 

Legal  systems  usually  consider  that  an 
interpretation  of  events  is  subject  to  a number 
of  factors,  including  ones  own  bias.  For  this 
reason  opposing  sides  are  given  an  oppor- 
tunity to  present  and  establish  what  they  feel 
the  facts  to  be.  On  this  basis  a determination 
of  the  “truth”  is  made,  a decision  reflecting 
the  judgment  of  an  impartial  body,  or  seem- 
ingly at  times  more  a reflection  of  the  abilities 
of  a persuasive  attorney. 

When  presentations  are  made  through  the 
news  media,  a look  at  the  total  picture  or 
facts  becomes  even  more  confusing  because 
areas  felt  primarily  to  stimulate  interesting 
reading  are  emphasized.  Additionally,  manipu- 
lation of  information  releases  to  the  press 
distinctly  influence  the  picture  presented,  and 
whoever  is  most  skillful  at  this  sort  of  pro- 
cedure has  a distinct  advantage  in  terms  of 
influencing  others  to  decide  what  the  truth 
may  be. 

It  would  seem  that  when  matters  of  the 
Medical  Association  such  as  those  issues  re- 
garding the  Blue  Shield  controversy  arise,  the 
Medical  Association  should  continue  to  at- 
tempt to  arrive  at  its  conclusions  and  recom- 
mendations prior  to  any  public  debate  through 
the  news  media. 
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Dr.  Richard  A.  Mann  has  recently  been 
certified  as  a Diplomat  by  the  American 
Board  of  Surgery.  Dr.  Mann  graduated  from 
the  Medical  University  in  1964  and  has  been 
an  attending  surgeon  at  the  Newberry 
County  Memorial  Hospital  since  1969.  He  is 
at  present  Chief  of  Staff  at  Newberry 
County  Memorial  Hospital.  Dr.  Edward  L. 
Hay  of  Charleston  was  inducted  as  a fellow 
of  the  American  Academy  of  Orthopaedic 
Surgeons  at  the  group’s  annual  meeting  in 
San  Francisco.  Dr.  Francis  H.  Bledsoe  and 
Dr.  Darwin  W.  Keller  have  been  named 
teaching  fellows  in  the  Medical  University  of 
South  Carolina  teaching  hospitals.  Dr.  Jerre 
K.  Chambers  has  been  appointed  a teaching 
fellow  in  ophthalmology  and  Dr.  Eschol  E. 
Davis  has  been  appointed  a teaching  fellow 
and  chief  resident  in  psychiatry  at  the  Medi- 
cal University. 

Dr.  Robert  N.  Reiner,  who  recently  retired 
as  commander  of  the  hospital  at  Shaw  Air 
Force  Base,  has  been  named  acting  director 
of  the  Division  of  Health  Services  of  the 
State  Board  of  Health.  The  State  Board  of 
Health  has  also  announced  the  appointment 
of  Dr.  Lamar  E.  Priester,  Jr.,  to  the  newly 
created  post  of  deputy  state  health  officer 
for  environmental  health. 

Dr.  David  R.  Hobbs,  a graduate  of  West 
Virginia  University  Medical  School  and  staff 
physician  at  the  Columbia  VA  Hospital  has 
opened  an  office  at  235  Lexington  Medical 
Hall  in  Lexington.  Dr.  Claude  A.  Frazier  of 
Asheville,  North  Carolina,  has  been  pre- 
sented a plaque  for  “Outstanding  contribu- 
tion in  the  field  of  medicine”  by  the  Tenth 
District  Medical  Association  of  the  State  of 
North  Carolina.  Dr.  John  T.  Bergman  has 
been  appointed  as  physician  at  the  out- 
patient clinic  at  the  VA  Hospital  in  Colum- 
bia. Dr.  Harry  A.  Davis,  Jr.  has  been  ap- 


pointed chief  of  the  medical  staff  of  Tuomey 
Hospital  in  Sumter. 

During  the  1970  Congress  on  Medical 
Education,  Dr.  Harold  E.  Jervey,  Jr.  repre- 
sented the  Federation  of  State  Medical 
Boards  during  a panel  discussion  featuring : 
“Trends  in  Graduate  Education.”  In  this  dis- 
cussion, at  a conference  of  medical  edu- 
cators, Dr.  Jervey  was  invited  to  speak 
regarding  the  Federation  Licensing  Ex- 
amination (FLEX)  in  addition  to  the  bar- 
riers to  innovation  in  medical  education 
found  in  medical  practice  acts. 

Dr.  Donald  E.  Saunders,  Jr.  of  Columbia 
and  Dr.  Sheldon  S.  Sbar  of  Spartanburg 
have  been  granted  Fellowships  in  the  Ameri- 
can College  of  Cardiology.  Dr.  Roper  Engel- 
bert and  Dr.  Ronald  Case  are  now  asso- 
ciated with  Drs.  Harold  W.  Moody,  Warren 
Lovett,  Jack  Whittaker,  and  Katherine 
Lovett  in  Spartanburg. 

Dr.  S.  Elliott  Puckette,  Jr.  of  Johns  Island 
was  named  a Fellow  of  the  American  College 
of  Radiology.  Dr.  William  B.  Ward,  Jr.  of 
Rock  Hill  was  also  named  a Fellow  of  the 
American  College  of  Radiology. 


New  Members  of  S.  C.  M.  A. 
Dr.  Julius  C.  Holbrook 

966  McCants  Drive 
Mt.  Pleasant,  S.  C.  29464 

Dr.  Marion  E.  Johnson 

General  Hospital 
Rock  Hill,  S.  C.  29730 

Dr.  Arthur  M.  LaBruce 

107-F  Ashley  Avenue 
Charleston,  S.  C.  29401 
Dr.  Ralph  Seer  0 wings,  Jr. 
2753  Laurel  Street 
Columbia,  S.  C.  29204 
Dr.  Lewis  C.  Reese 
Dillon,  S.  C.  29536 
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This  photograph  in  no  way  implies 
an  endorsement  of  Norgesic  by 
Joe  Namath 


NORGESIC 

(orphenadrine  citrate.  25  mg.;  aspirin.  225  mg.; 
phenacetin,  160  mg.;  caffeine,  30  mg.) 

the  versatile  analgesic 

offers  fast  onset  of  symptomatic  relief 

produces  a high  level  of  analgesia 

affords  sustained  pain  relieving  action 

provides  predictable  relief — 
overall  satisfactory  response  in 
approximately  80%  of  patients 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphena- 
drine, Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyloric  or 
duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at 
the  bladder  neck  Norgesic  is  also  contraindicated  in  patients  with  myas- 
thenia gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin 
or  caffeine. 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  pa- 
tients receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  recom- 
mended that  Norgesic  not  be  given  in  combination  with  propoxyphene 
CDarvori*). 

Warnings:  USE  IN  PREGNANCY;  Since  safety  of  the  use  of  this  prepara- 
tion in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  poten- 
tial benefits  of  the  drug  be  weighed  against  its  possible  hazard  to  the 
mother  and  child 

USE  IN  CHILDREN;  The  safe  and  effective  use  of  this  drug  in  children  has 
not  been  established;  therefore,  the  physician  must  weigh  the  benefits 
against  the  potential  hazards 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of 
phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  should  be 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders. 
It  should  also  be  used  with  caution  in  patients  with  tachycardia. 

Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or 
those  usually  associated  with  mild  anticholinergic  agents.  These  may 
include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth, 
blurred  vision,  dilatation  of  the  pupil,  increased  intraocular  tension,  weak- 
ness, nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness, 
and  rarely,  urticaria  and  other  dermatoses.  Infrequently  an  elderly  patient 
may  experience  some  degree  of  confusion  Mild  central  excitation  and 
occasional  hallucinations  may  be  observed  . These  mild  side  effects  can 
usually  be  eliminated  by  reduction  in  dosage  One  case  of  aplastic  anemia 
associated  with  the  use  of  Norgesic  has  been  reported  No  causal  rela- 
tionship has  been  established. 

Dosage  and  Administration:  Adults -1  to  2 tablets  3 to  4 times  daily 

Hiker  Laboratories,  Inc. 

NQRTHRIDGE.  CALIFORNIA  91324 


Norgesic...the  versatile  analgesic 
provides  effective  analgesia  and  relief 
of  associated  muscle  spasm 


SOUTH  CAROLINA  DEPARTMENT 
OF  MENTAL  HEALTH 

William  S.  Hall,  M.D. 

State  Commissioner  of  Mental  Health 


COLUMBIA— The  South  Carolina  Depart- 
ment of  Mental  Health  has  opened  and  has  in 
partial  use  a new  South  Carolina  War  Vet- 
erans Home. 

The  new  unit,  situated  on  Harden  Street, 
across  from  the  campus  of  the  South  Carolina 
State  Hospital,  has  been  under  construction 
for  almost  two  years.  It  was  built  at  a total 
cost  of  $2,083,068  of  which  $1,044,258  repre- 
sented participating  federal  construction  funds 
from  the  Veterans  Administration  and  the 
Department  of  Health,  Education  and  Wel- 
fare. 

The  first  50  patient-veterans  were  moved 
into  the  modem  facility  the  first  of  April. 
Other  patients  are  being  transferred  into  the 
facility  as  rapidly  as  staffing  and  funds  for 
operations  are  available.  Most  of  the  veterans 
are  patients  transferred  from  either  S.  C. 
State  Hospital  or  Crafts-F arrow  State  Hos- 
pital. 

The  150-bed  unit  provides  long-term  care 
and  treatment  for  South  Carolina’s  mentally  ill 
war  veterans  of  all  ages.  Concurrent  physical 
disorders  are  also  treated. 

The  S.  C.  War  Veterans  Home  will  be  oper- 
ated as  an  “open”  facility.  The  Department 
anticipates  maintaining  a 50-bed  wing  of  the 


Preston  Building,  which  has  been  used  as  a 
temporary  war  veterans  home,  as  a Home 
Annex  for  persons  requiring  closer  super- 
vision. 

Bed  space  for  the  veteran  in  need  of  acute 
psychiatric  attention  and  also  long-term  care 
has  always  been  at  a premium  and  hopefully 
this  facility  will  be  able  to  relieve  part  of  this 
need. 

The  S.  C.  War  Veterans  Home  is  on  a por- 
tion of  the  new  campus  of  a projected  six-unit 
long-term  care  complex  of  buildings.  These 
will  be  constructed  as  the  Department’s  build- 
ing funds,  through  its  bonding  program,  and 
federal  funds  become  available.  The  entire 
complex  west  of  Harden  Street  will  be  known 
as  the  Human  Resources  Center. 

The  Center  complex  and  the  first  two  units 
of  the  Center,  the  Long-Term  Care  Unit  No. 
1,  and  the  S.  C.  War  Veterans  Home,  are 
expected  to  be  dedicated  in  appropriate  cere- 
monies by  late  summer  or  early  fall. 

At  present  the  administrative  functions  of 
the  Home  are  being  carried  out  by  the  S.  C. 
State  Hospital,  but  a director  of  the  Home  is 
expected  to  be  named  in  the  near  future  and 
the  unit  will  operate  as  a separate  facility  of 
the  S.  C.  State  Department  of  Mental  Health. 
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SMILE  CARE 

DENTAL  COVERAGE,  IT’S  NEW! 


Blue  Cross 

OF  SOUTH  CAROLINA 


COVERED  DENTAL  SERVICES  INCLUDE: 
Fillings  Bridges  Cleaning 
Oral  Surgery  X-rays  of  teeth 
Routine  Examinations 


AN  INTERVIEW  WITH  DR.  HARRISON  PEEPLES 


Q— Dr.  Peeples,  the  Medical  University  is 
growing  in  all  directions.  Will  one  of  these 
directions  be  toward  a school  of  Public 
Health? 

A— There  has  been  much  discussion  about  the 
establishment  of  a school  of  Public  Health 
at  the  Medical  University.  Long  term  plans 
do  call  for  the  development  of  this  type  of 
school. 

Q— What  prompted  the  formation  of  the  De- 
partment of  Family  Practice  at  the  Medi- 
cal University?  Do  you  think  that  this  will 
lead  to  more  students  taking  up  Family 
Medicine  as  a specialty? 

A— The  Department  of  Family  Practice  was 
formed  at  the  Medical  University  to  meet 
an  unmet  need  of  offering  students  an 
opportunity  to  be  trained  in  primary  care 
so  that  they  could  render  continuing  com- 
prehensive medical  care  to  the  basic  unit 
of  American  Life— the  family.  This  depart- 
ment has  proved  to  be  very  popular  with 
the  students.  The  department  of  Family 
Practice  at  the  University  is  authorized  to 
train  24  Residents  and  has  been  set  up 
within  the  University  on  co-equal  basis 
with  the  other  major  departments  of  the 
University.  Applications  to  fill  these  posi- 
tions have  been  coming  in  at  a rate 
greatly  in  excess  of  the  original  expecta- 
tions. I do  feel  that  a good  percentage  of 
students  will  take  up  family  medicine  as  a 
specialty. 

Q— The  push  is  on  nationally  for  Medical  Col- 
leges and  Universities  to  begin  producing 
more  physicians  in  a shorter  period  of 
time.  Does  the  nation  need  more  physi- 
cians or  does  it  need  a better  distribution 
of  those  already  practicing? 


“Dr.  Harrison  L.  Peeples  is  actively  engaged  in 
Family  Practice  in  Estill,  a small  town  in  southern 
South  Carolina.  Dr.  Peeples  is  Chairman  of  the  Board 
of  Trustees  of  the  Medical  University  of  S.  C.  and  is 
an  alternate  delegate  to  the  American  Medical  Asso- 
ciation. 


A— The  nation  needs  both— more  physicians, 
particularly  more  physicians  engaged  in 
patient  care,  and  it,  of  course,  needs  a 
better  distribution  of  those  who  are  prac- 
ticing. 

Q— Physicians’  Assistants  programs  are  being 
started  in  many  areas  of  the  Nation.  Is  the 
Medical  University  studying  this  program 
for  possible  implementation  in  South 
Carolina? 

A— The  Medical  University  is  studying  the 
possibility  of  implementing  Assistants 
Training  Programs  in  the  State  of  South 
Carolina;  however,  it  goes  without  saying, 
that  there  are  many  facets  of  this  program 
that  are  unanswered,  such  as  licensing  or 
registration,  the  acceptability  of  Assistants 
to  the  patient  and  to  physicians  of  the 
State.  All  must  be  answered  in  some  fashion 
before  the  Medical  University  goes  into  a 
full  program  of  this.  At  the  present  time 
studies  are  being  made  but  there  is  no 
program  at  this  time  actually  being  imple- 
mented. 

Q— Dr.  Peeples,  what  role  does  the  Federal 
Government  have  in  improving  the  de- 
livery of  health  services  in  rural  areas? 

A— This  is  a rather  leading  question  and  I 
think  to  answer  it  you  should  first  give  a 
basic  philosophy  of  what  the  role  of  the 
Federal  Government  should  be.  Basically, 
I feel  that  the  Federal  Government  should 
be  a referee,  not  a participant,  in  the 
affairs  of  the  American  people.  It  should 
create  a political  climate  and  a stable 
economy  that  would  encourage  innovation 
by  individuals  and  industry.  An  example 
of  how  the  Federal  Government  can  assist 
would  be  the  proposal  by  Sen.  John  Tower 
of  Texas  in  wdiich  he  suggests  tax  deduc- 
tions be  allowed  for  a period  of  five  years 
to  encourage  physicians  to  practice  in  rural 
and  ghetto  areas.  It  should  not  be  directly 
in  the  delivery  system  of  medical  care  any 
(Continued  on  Page  259) 
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Doxidan  gently  relieves  constipation  in  prepartum 
or  postpartum  patients  and  reduces  the  hemody- 
namic burdens  of  straining  at  stool. 


gently  ...  a highly  effective  fecal  softener 
predictably  ...  a gentle  peristaltic  stimulant 
economically  . . . Doxidan  costs  less  per  effective  dose* 


'based  on  actual  drug  store  survey  of 
prescribed  dosages. 


Composition:  Each  capsule  contains  50  mg. 
danthron  N.F.  and  60  mg.  dioctyl  calcium  sulfo- 
succinate. 


Dosage:  Adults  and  children  over  12— one  or  two 
capsules  daily.  Give  at  bedtime  for  two  or  three  days 
or  until  bowel  movements  are  normal. 


Supplied : Bottles  of  30, 1 00  (FSN  6505-074-31 69) 
and  1000  (FSN  6505-890-1 247). 


DOXIDaN  The  Logical  Laxative 

HOECHST 


© 


PHARMACEUTICAL  CO. 
Somerville,  N.J.  08876  U.S.A. 


C-143 


Yes,  Kolantyll 

Kolantyl  Gel/ Wafers  contain 

aluminum  hydroxide/ magnesium  hydroxide,  and 

Bentyl®  (dicyclomine  hydrochloride)  too. 


v The  Wm.  S.  Merrell  Company 

Merrell  J Division  of  Richardson-Merrell  Inc. 
■ ' Cincinnati,  Ohio  45215 


0*2572  121721 


This  “case  history”  runs  to  some  10,000  pages 


This  is  a typical  "case  history"  of  one  new  drug -or, 
rather,  a proposed  new  drug  - assembled  for  submis- 
sion to  the  U.S.  Federal  Food  and  Drug  Administration, 
These  volumes  are  the  result  of  several  years’  work  by 
thousands  of  professional  and  skilled  personnel  in 
just  one  pharmaceutical  company's  research  labora- 
tories, and  by  hundreds  of  physicians  in  medical 
schools,  hospitals,  and  private  practice.  They  cover 
every  aspect  of  experience  with  this  proposed  new 
agent  from  chemical  laboratory  to  clinic,  from  mouse 
to  man.  Each  volume  could  conceivably  represent 
hundreds  of  thousands  of  dollars  of  financial  invest- 


ment, countless  hours  of  human  effort.  This  veritable 
mountain  of  data  stands  behind  every  new  agent 
offered  to  you  by  pharmaceutical  manufacturers  — a 
reassuring  testimonial  to  the  efficacy,  safety  and 
purity  of  the  drugs  you  will  prescribe  today  to  lower 
the  cost  of  disease  to  your  patients. 

0 Pharmaceutical 

Manufacturers  Association 
Pharmaceutical 
Advertising  Council 

1155  Fifteenth  St.,  N W„  Washington,  D C.  20005 


. in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED 
provides  more  complete  relief : 

□ belladonna  alkaloids— for  the  hyperactive  bowel 
Ed  simethicone— for  accompanying  distension  and  pain  due  to  gas 
Ed  phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  I Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/sedative/antiflatulent 


when  manhood  ebbs... 

r\Y  io  HaIoI/aH  due  to  testicular 
vJI  IO  UvICiyVvl  hormonal  insufficiency 


Upjohn 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  10  mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boys  to  avoid  premature  epiphyseal  closure. ..and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2,  5,  and  10  mg. 


Halotestin^. 

(fluoxymesterone 
Upjohn) 

oral  replacement  with 
parenteral-like  potency 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions. 


Halotestin 

(fluoxymesterone,  Upjohn) 

Orally  active  androgen  about  5 times  as  potent 
in  anabolic  and  androgenic  activity  as  methyltes- 
tosterone.  Halotestin  (fluoxymesterone)  induces 
significant  retention  of  calcium  and  potassium, 
but  retention  of  sodium  not  marked.  Doses  below 
20  mg.  daily  have  little  effect  in  producing 
creatinuria. 

Indications  Male:  Replacement  therapy  in  tes- 
ticular hormone  deficiency  states.  Prevents  atro- 
phy of  the  accessory  male  sex  organs  following 
castration  for  as  long  as  therapy  is  continued. 
Impotence  and  male  climacteric  symptoms  when 
due  to  androgen  deficiency.  Primary  eunuchoid- 
ism and  eunuchism.  Delayed  puberty  when  es- 
tablished as  not  a simple  familial  trait.  Indicated 
for  those  symptoms  of  panhypopituitarism  re- 
lated to  hypogonadism,  however,  appropriate 
adrenal  cortical  and  thyroid  hormone  replace- 
ment therapy  remain  of  primary  importance. 
Female:  Palliation  of  androgen-responsive,  ad- 
vanced, inoperable  breast  cancer  in  women  be- 
tween 1 and  5 years  postmenopausal  or  women 
in  whom  castration  has  shown  the  tumor  to  be 
hormone  dependent.  Prevention  of  postpartum 
breast  manifestations  of  pain  and  engorgement; 
there  is  no  satisfactory  evidence  that  this  drug 
prevents  or  suppresses  lactation  per  se.  In  os- 
teoporosis androgens  may  be  of  adjunctive 
value  to  adequate  considerations  of  diet,  cal- 
cium balance,  physiotherapy  and  general  health 
promoting  measures.  Males  and  Females:  In  the 
treatment  of  protein  depletion  states  which  oc- 
cur in  geriatric  patients,  in  debilitation  states,  in 
chronic  corticoid  therapy,  resistant  fractures; 
cryptorchidism;  creating  a positive  nitrogen  bal- 
ance, tissue  repair  and  other  anabolic  effects. 
Androgenic  steroids  may  produce  a response  in 
aplastic  anemias,  myelofibrosis,  myelosclerosis, 
agnogenic  myeloid  metaplasia  and  hypoplastic 
anemias  due  to  malignancy  or  myelotoxic  drugs. 
Androgens  are  not  of  value  in  other  anemias. 
Contraindications  Pregnancy  (may  virilize  fe- 
male fetus),  mammary  carcinoma  in  the  male, 
prostatic  carcinoma,  severe  liver  disease,  severe 
cardiorenal  disease  and  severe  persistent  hy- 
percalcemia. 

Precautions  Employ  with  caution  in  young  boys 
to  avoid  precocious  sexual  development  and 
premature  epiphyseal  closure.  Androgens  tend 
to  promote  retention  of  sodium  and  water,  there- 
fore, watch  for  edema— particularly  in  the  elderly. 
Incidence  and  severity  of  edema  have  been 
minimal  and  have  been  associated  only  with 
high  doses  used  for  palliation  of  breast  cancer. 
Hypercalcemia  may  occur,  particularly  in  patients 
with  metastatic  breast  carcinoma;  if  this  occurs 
the  drug  should  be  discontinued.  Changes  in 
liver  function  tests,  such  as  increased  BSP  re- 
tention and  SGOT  levels,  can  occur  during  ther- 
apy. Jaundice  has  been  rarely  reported.  If  liver 
function  tests  are  altered,  discontinue  medica- 
tion or  reduce  dose.  Priapism  is  indicative  of 
excessive  dosage  and  is  indication  for  tempo- 
rary withdrawal  of  drug.  When  treating  protein 
depletion  states  or  osteoporosis,  an  adequate 
diet  should  be  provided  and  prolonged  immobili- 
zation avoided  whenever  possible.  When  treating 
aplastic  or  hypoplastic  anemias,  androgen  ther- 
apy should  not  replace  other  measure  such  as 
transfusion,  correction  of  iron  deficiency,  anti- 
bacterial therapy,  and  the  use  of  corticosteroids. 
Adverse  reactions  Nausea,  dyspepsia,  men- 
strual irregularities,  hepatic  dysfunction,  pria- 
pism, edema,  precocious  sexual  development, 
and  premature  epiphyseal  closure  in  young 
patients  have  been  reported.  Male  — Prolonged 
administration  or  excessive  dose  may  cause 
inhibition  of  testicular  function  with  oligospermia 
and  decreased  ejaculation  volume.  Female  — 
Large  doses  or  prolonged  administration  may 
produce  masculinization  with  signs  such  as  hir- 
sutism, deepening  of  the  voice,  enlargement  of 
the  clitoris,  acne,  and  sometimes,  increased 
libido. 

Supplied  Tablets:  2 mg.,  scored  — bottles  of  100  / 
5 mg.,  scored  — bottles  of  50  /70  mg.,  scored 
— bottles  of  50. 

For  additional  product  information,  see  your 
Upjohn  representative  or  consult  the  package 
circular. 


Upjohn 


The  Upjohn  Company.  Kalamazoo,  Michigan 


more  than  it  should  be  in  business  of  pro- 
ducing wheat  for  bread.  This  is  an  over 
simplification  of  the  situation  as  it  has  now 
evolved.  The  Federal  Government  should 
assist  in  the  financing  of  programs  to  train 
and  educate  people  to  provide  these  health 
services  wherever  they  are  needed;  just 
like  the  engineer  or  the  attorney.  To  me, 
the  Federal  Government  should  not  dictate 
a general  policy  as  to  the  delivery  of  health 
services— each  locality  has  different  prob- 
lems requiring  different  solutions. 

Q— It  is  almost  impossible  to  read  a news- 
paper without  seeing  articles  on  health, 
medical  care,  hospitals,  physicians.  Is  the 
public  becoming  more  aware  of  its  health 
needs? 

A— When  you  speak  of  health  needs,  I guess 
you  mean  all  matters  that  influence  a per- 
son’s health;  such  as,  food,  clothing,  hous- 
ing, education,  motivation  and  basic 
hygenic  education.  If  this  is  the  correct 
interpretation  of  your  question,  then  I 
think  in  these  areas  the  public  is  becoming 
more  aware  of  its  health  needs,  since  much 
is  being  written  about  these  things  at  this 
time.  As  for  medical  needs,  I feel  there  are 
more  medical  demands  being  made  at  this 
time  by  the  public  as  a whole,  based  pri- 
marily on  the  fact  that  so  much  of  it  is 
underwritten  by  Medicare  and  Medicaid. 
This  has  been  one  condition  that  has 
brought  about  the  so  called  dilemma  of 
the  day.  The  demands  by  the  population, 
not  necessarily  the  needs,  cannot  be  met 
by  the  existing  number  of  medical  person- 
nel. 

Q— In  Washington  the  word  is  out  that  1971- 
1972  will  be  the  “Health  Years”.  By  this  I 
gather  it  is  meant  that  legislation  will  be 
presented  and  debated  that  will  have 
broad  significance  for  the  Medical  profes- 
sion and  for  the  people  of  the  nation? 
What  do  you  think  will  be  the  outcome  of 
this  mounting  concern  for  health  and 
medical  legislation? 

A— With  this  mounting  concern  for  health  and 
medical  legislation  it  appears  that  within 
a few  years  there  will  be  some  sort  of 
national  health  scheme  passed  by  Con- 
gress. There  is  no  strong  body  making  any 
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opposition  to  national  health  legislation. 
The  argument  seems  to  be  now  on  just 
how  this  medical  legislation  will  be  imple- 
mented and  ho\\r  far-reaching  it  will  be. 
The  labor  unions  have  a program,  even 
the  AM  A has  a program.  With  these  two 
opposing  factions,  each  with  a program 


and  both  gnashing  for  some  sort  of  nation- 
alized insurance,  it  seems  that  something 
of  this  character  will  surely  come  out  of 
Congress. 

Interviewed  by  Richard  G.  Pugh, 
Assistant  to  the  Executive  Secretary 
South  Carolina  Medical  Association 


MEETINGS 


The  76th  Annual  Convention  of  the  Sea- 
board Medical  Association  will  be  held  at 
Nags  Head.  North  Carolina,  June  17-20,  at 
the  Carolinian  Hotel. 

The  Tri-State  Medical  Association  Annual 
Convention  will  be  held  June  13-16  at  the 
Carolinian  Hotel  at  Nags  Head.  North  Caro- 
lina. 

The  second  Colby  College  Annual  Seminar 

in  General  Surgery  will  be  held  at  Colby 
College,  Waterville,  Maine,  July  22-23,  1971. 
The  seminar  will  concern  itself  in  areas  of 
management  of  trauma,  vascular  disease. 


breast  disease  and  problems  of  the  biliary 
tract.  For  further  information,  write:  Paid 
D.  Walker,  Jr.,  Diretcor  of  Special  Pro- 
grams, Colby  College,  Waterville,  [Maine 
04901. 

The  21st  Annual  Postgraduate  Obstetric- 
Pediatric  Seminar  will  be  held  at  the  Diplo- 
mat Hotel.  Hollywood.  Florida,  on  August 
19-21.  For  more  information  about  the 
Seminar  write  to  J.  E.  Padgett,  Jr.,  M.  D., 
M.  P.  II.,  Chief,  Bureau  of  [Maternal  and 
Child  Care.  S.  C.  State  Board  of  Health,  J. 
[Marion  Sims  Building,  Columbia,  S.  C.  29201. 


RESIDENCY  IN  GENERAL  PSYCHIATRY  AND  CHILD  PSYCHIATRY 

The  William  S.  Hall  Psychiatric  Institute  has  residency  openings  commencing 
July  1,  1971,  in  the  three-year  general  psychiatry  program  and  its  two-year  child 
psychiatry'  program.  The  program  is  academically-oriented  and  fully  supervised 
by  full-time  teaching  staff  of  eight  general  psychiatrists,  three  child  psychiatrists, 
and  tw'o  neurologists.  The  full-time  staff  is  supplemented  by  teaching  consultants 
in  neurology,  psychiatry,  and  child  psychiatry  and  by  excellent  supportive  services 
in  psychology,  social  work  and  adjunctive  therapies.  Salary  range  $11,358  - 
$16,202.  NIMH  grants  available.  Submit  inquiries  to  Director,  William  S.  Hall 
Psychiatric  Institute,  P.  O.  Box  119,  Columbia,  South  Carolina  29202. 

EQUAL  OPPORTUNITY  EMPLOYER 
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A clinical  supply  of  this  new  aspirin  formulation  may  be  requested. 


Nothing  new  about  Synirin  other  than 
. . . it’s  a stable,  uncoated,  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 


Synirin. 

ASPIRIN  5 GR.— PENTOBARBITAL  1/B  Gfl. 

ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills ) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

EACH  UNCOATED  TABLET  CONTAINS: 

Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

*May  be  habit  forming. 

Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1000  TABLETS 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  23261 

Sconce  / ¥36 


Solfoton 

SEDATION  WITHOUT  DEPRESSION 

EACH  TABLET  OR  CAPSULE  CONTAINS: 

Phenobarbital 16  mg. 

(Warning:  may  be  habit-forming) 

Bensulfoid  (See  PDR) 65  mg. 

Precaution:  same  as  16  mg.  phenobarbital 

DOSAGE:  One  tablet  or  capsule  every  6 hours  will 
sustain  mild  sedation. 

Available  in  three  forms  to  satisfy 
prescribing  circumstances: 

TABLETS  100s  500s  5000s 

CAPSULES  100s  500s  1000s 

TABLETS  S/C  100s  500s  4000s 

Federal  law  prohibits  dispensing  without  prescription 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  2326  1 

Effince  / YS6 


Emotional  stress  can  be  just  as  destructive  to  the 
individual  as  turbulent , ravaging  flood  waters  are 
to  land  and  property.  Solfoton  will  contribute  to 
the  maintenance  of  a mental  climate  for  purpose- 
ful living. 


There’s  safety  in  numbers 


30. 

50. 

6/600,000. 


At  least  in  these  numbers.  For  they  represent  the  vast 
clinical  experience  with  BUTISOlSodium  (sodium 
butabarbital).  For  more  than  30  years,  doctors  have 
relied  on  its  relaxing  sedative  effect. . . have,  in  fact, 
made  it  one  of  their  50  most  frequently  prescribed 
medications.  (Prescribing  it  over  61/2  million  times 
last  year  alone). 

This  solid  vote  of  confidence  is  based,  of  course, 
on  a number  of  distinct  benefits.  Among  them: 

1.  BUTISOL  Sodium  is  highly  predictable:  minor 
dosage  adjustments  are  usually  all  that's  needed 
to  produce  the  desired  degree  of  relaxation. 

2.  Its  action  is  prompt,  smooth,  relatively 
non-cumulative:  BUTISOL  Sodium  begins  to  work 
within  30  minutes. . .yet  because  of  its  intermediate 
rate  of  metabolism,  there  is  generally  neither  a 
“roller-coaster"  nor  a “hangover"  effect. 

3.  It  is  remarkably  well  tolerated. 


4.  It  saves  your  patients  money:  costs  less  than 

half  as  much  as  they  would  pay  for  most  commonly 
used  sedative  tranquilizers. *  * 

Such  extensive  experience  is  your  assurance  that  with 
BUTISOL  Sodium  you  face  no  surprises.  And  there's 
convenience  in  numbers,  too.  BUTISOL  Sodium  offers 
you  3 dosage  forms  and  4 strengths  to  make  dosage 
adjustment  easy. 

*Based  on  surveys  of  average  daily  prescription  costs. 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates. 
Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may  react  with 
marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose 
levels,  skin  rashes,  "hangover"  and  systemic  disturbances 
are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to 
30  mg.  t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  1 00  mg. 

Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.; 

Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 

Buticaps®  [Capsules  ButisolSodium  (sodium  butabarbital)] 
15  mg.,  30  mg.,  50  mg.,  100  mg. 


Buliisol  SODIUM’ 

(SODIUM  BUTABARBITAL) 

THE  F^THAT  SAYS  “RELAX" 

( McNEIL  | 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 


Efudex 

(fluorouracil) 

cream  solution 


In  the  treatment  of 
solar/actinic  keratoses  - 

An  alternative 
to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/ actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  completely 
Residual  mild  erythema  remains  in  some 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residual 
lesions  or  recurrences. 


<roche) 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


An  alternative 
to  conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
topical  alternative  to  cryosurgery,  electrodesiccation 
and  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
keratoses.  It  is  effective,  comparatively  inexpensive  and 
especially  well  suited  for  treatment  of  these  multiple 
lesions.  Important,  too,  is  the  highly  desirable  cosmetic 
result.  Clinical  experience  demonstrates  that  treatment 
with  Efudex  results  in  an  extremely  low  incidence  of 
scarring.  * 

Highly  effective 

In  clinical  trials,  depending  on  the  dosage  form 
and  strength  used,  complete  involution  occurred  in 
77  to  88  per  cent  of  lesions  following  treatment.  The 
rate  of  recurrence  was  low,  ranging  from  1 .7  to  5.6  per 
cent  up  to  a year  after  completion  of  therapy.  When 
new  lesions  appeared,  repeated  courses  of  Efudex 
therapy  proved  effective/" 

Predictable 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
of  Efudex  therapy.  The  response  is  usually  characteris- 
tic and  predictable.  After  three  or  four  days  of  treat- 
ment, erythema  begins  to  appear  in  the  area  of  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 
The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks  of 
discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  or  three 
months  before  gradually  receding.  Since  this  response 
is  so  predictable,  lesions  which  do  not  respond 
should  be  biopsied. 

Two  strengths— two 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
as  a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
with  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
portant considerations:  First,  please  consult  the  com- 
plete prescribing  information  for  precautions,  warnings 

"Data  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions : If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers— 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxy  propyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


A 


new 

Efudex 

(fluorouracil) 

s cream/solution 


DEATHS 


DR.  R.  R.  COLEMAN 

Dr.  Ralph  R.  Coleman  of  847  Colony  Drive, 
Charleston,  died  February  20.  Dr.  Coleman 
was  a graduate  of  the  Medical  University  of 
South  Carolina  and  interned  at  Grady  Mem- 
orial Hospital,  Atlanta.  He  was  a clinical  asso- 
ciate professor  of  medicine  at  the  Medical 
University  where  he  specialized  in  internal 
medicine.  Dr.  Coleman  had  been  a fellow  of 
the  American  College  of  Physicians  since 
1951  and  served  as  president  of  the  South 
Carolina  Society  of  Internal  Medicine  in  1965. 


DR.  L.  H.  McCALLA 

Dr.  Lawrence  Howell  McCalla,  74,  died 
February  21  in  a Greenville  hospital.  Dr. 
McCalla  was  a graduate  of  the  Georgia  Medi- 
cal College  and  did  post-graduate  work  at 
the  University  of  Pennsylvania  and  the  Mayo 
Clinic.  He  had  practiced  medicine  in  Green- 
ville since  1923.  He  was  a past  president  of 
the  Greenville  County  Medical  Society  and  a 
member  of  the  South  Carolina  Medical  Asso- 
ciation, the  American  College  of  Surgeons  and 
the  American  Board  of  Abdominal  Surgery. 


DR.  H.  H.  HARRIS 

Dr.  Herbert  H.  Harris,  83,  a well  known 
Anderson  physician  died  February  25  in  the 
Veterans  Hospital  in  Johnson  City,  Tennessee, 
after  an  illness  of  several  years.  Dr.  Harris 
was  a graduate  of  the  Medical  College  of  Vir- 
ginia and  practiced  medicine  in  Anderson  for 
55  years. 

DR.  H.  M.  WHITWORTH,  JR. 

Dr.  Horace  Marett  Whitworth,  Jr.,  61,  of 
114  Knollwood  Lane,  Greenville,  died  March 
16.  He  was  on  the  staff  of  St.  Francis  Hos- 
pital and  also  Greenville  General  Hospital. 
Dr.  Whitworth  was  a member  of  the  Ameri- 
can and  Southern  Medical  Association,  the 
South  Carolina  Medical  Association,  the 
Greenville  County  Medical  Society,  the  Amer- 
ican Academy  of  General  Practice  and  the 
South  Carolina  Academy  of  General  Practice. 


DR.  R.  E.  QUINN 

Dr.  Robert  Earl  Quinn,  48,  well-known 
Georgetown  physician,  died  March  26  after  a 
period  of  declining  health.  Dr.  Quinn  was  a 
graduate  of  the  Medical  University  of  South 
Carolina  and  was  established  in  practice  with 
Drs.  Miller-Tiller-Morrison.  He  was  a member 
of  the  Georgetown,  South  Carolina  and 
American  Medical  associations  and  a member 
of  the  board  of  directors  of  the  Academy  of 
General  Practice.  He  was  a charter  member  of 
the  American  Board  of  Family  Practice.  Dr. 
Quinn  was  the  author  of  the  poems  which 
have  been  appearing  recently  in  the  Journal 
of  the  South  Carolina  Medical  Association. 


DR.  W.  C.  WILSON 

Dr.  William  C.  Wilson,  69,  of  105  Hamp- 
shire Drive,  Columbia,  died  March  27  after  a 
brief  illness.  Dr.  Wilson  graduated  from 
Jefferson  Medical  College  in  Philadelphia  in 
1924  and  served  on  the  staff  there  for  a num- 
ber of  years.  Before  his  retirement  in  1970, 
Dr.  Wilson  was  medical  director  of  Employers 
Liability  Corporation  and  Crown  Cork  and 
Seal. 


DR.  R.  P.  WALTON 

Dr.  Robert  Petrie  Walton,  distinguished 
pharmacologist  of  the  Medical  University  of 
South  Carolina,  passed  away  March  27  at  the 
age  of  66  at  a Charleston  hospital  following  a 
stroke.  Dr.  Walton  served  continuously  as 
professor  and  chairman  of  the  Department  of 
Pharmacology  since  joining  the  Medical  Uni- 
versity faculty  in  1942.  He  was  closely  in- 
volved in  the  progress  of  the  Medical  Univer- 
sity, holding  appointments  as  chairman  of  the 
Admission  Committee,  Faculty  Committee  on 
Construction  of  the  Teaching  Hospital  and 
Committee  on  Construction  of  the  Research 
Building.  He  also  served  as  Coordinator  of 
Research  over  the  past  decade.  He  earned  his 
M.D.  degree  from  the  University  of  Chicago 
School  of  Medicine. 
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Reaction  to  Biting  Insects 


Please  send  case  reports  of  patients  with  a 
reaction  to  biting  insects,  their  skin  test  re- 
sults, to  hyposensitization  to  Dr.  Claude  A. 
Frazier,  Doctor’s  Park— Building  4,  Asheville, 
North  Carolina  28801. 

As  a member  of  the  insect  committee  to 
study  biting  insects  of  the  American  Academy 
of  Allergy,  Dr.  Frazier  is  making  a survey  of 
patients  who  have  had  a reaction  to  biting 
insects  and  the  results  from  hyposensitiza- 


tion. He  needs  physicians  to  send  the  clinical 
history  of  patients  with  reaction  to  biting 
insects,  their  skin  test  results,  and  the  results 
to  hyposensitization.  A thorough  report  stating 
the  specific  type  of  reaction  is  needed.  The 
category  of  biting  insects  includes  mosquito, 
deer  fly,  red  bug,  spider,  gnat,  black  ant,  red 
ant,  and  flea.  This  group  does  not  include 
stinging  insects  such  as  bees,  wasps,  and 
hornets. 


Book  Review 


SURGERY  AND  BIOLOGY 
OF  WOUND  REPAIR.  By 
Earl  E.  Peacock,  Jr.,  M.  D., 
and  Walton  Van  Winkle,  Jr., 
M.  D.,  W.  B.  Saunders  Com- 
pany, Philadelphia,  London, 
Toronto,  1970,  pp.  630,  $21.50. 

The  combination  of  plastic 
surgeon  and  surgical  biologist 
as  co-authors  has  produced  a 
treatise  on  wound  healing  that 
should  serve  as  a reference  text 
for  the  biochemist,  the  physiolo- 
gist and  other  students  of  the 
basic  medical  sciences.  The 
book,  however,  is  written  as  well  for  the  surgeon 
with  many  clinical  references,  diagrams  and  illustra- 
tions. 


Although  of  necessity  the  section  on  biochemistry 
is  highly  technical,  generally  the  book  has  an  easy 
style  as  though  one  surgeon  talks  to  another  about 
his  interesting  cases.  The  authors  have  avoided  much 
of  the  sterotyped  language  prevalent  in  current  medi- 
cal writing. 

The  “Biologic  Surgical  Approach”  is  repeatedly 
emphasized.  The  authors  encourage  the  study  and 
evaluation  of  wounds  and  the  application  of  knowl- 
edge gained  to  the  advantage  of  the  patient.  This 
approach  would  involve  the  manipulation  of  processes 
rather  than  the  empirical  use  of  dogmatic  principles. 

Although  the  basic  general  theme  is  a complex 
study  of  wound  healing,  specific  problems  such  as 
tendon  repair,  burns  and  skin  grafting  are  considered 
in  depth.  This  book  should  be  a welcomed  addition 
to  any  surgeon’s  library. 


May,  1971 
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Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  12  rolls. 

J ARCH  LABORATORIES 

[jj  A ill  319  South  Fourth  Street.  St.  Louis,  Missouri  63102 
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WINCHESTER 

“CAROLINAS’  HOUSE  OF  SERVICE ” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 


We  have  salesmen  living  in  South  Carolina  to  serve  you 


I 


$ 


| 

^ We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver-  ^ 
^ tised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 


One  tabfefq.i.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  Include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

I THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 

TRADEMARK  BITABS  U.S.  PATENT  NO.  3.004.893  9/70  0-009 A 161 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


A 

BUILDING  BLOCK 
TO  RECOVERY 


therapy 


DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i.d. 


Trypsin  100  000  N.F  Unit,  O|inotrypsin  8.000  N.F.  Unity; 
n!  in  tryptic  sctnity  to  40  ml  of  N F trypiin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


The  causes  of  vaginitis 
are  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — compreh 
therapy  that  combats  all  three  major  \ 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide  . 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


indications:  Known  sensitivity  to  sulfonamides, 
jtions/ Adverse  Reactions:  The  usual  precautions  for  topical 
'stemic  sulfonamides  should  be  observed  because  of  the  pos- 
of  absorption.  Burning,  increased  local  discomfort,  skin 
jrticaria  or  other  manifestations  of  sulfonamide  toxicity  ore 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nolly  once  or  twice  daily. 

Supplied:  Cream  - Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV-104  2/71  Y-U9 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


A/C 

The  treatment  is  singular 
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NOTE:  The  high  therapeutic  index 
of  Trocinale  permits  its  administra- 
tion in  dosage  sufficient  to  relieve 
smooth  muscle  spasm  promptly. 
400  mg.  dosage  usually  creates  a 
therapeutic  blood  level.  In  reducing 
dosage  after  relief,  lengthening  the 
time  between  dosage  rather  than  lessen- 
ing the  recommended  dose  is  preferable. 
The  prompt  direct  action  allows  a 
consciousness  of  the  fast  suggestion  of 
return  of  symptom  ...  a guide  to  dose 
spacing  and  to  determining  when  treat- 
ment is  complete.  A prescription  for 
twelve  or  sixteen  400  mg.  tablets  will 
usually  correct  spasm  and  leave  a few 
tablets  for  a reserve. 


TROCINATE 

Brand  THIPHENAMIL  HC1 

400  mg./100  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS— MUCOUS  COLITIS 
...  the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  ( J.  Urol. 
73:487-93 ) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 


WILLIAM  P.  PO YTHRESS  & CO.,  INC 
RICHMOND,  VIRGINIA  23217 

S ofi'TUed/caf’ f^lhlbmaceu&cafL 
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IN  ASTHMA  optional 

in  emphysema  therapy 


AH  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  lA  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.l.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


Someone 

acutely  ill 
needs  this 


It’s  available  because  of  Medicenter. 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  acute 
care  facilities.  A professional  medical  staff  supervises 
all  recuperative  care  under  the  direct  orders  of  each  pa- 
tient’s personal  physician.  Room  rates  are  nominal  — 
about  one-half  the  cost  of  general  hospitals.  And  there’s 
a growing  list  of  insurance  companies  that  already  provide 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  community’s 
health  care  system.  Get  to  know  the  Medicenter  soon.  Your 
visit  or  inquiry  is  welcome  anytime. 


fltce  Place  to  §et  ’Well 


Medicenter  of  America  / Columbia  • Spartanburg,  South  Carolina 


anxiety: 
a time  bomb 


Unless  "defused,"  anxiety  may  build  up  to  an  intensity  that  can  over- 
whelm the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronioiJIness 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  nsn% 
interfere  with  recovery.  g B ^ 
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The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjunctjfyel1 
or  alone  — has  demonstrated  clinical  usefulness  in  many  fields  of  medical 


practice  where  anxiety  complicates  the  patient's  condition. 
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Librium 

(chlordiazepoxide 

HCl) 

5-mg,10-mg, 

25-mg  capsules 
up  to  100  mg  daily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 

known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 
patic function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies  may 
be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagula- 
tion have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 

ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 

In  a few  instances,  syncope  has  been  re- 
ported. Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  in- 
creased and  decreased  libido— all  infre- 
quent and  generally  controlled  with  dos- 
age reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  re-  * 
ported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests  ad- 
visable during  protracted  therapy. 


\ Roche  Laboratories 
ROCHE  / Division  of  Hoffmann-La  Roche  Inc. 
s__y  Nutley,  N.J.  07110 
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Simple,  accurate  test  for  glycosuria 


TES-TAPE 

URINE  SUGAR  ANALYSIS  PAPER 


Leadership  in 
Diabetes  Research 
for  Half  a Century 


Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 


DU-7019 


Who’s  afraid  of  the 
big  bad  enema? 


We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia 
It  can  do  almost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour  Gone  are  the  tubing,  the  accidents  . 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax’.. .it’s  predictable 

bisacodyl 
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THE  SEAL  OF  SERVICE 

Look  for  this  seal  in  your 
neighborhood  pharmacy. 

Appearing  in  as  many  as  400  Local  Drugstores  in 
42  Counties  of  South  Carolina.  For  members  of 
groups  with  Out-Of-Hospital  Prescription 
Drug  benefits,  Blue  Cross  will  pay  the  drugstore 
directly.  Simply  present  your  Prescription  Drug 
ID  Card  to  your  nearest  participating  Pharmacy. 

Ask  us  about  this  new  service. 


Create  a 
time 


What  to  do 
until ..  . 
suppositories 

work: 


Read 
‘War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work.1-3  Some- 
times two.4  Sometimes  more.3  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients,5  and 
not  infrequently  produce  smarting,  burning  and  tenesmus.6 

Alternative  to  the  long  unpleasant  wait:  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


am 


C B FLEET  CO  INC 
Lynchburg,  Va.  24505 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
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(fluorouracil) 

cream  solution 


In  the  treatment  of 
solar/actinic  keratoses  - 

An  alternative 
to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/ actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  completely 
Residual  mild  erythema  remains  in  some 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residual 
lesions  or  recurrences. 


An  alternative 
to  conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
topical  alternative  to  cryosurgery,  electrodesiccation 
and  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
keratoses.  It  is  effective,  comparatively  inexpensive  and 
especially  well  suited  for  treatment  of  these  multiple 
lesions.  Important,  too,  is  the  highly  desirable  cosmetic 
result.  Clinical  experience  demonstrates  that  treatment 
i with  Efudex  results  in  an  extremely  low  incidence  of 
scarring/ 

Highly  effective 

In  clinical  trials,  depending  on  the  dosage  form 
and  strength  used,  complete  involution  occurred  in 
77  to  88  per  cent  of  lesions  following  treatment.  The 
rate  of  recurrence  was  low,  ranging  from  1 .7  to  5.6  per 
cent  up  to  a year  after  completion  of  therapy.  When 
new  lesions  appeared,  repeated  courses  of  Efudex 
therapy  proved  effective.* 

Predictable 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
of  Efudex  therapy.  The  response  is  usually  characteris- 
tic and  predictable.  After  three  or  four  days  of  treat- 
ment, erythema  begins  to  appear  in  the  area  of  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 
The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks  of 
discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  or  three 
months  before  gradually  receding.  Since  this  response 
is  so  predictable,  lesions  which  do  not  respond 
should  be  biopsied. 

Two  strengths— two 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
as  a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
with  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
portant considerations : First,  please  consult  the  com- 
plete prescribing  information  for  precautions,  warnings 

*Data  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported— insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 
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when  manhood  ebbs 

r\r  io  HaIoUaH  due  to  testicular 
V^l  IO  UwICiy  wU  hormonal  insufficiency 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  10  mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boys  to  avoid  premature  epiphyseal  closure... and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2,  5,  and  10  mg. 

Halotestin, s 

(fluoxymesterone 
Upjohn) 

oral  replacement  with 
parenteral-like  potency 


Upjohn 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Halotestin 

(fluoxymesterone,  Upjohn) 

Orally  active  androgen  about  5 times  as  potent 
in  anabolic  and  androgenic  activity  as  methyltes- 
tosterone.  Halotestin  (fluoxymesterone)  induces 
significant  retention  of  calcium  and  potassium, 
but  retention  of  sodium  not  marked.  Doses  below 
20  mg.  daily  have  little  effect  in  producing 
creatinuria. 

Indications  Male:  Replacement  therapy  in  tes- 
ticular hormone  deficiency  states.  Prevents  atro- 
phy of  the  accessory  male  sex  organs  following 
castration  for  as  long  as  therapy  is  continued. 
Impotence  and  male  climacteric  symptoms  when 
due  to  androgen  deficiency.  Primary  eunuchoid- 
ism and  eunuchism.  Delayed  puberty  when  es- 
tablished as  not  a simple  familial  trait.  Indicated 
for  those  symptoms  of  panhypopituitarism  re- 
lated to  hypogonadism,  however,  appropriate 
adrenal  cortical  and  thyroid  hormone  replace- 
ment therapy  remain  of  primary  importance. 
Female:  Palliation  of  androgen-responsive,  ad- 
vanced, inoperable  breast  cancer  in  women  be- 
tween 1 and  5 years  postmenopausal  or  women 
in  whom  castration  has  shown  the  tumor  to  be 
hormone  dependent.  Prevention  of  postpartum 
breast  manifestations  of  pain  and  engorgement; 
there  is  no  satisfactory  evidence  that  this  drug 
prevents  or  suppresses  lactation  per  se.  In  os- 
teoporosis androgens  may  be  of  adjunctive 
value  to  adequate  considerations  of  diet,  cal- 
cium balance,  physiotherapy  and  general  health 
promoting  measures.  Males  and  Females:  In  the 
treatment  of  protein  depletion  states  which  oc- 
cur in  geriatric  patients,  in  debilitation  states,  in 
chronic  corticoid  therapy,  resistant  fractures; 
cryptorchidism;  creating  a positive  nitrogen  bal- 
ance, tissue  repair  and  other  anabolic  effects. 
Androgenic  steroids  may  produce  a response  in 
aplastic  anemias,  myelofibrosis,  myelosclerosis, 
agnogenic  myeloid  metaplasia  and  hypoplastic 
anemias  due  to  malignancy  or  myelotoxic  drugs. 
Androgens  are  not  of  value  in  other  anemias. 
Contraindications  Pregnancy  (may  virilize  fe- 
male fetus),  mammary  carcinoma  in  the  male, 
prostatic  carcinoma,  severe  liver  disease,  severe 
cardiorenal  disease  and  severe  persistent  hy- 
percalcemia. 

Precautions  Employ  with  caution  in  young  boys 
to  avoid  precocious  sexual  development  and 
premature  epiphyseal  closure.  Androgens  tend 
to  promote  retention  of  sodium  and  water,  there- 
fore, watch  for  edema— particularly  in  the  elderly. 
Incidence  and  severity  of  edema  have  been 
minimal  and  have  been  associated  only  with 
high  doses  used  for  palliation  of  breast  cancer. 
Hypercalcemia  may  occur,  particularly  in  patients 
with  metastatic  breast  carcinoma;  if  this  occurs 
the  drug  should  be  discontinued.  Changes  in 
liver  function  tests,  such  as  increased  BSP  re- 
tention and  SGOT  levels,  can  occur  during  ther- 
apy. Jaundice  has  been  rarely  reported.  If  liver 
function  tests  are  altered,  discontinue  medica- 
tion or  reduce  dose.  Priapism  is  indicative  of 
excessive  dosage  and  is  indication  for  tempo- 
rary withdrawal  of  drug.  When  treating  protein 
depletion  states  or  osteoporosis,  an  adequate 
diet  should  be  provided  and  prolonged  immobili- 
zation avoided  whenever  possible.  When  treating 
aplastic  or  hypoplastic  anemias,  androgen  ther- 
apy should  not  replace  other  measure  such  as 
transfusion,  correction  of  iron  deficiency,  anti- 
bacterial therapy,  and  the  use  of  corticosteroids. 
Adverse  reactions  Nausea,  dyspepsia,  men- 
strual irregularities,  hepatic  dysfunction,  pria- 
pism, edema,  precocious  sexual  development, 
and  premature  epiphyseal  closure  in  young 
patients  have  been  reported.  Male  — Prolonged 
administration  or  excessive  dose  may  cause 
inhibition  of  testicular  function  with  oligospermia 
and  decreased  ejaculation  volume.  Female- 
Large  doses  or  prolonged  administration  may 
produce  masculinization  with  signs  such  as  hir- 
sutism, deepening  of  the  voice,  enlargement  of 
the  clitoris,  acne,  and  sometimes,  increased 
libido. 

Supplied  Tablets:  2 mg.,  scored  — bottles  of  100./ 
5 mg.,  scored  — bottles  of  50  /10  mg.,  scored 
— bottles  of  50. 

For  additional  product  information,  see  your 
Upjohn  representative  or  consult  the  package 
circular. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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I ARCH  LABORATORIES 

|\  j 319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


A matter  of  life  and  death! 
How  do  you  decide? 

Abortion  . . . chronic  dialysis  . . . arti- 
ficial insemination  . . . organ  trans- 
plant . . . euthanasia  — where  do  you 
stand  on  these  controversial  issues? 

Prominent  physicians  give  the  pros 
and  cons  of  choices  forced  upon  them. 

If  you  are  concerned  about  the  ethi- 
cal, moral,  and  religious  aspects  of 
the  life  and  death  decisions  you  must 
make,  this  book  is  for  you. 
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A PALEOPATHOLOGIC  EXERCISE- 
THE  CHARLESTON  MUSEUM  MUMMY 


WILLIAM  A.  GARDNER,  JR.,  M.D.,  and 
CHARLES  N.  GRIFFIN,  M.D. 
Departments  of  Pathology  and  Radiology, 
Medical  University  of  South  Carolina; 
and  Laboratory  and  Radiology  Services, 
Veterans  Administration  Hospital 
109  Bee  Street 

Charleston,  South  Carolina  29103 


Around  the  turn  of  the  century,  the  term 
paleopathology  was  coined  to  refer  to  the 
study  of  diseases  in  ancient  times.  Over  the 
ensuing  years,  many  studies  of  fossilized 
specimens,  primitive  art  objects,  skeletal  re- 
mains, and  mummified  specimens  have  con- 
tributed much  to  the  understanding  of  the 
disease  processes  of  antiquity.  The  remarkable 
degree  of  preservation  seen  in  many  mum- 
mified specimens  has  even  allowed  the  micro- 
scopic examination  of  mummified  tissues. 
Radiographic  examination  of  mummies  has 
been  invaluable  from  the  standpoint  of  making 
precise  pathologic  diagnoses  and,  in  addition, 
has  on  many  occasions  indicated  the  presence 
of  unsuspected  valuables. 

For  many  years,  a favorite  attraction  in  the 
Charleston  Museum  has  been  that  section 
dealing  with  life  in  ancient  Egypt.  The  high- 
light of  this  exhibit  is  an  authentic  Egyptian 
mummy.  (Figure  la)  This  mummy  was 
obtained  from  a Bedouin  sheik  in  the  desert 
outside  Cairo  in  1887  by  the  U.  S.  Counsel 
General  Horatio  G.  Wood.  In  1893,  the 
Charleston  Museum  purchased  the  mummy 
from  Wood  for  $200.  The  mummy  has  been 
authenticated  by  Egyptologists  and  dates 


from  the  Roman  period,  approximately  the 
second  century  A.D. 

In  1932,  Charleston  roentgenologist,  Dr. 
Robert  B.  Taft,  radiographed  the  mummy  and 
noted  clavicular  and  rib  fractures.  In  review- 
ing prints  of  these  early  x-ray  films,  an 
intriguing  finding  was  the  apparent  radio- 
density of  intervertebral  disc  spaces.  In  the 
modem  radiological  literature1  such  an  ap- 
pearance of  the  intervertebral  discs  is  said  to 
be  pathognomonic  of  the  rare  metabolic  dis- 
ease alkaptonuric  arthritis  (ochronosis).  (The 


Figure  la.  The  Charleston  Museum  mummy  “at 
home”. 
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present-day  incidence  of  alkaptonuria  is  esti- 
mated between  1 in  10,000,000  and  1 in 
100,000.  ) This  observation  in  the  Charleston 
Museum  mummy  was  of  particular  interest 
inasmuch  as  several  authors2’3  have  reported 
diagnostic  changes  of  alkaptonuric  arthritis 
in  Egyptian  mummies.  Other  authors4  have 
questioned  this  diagnosis  on  the  grounds  that 
this  finding  has  been  observed  in  a number 
of  Egyptian  mummies  and  it  would  be 
highly  unlikely  that  alkaptonuria  was  so 
prevalent  in  ancient  Egypt.  This  continues  to 
be  a point  of  some  controversy  in  the  paleo- 
pathological  literature. 

Because  the  old  x-ray  prints  were  some- 
what over-exposed  and  interpretation  was 
difficult,  the  mummy  was  removed  from  its 
display  and  additional  radiographs  were  taken 
with  emphasis  on  the  vertebral  column. 

A composite  radiographic  picture  of  the 
mummy  is  seen  in  Figure  lb.  Positive  radio- 
graphic  findings  included  a fracture  of  the 
left  6th  rib  as  well  as  a fracture  of  the  mid- 
shaft of  the  right  clavicle,  (both  with  no 
evidence  of  healing),  several  broken  teeth, 
the  viscera  removed,  and  the  body’s  cavities, 
including  the  skull,  filled  with  some  dense 
material,  (mud  from  the  banks  of  the  Nile 
was  commonly  used  for  this  purpose).  In  the 
chest,  there  is  a large  double  roll  of  material, 
possibly  a papyrus  book  of  prayers  such  as 
the  “Book  of  the  Dead.”  A similar  oblong 
density  is  also  noted  in  the  pelvis.  Other  radio- 
graphic  findings  include  a female  type  pelvis, 
some  osteoarthritic  lipping  of  the  vertebrae, 
and  in  general,  bony  changes  consistent  with 
an  age  between  20  and  40.  The  thoracic  and 


4. 

5. 

6. 

Figure  lb.  Composite  radiograph  of  mummy. 


Figure  2.  Lateral  view  of  vertebrae  showing 
loss  of  intervertebral  space  and  overlapping  of 
vertebrae  which  produced  an  apparent  inter- 
vertebral density  on  AP  view. 

lumbar  intervertebral  “calcification”  is  of 
particular  interest  as  it  is  more  apparent  than 
real.  Close  examination  (Figure  2)  shows  the 
intervertebral  spaces  to  be  markedly  nar- 
rowed. The  superior  and  inferior  margins  of 
the  vertebral  bodies  appear  quite  dense  due  to 
the  loss  of  soft  tissue  within  bone  and  adjacent 
to  it.  In  addition,  slightly  untrue  lateral  radio- 
graphs have  produced  superimposition  of  the 
superior  and  inferior  margins  of  the  vertebral 
bodies.  True  calcification  of  the  intervertebral 
disc  space  is  thus  not  present. 

In  this  case,  the  diagnosis  of  alkaptonuric 
arthritis  was  excluded  by  close  inspection  of 
radiographs.  Paleopathology,  nevertheless, 
continues  to  be  a fascinating  avocation  and  by 
providing  information  on  geographical  and 
historical  disease  distributions  gives  broader 
perspective  to  our  view  of  contemporary  dis- 
eases. 

Acknowledgement:  The  authors  gratefully  acknowl- 
edge the  assistance  provided  by  the  staff  of  the 
Charleston  Museum,  E.  Milby  Burton,  Director. 
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When  young  Jack  Sims  left  Hanging  Rock, 
South  Carolina,  in  late  1813  to  become  a 
lieutenant  in  the  state  militia,  he  was  more 
concerned  about  the  British  advancing  on 
Washington  than  predicting  the  future  career 
of  his  son.  Little  did  he  nor  any  one  else 
realize  that  the  young  infant  he  left  at  home 
would  become  a world  renowned  surgeon  of 
the  stature  to  earn  him  the  title,  Father  of 
Modern  Gynecology.  Sim’s  contributions  to 
the  field  of  gynecological  surgery  were  monu- 
mental. In  looking  into  the  manner  in  which 
he  assaulted  each  problem,  one  cannot  but  be 
amazed  with  his  imaginativeness  and  zeal.  Of 
the  many  stories  which  surrounded  his  numer- 
ous accomplishments,  the  evolution  of  the 
repair  for  vesicovaginal  fistula  aptly  depicts 
J.  Marion  Sims  as  both  surgeon  and  human- 
itarian. 

The  story  of  Anarcha,  Betsy  and  Lucy  and 
the  vesicovaginal  fistula  began  more  than 
eleven  years  after  Sims  had  been  a medical 
student  in  Charleston,  South  Carolina.  Up 
until  1845  he  was  quite  sure  that  he  wanted 
nothing  to  do  with  the  diseases  of  women  and 
quickly  referred  such  cases  to  more  experi- 
enced physicians.  But  in  the  summer  of  that 
year,  he  saw  three  cases  which  eventually 
lured  him  into  the  field  which  he  hated. 

One  day  Sims  was  asked  by  Dr.  Henry,  a 
local  physician  near  Montgomery,  Alabama, 
to  see  a young  seventeen  year  old  Negro  girl 
who  had  been  in  protracted  labor  for  three 
days  without  delivery.  The  young  girl 
Anarcha,  was  delivered  by  Sims  using  forceps 
without  any  great  difficulty.  The  case  was 
unremarkable  to  Sims  until  five  days  after 
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delivery  when  Dr.  Henry  told  him  that 
Anarcha  had  lost  control  of  her  bladder  and 
rectum  as  a result  of  the  infant’s  delivery. 
Quite  alarmed  by  the  news  of  this  complica- 
tion, Sims  quickly  went  to  the  Wescott  Planta- 
tion and  found  to  his  own  horror  that  in  both 
walls  of  the  vagina  there  were  great  holes 
where  the  tissue  had  sloughed  away  from  the 
continued  pressure  of  the  head  during  the 
protracted  labor. 

For  Sims  the  discovery  of  this  vesicovaginal 
fistula  was  upsetting.  From  his  medical 
education  he  remembered  that  such  a rupture 
of  the  bladder  was  very  rare  and  that  prob- 
ably he  would  never  see  an  actual  case  in  his 
practice.  After  researching  a little  more  on 
the  subject,  he  found  that  European  surgeons 
had  been  quite  unsuccessful  in  developing  an 
operation  for  closure  of  the  fistulae.  With 
deepest  regrets  Sims  informed  Anarcha’s 
master  that  the  injury  had  been  considered 
for  years  as  incurable  and  that  probably  she 
could  no  longer  work  as  a servant. 

Scarcely  a month  had  passed  when  another 
doctor  from  a nearby  county  referred  to  Sims 
a young  Negro  girl,  Betsy,  who  like  Anarcha 
had  a protracted  labor  and  developed  a simi- 
lar fistula  at  the  base  of  her  bladder.  Again 
Sims  could  only  send  a note  back  to  her 
master  saying  that  she  could  not  be  cured. 
The  next  month  brought  yet  another  ease  but 
Lucy’s  circumstances  were  somewhat  differ- 
ent, not  in  the  pathology  involved  but  rather 
in  that  the  slave  girl’s  owner,  who  was  a very 
determined  man,  refused  to  take  Sims’  “no 
cure”  verdict  as  the  final  answer.  He  then 
informed  Sims  that  the  girl  could  not  return 
to  the  plantation  without  something  being 
done. 

One  of  the  primary  problems  which  con- 
fronted previous  surgeons  was  the  difficulty 
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catheter  in  the  neck  of  the  bladder  to  divert 
the  urine  until  the  edges  of  the  fistula  had 
become  healed.  Not  only  did  he  think  of  cur- 
ing Lucy,  but  also  Anarcha  and  Betsy  as  well. 
In  fact,  he  was  so  encouraged  that  he  pro- 
ceeded to  scan  the  surrounding  areas  for  any 
other  women  who  had  been  afflicted  with  the 
same  problem.  Gradually,  he  had  to  double 
the  size  of  his  private  hospital  to  accom- 
modate the  sixteen  patients  who  had  been 
referred  to  him. 

Finally,  in  December,  1845,  the  leaders  of 
Montgomery,  Alabama’s,  medical  profession 
gathered  in  Sims’  little  hospital  to  witness 
surgical  history.  Sims  placed  Lucy,  whom  he 
had  chosen  as  his  first  subject,  in  the  knee- 
chest  position  and  well  fortified  her  with 
opiates  to  withstand  the  operative  pain.  After 
having  established  adequate  exposure,  he  pro- 
ceeded to  excise  the  edges  of  the  fistula.  Sims 
quickly  discovered  that  although  his  exposure 
and  lighting  were  quite  good,  working  in  such 
a cramped  space  taught  him  to  use  his  fingers 


Figure  1.  Using  the  knee-chest  position  and  the 
pewter  spoon  retracters,  Sims  could  easily  visual- 
ize the  anterior  vaginal  wall. 

of  gaining  adequate  exposure  for  surgical 
repair  of  the  fistula.  The  conventional 
lithotomy  position  did  not  allow  sufficient 
visualization  of  the  anterior  wall  of  the  vagina. 
But  one  day  Sims,  in  trying  to  relieve  retro- 
version of  the  uterus  in  a multiparous  female, 
realized  that  in  the  knee-chest  position  he 
could  distend  the  vagina  and  adequately  see 
the  anterior  wall.  Immediately  he  thought 
back  to  Lucy  with  the  idea  that  possibly  if  he 
could  see  the  lesion,  he  might  be  able  to 
repair  it.  With  the  help  of  large,  bent  pewter 
spoons  for  retractors  Sims  instructed  his  two 
apprentice  medical  students  to  stand  on  each 
side  of  him  and  hold  back  the  walls  of  the 
vagina  (Figure  1).  As  the  mouth  of  the  vagina 
dilated,  Sims  saw  what  no  man  had  ever 
seen  as  easily  before— the  fistula  was  quite 
evident  with  its  edges  clearly  defined  (Figure 
2). 

Sims  was  elated.  He  felt  that  he  could  trim 
the  edges  of  the  fistula  and  bring  them  to- 
gether easily  with  sutures  while  keeping  a 


Figure  2.  The  typical  vesicovaginal  fistula 
which  Sims  observed,  usually  occurred  in  the 
lower  one-third  of  the  vagina,  adjacent  to  the 
symphysis  pubis. 
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much  more  adeptly  than  he  could  ever 
imagine.  One  by  one  he  placed  the  silk 
sutures  and  tied  them  down  as  tightly  as  he 
could,  although  the  confinements  of  the 
vagina  did  not  allow  him  to  secure  them  as 
snugly  as  he  wished. 

The  next  problem  with  which  he  had  to 
contend  was  diverting  the  flow  of  urine  while 
the  edges  of  the  fistula  healed.  Previously 
other  surgeons  had  maintained  it  was  impos- 
sible to  keep  a catheter  in  the  bladder  long 
enough  to  obtain  a cure.  Never  having  tried 
this  before,  Sims  only  took  their  advice  and 
proceeded  to  do  something  different.  Instead 
he  inserted  a small  piece  of  sponge  into  the 
bladder  neck  with  a string  hanging  from  it  to 
draw  away  the  urine  as  would  a wick  from  a 
reservoir.  The  idea  was  ingenious  but  the 
results  were  catastrophic.  Five  days  after 
surgery  Lucy  showed  signs  of  fever,  tachy- 
cardia, and  toxic  manifestations  of  sepsis. 
Sims  realized  that  if  he  were  to  save  Lucy’s 
life,  he  had  to  remove  the  sutures  and  sponge 
to  find  out  what  was  happening.  The  sutures 
came  out  easily  enough  but  the  sponge  he  had 
inserted  was  firmly  entrenched.  Only  through 
a vigorous  display  of  force  did  he  withdraw 
the  sponge,  in  the  meantime  inflicting  such 


Figure  3.  Sims’  own  variation  of  the  metal 
urinary  catheter  was  introduced  at  end  c until  the 
tip  became  lodged  behind  the  symphysis  pubis. 
The  part  from  a to  b was  then  in  the  urethra 
while  the  outer  extremity  d hung  down  immedi- 
ately below  the  urethral  meatus.  The  downward 
projection  at  d served  the  double  purpose  of 
preventing  the  catheter  from  slipping  into  the 
bladder  and  of  preserving  its  orientation  in  the 
urethra.  If  the  catheter  were  allowed  to  revolve 
on  its  own  axis,  the  curved  end  c would  move  to  one 
side  or  even  so  far  as  to  occlude  completely  the 
end  of  the  catheter,  thereby  producing  bladder 
distention  and  stress  on  the  fresh  suture  line. 


pain  on  Lucy  that  she  appeared  to  be  on  the 
verge  of  death.  Ten  days  following  tin's 
episode  Sims  again  re-examined  Lucy  and 
found  that  the  enormous  fistula  had  dis- 
appeared but  in  its  place  along  the  line  of 
union  of  the  fistula  edges,  there  were  two 
small  holes  the  size  of  knitting  needles.  In 
other  words,  Sims  had  traded  one  large  fistula 
for  two  small  holes— seemingly  a step  in  the 
right  direction  but  nevertheless,  still  not  a 
cure. 

Betsy  was  next  to  be  repaired  but  this  time 
Sims  designed  a catheter  (Figure  3)  to  re- 
place the  sponge  which  brought  Lucy  so  close 
to  her  death.  The  urinary  diversion  was  suc- 
cessful but  as  with  Lucy,  Betsy  also  developed 
multiple  small  holes  along  the  line  of  suture. 
Unlike  Betsy  and  Lucy,  Anarcha  posed 
another  problem  in  that  not  only  did  she  have 
a vesicovaginal  fistula  but  also  a fistula  to  the 
rectum,  consequently  producing  a cloaca. 
Sims’  repair  was  nevertheless  partially  suc- 
cessful in  that  there  were  still  multiple  small 
holes  along  both  suture  lines. 

While  Anarcha,  Betsy,  and  Lucy  were 
recuperating  from  their  surgical  procedures, 
Sims  began  work  on  those  patients  who  had 
gathered  from  the  countryside.  With  each 
case  he  thought  he  was  very  close  to  success 
but  as  with  all  previous  repairs,  success  re- 
fused to  come.  The  pursuit  became  almost  an 
obsession  with  Sims.  Repeatedly  he  tried  again 
on  Anarcha,  Betsy,  and  Lucy  but  as  always, 
the  end  of  the  rainbow  never  appeared.  His 
medical  colleagues  gradually  began  to  won- 
der how  Sims  could  continue  these  repeated 
failures  without  suffering  further  humiliation. 
Eventually  his  family  urged  him  to  give  up  the 
idea  of  this  vesicovaginal  repair,  simply  for 
economic  reasons.  For  three  years  he  had  sup- 
ported a half-dozen  Negroes  in  his  hospital  at 
his  own  expense.  In  time  his  medical  assistants 
and  medical  students  no  longer  flocked  to 
assist  the  once  aspiring  surgeon.  So,  when 
Lucy  was  operated  upon,  it  was  Anarcha  and 
Betsy  who  held  the  retractors.  And  each  of 
the  three  girls  would  rotate  in  turn,  hoping 
that  in  aiding  Dr.  Sims,  he  would  find  a way 
that  they  too  could  be  repaired  and  again 
live  a normal  life. 
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Figure  4.  The  lead  shot  was  crushed  around  the 
wire  on  the  proximal  edge  of  the  fistula  and  then 
the  excess  wire  was  cut.  Along  the  distal  edge, 
Sims  fastened  the  shot  down  upon  the  wire  to 
approximate  closely  the  freshly  cut  edges  of  the 
fistula. 

Nevertheless,  Sims  did  not  give  up  the  idea. 
Every  month  or  two,  there  would  be  a con- 
tinued cycle,  each  of  the  three  girls  being 
operated  upon  and  then  a period  of  con- 
valescence during  which  Sims  would  come 
to  face  another  failure  despite  numerous 
modifications  of  the  technique.  And  then  one 
night  while  lying  in  bed,  an  idea  came  to  him. 
Perhaps  if  he  performated  a hole  in  a bird 
shot  pellet,  he  could  first  slide  the  lead  shot 
down  to  tighten  the  sutures  and  then  crush 
the  lead  in  a clamp  to  secure  it  in  place.  In 
doing  this,  Sims  hoped  to  occlude  the  small 
leaks  which  had  persistently  appeared  post- 
operatively  at  the  silk  suture  holes.  However 
ingenious  the  idea  might  have  been,  Lucy 
only  presented  him  with  another  in  a long  line 
of  failures  with  urine  still  leaking  at  a slow 
but  ever  noticeable  rate. 

Eventually,  after  changing  many  variables 


in  the  surgical  technique,  Sims  thought  that 
possibly  the  silk  suture  material  was  the 
underlying  cause  of  his  repeated  failures.  One 
day  while  toying  with  a small  piece  of  brass 
wire  attached  to  his  suspenders,  he  had  a 
fleeting  thought  that  perhaps  a similar  wire, 
made  of  silver,  could  be  used  as  suture 
instead  of  the  silk.  And  so,  he  would  try 
again.  In  May  of  1849  Sims  prepared  Anarcha 
for  her  thirtieth  operation.  With  a wire  of 
unalloyed  silver  made  by  the  local  jeweler, 
he  brought  the  edges  of  Anarcha’s  fistula  to- 
gether with  four  of  these  fine,  flexible  silver 
wires,  which  were  then  fastened  down  firmly 
with  the  small  piece  of  perforated  birdshot. 
As  in  the  many  times  before  he  inserted  the 
catheter  and  waited  for  the  success  which  he 
thought  by  then,  would  never  come. 

One  week  later  Sims  decided  that  he  should 
inspect  the  suture  line  and  face  up  to  the 
results.  Anarcha  was  placed  upon  the  oper- 
ating table  and  carefully  Sims  introduced  the 
speculum.  The  wire  sutures  lay  there  with 
their  bird  shot  attached  upon  them  just  as 
they  had  been  placed  one  week  earlier,  un- 
affected by  the  surrounding  inflammation. 
With  mixed  emotions  he  realized  there  was 
no  leak,  the  fistula  was  no  longer  there  and 
the  edges  were  healed.  It  had  been  almost 
four  years  since  Sims  had  first  examined 
Anarcha. 

The  following  month  Sims  modified  his 
technique  when  he  again  operated  on  Betsy. 
Previously,  with  Anarcha,  he  had  slipped  the 
lead  shot  down  around  both  wire  sutures  to 
tighten  the  suture  line.  Instead,  after  he  had 
passed  the  suture  through  the  tissue,  he 
crushed  a lead  shot  on  each  end  of  the  wire, 
thereby  leaving  the  suture  line  free  of  foreign 
material  (Figure  4).  A further  addition  was 
the  insertion  of  a lead  bar  beneath  each  row 
of  lead  shot  to  give  a more  uniform  com- 
pression along  the  healing  line  (Figure  5). 
In  this  final  form,  Sims  reported  his  tech- 
nique for  closing  the  vesicovaginal  fistula  in 
the  American  Journal  of  Medical  Sciences  in 
1852,  seven  years  after  attempting  his  first 
repair. 

It  is  interesting  to  note  that  with  all  the 
dozens  of  attempts  at  repair  in  an  area  rich  in 
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bacteria,  Sims  had  no  deaths  and  only  one 
serious  infection.  During  this  era  in  surgery 
when  aseptic  techniques  had  yet  to  be  per- 
fected, local  infections,  septicemia,  and  death 
were  often  an  expected  sequelae  following 
major  surgery.  After  his  near  fatal  mistake  in 
leaving  the  sponge  in  Lucy,  Sims  apparently 
became  more  conscious  of  the  problem  and 
was  quick  to  remove  the  suture  at  any  hint  of 
early  infection. 

The  success  in  repairing  the  vesicovaginal 
fistula  was  only  a prelude  to  the  kind  of 
imaginativeness  and  zeal  which  Sims  would 
bring  to  gynecology.  In  1854,  after  leaving 
Alabama  for  reasons  of  health,  he  established 
the  Woman’s  Hospital  in  New  York  City,  “to 
serve  suffering  humanity  . . . and  to  teach,” 
regardless  of  social  class.  With  a forty  bed 
capacity,  the  four  story  Madison  Avenue  hos- 
pital was  intended  to  serve  not  only  the 
indigent,  but  also  the  women  of  middle  class 
status  who  neither  could  afford  to  pay  large 
fees  nor  would  accept  charity  for  their  medi- 
cal care. 

At  mid-century,  with  the  exception  of  the 
pioneer  work  in  ovariotomy  by  Ephiram 
McDowell,  surgical  gynecology  was  yet  to  be 
recognized  as  an  entity.  However,  at  the  Wo- 
man’s Hospital  Sims  went  on  to  develop  the 
foundation  for  gynecological  surgery,  which 
by  the  turn  of  the  twentieth  century,  would 
consitute  one-fourth  of  all  surgical  procedures 
performed.  In  Emmet’s  Gynecology,  the  major 
text  for  many  decades  in  the  late  1800’s, 
Emmet  credits  Sims  with  making  significant 
contributions  on  the  following  subjects: 
amputation  of  the  cervix,  cystocele,  cystotomy, 
enucleation  of  fibroids,  laceration  of  the  peri- 
neum, normal  ovariotomy,  procidentia,  retro- 


Figure  5.  Sims  found  that  the  interposition  of  a 
lead  bar  between  the  shot  and  the  fistula  edges 
facilitated  a more  uniform  reapproximation. 

version  from  fibroids,  silver  sutures,  vaginis- 
mus, vesicovaginal  fistula,  self -retaining  cathe- 
ter and  the  speculum. 

Even  though  Sims  considered  himself  to  be 
a humble  man  of  average  talents,  his  con- 
temporaries quite  honestly  considered  him  as 
an  extraordinary  person  of  amazing  accom- 
plishment. Soon  after  his  death  in  1883,  a 
colleague  remarked  that  “there  is  sadness  in 
viewing  the  elevation  of  any  man  to  a plane 
so  high  above  his  fellows  that  he  has  no  equals 
of  whom  to  take  counsel.”  Such  was  the  man, 
J.  Marion  Sims. 
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STATEWIDE  PEDIATRIC  CANCER  CONFERENCE 
REVISITED:  THE  END  OF  A BEGINNING 

SAMUEL  K.  MORGAN,  M.D.‘ 


In  a previous  communication1  the  Pedi- 
atric Cancer  Program00  was  described.  The 
initial  phase  of  this  program  is  to  be  com- 
pleted in  July,  1971.  This  program  has  estab- 
lished a telephone  network  now  connecting 
10  hospitals  in  South  Carolina  (Figure  1).  Its 
purpose  is  to  have  physicians  and  other  health 
personnel  teaching  and  learning  among  them- 
selves about  pediatric  cancer.  In  so  doing, 
patient  care  should  be  improved.  The  unique 
features  of  this  network  include  live  produc- 
tions and  distinctive  audiovisual  support. 

Following  funding  for  this  program  in 
August,  1968,  operation  was  begun  in  May, 
1969,  on  a regularly  scheduled  basis.  Monthly 
conferences  of  one  hour  duration  have  been 
held  (Table  1).  A regular  panel  of  faculty 
(Figure  2)  and  guest  participants  in  Charles- 
ton at  the  Medical  University  Hospital  to- 
gether with  physician  coordinators  in  the 
other  network  cities  moderate  the  gatherings. 

All  conferences  have  been  supplemented  by 
several  types  of  visual  aids.  At  the  Medical 
University  Hospital  in  Charleston,  the  panel 
has  been  projected  to  the  audience  via  closed 


“Assistant  Professor  of  Pediatrics,  Department  of 
Pediatrics,  Medical  University  of  South  Carolina, 
Charleston,  South  Carolina  29401 

0 “Pediatric  Cancer  Education  and  Service  Program 
in  South  Carolina  ( South  Carolina  Regional  Medi- 
cal Program) 


circuit  color  television.  In  all  locations,  video- 
tapes and  appropriate  slides,  previously  dupli- 
cated and  delivered  to  all  hospitals,  are 
viewed  simultaneously  during  the  conference. 

Film  clips  originating  from  South  Carolina 
ETV  in  Columbia  have  been  shown  during 
the  conferences.  Audio  cassette  tapes  record 
the  dialog  in  each  location.  The  videotapes, 
slides,  and  audiotapes  are  retained  in  each 
location  for  replaying  as  desired.  This  is  help- 
ful for  health  personnel  unable  to  attend  the 
regularly  scheduled  conferences. 

The  projected  distribution  of  program 


Figure  1:  Pediatric  Cancer  Program  telephone 
network. 


276 


The  Journal  of  the  South  Carolina  Medical  Association 


PEDIATRIC  CANCER  CONFERENCE 


Figure  2:  Medical  University  Hospital  panel  during  multimedia  presentation  of  the  Pediatric  Cancer 
Conference. 


materials  to  July,  1971,  includes  2,762  slides 
and  22,800  brochures  and  protocol  sheets. 

Questions  and  discussion  enliven  these 
shows.  Anyone  in  attendance  may  participate 
by  picking  up  a conference  telephone.  Attend- 
ance has  been  consistant  and  generally  good 


considering  the  rather  narrow  scope  of  pro- 
gram material  (Table  2).  Every  effort  to  pro- 
duce a program  of  high  quality,  pertinent 
educational  content  has  been  an  objective. 
Imminent  consultants  in  the  field  of  malig- 
nancies in  childhood  have  participated  on  a 


TABLE  1 

PEDIATRIC  CANCER  CONFERENCE 
TOPICS* 


Nurses  and  Doctors  Talk  about  Pediatric 
Cancer  Patient  Care 
The  Breast  in  Infancy  and  Childhood 
Infections  and  Antibiotics  in  Pediatric  Cancer 
Hemangiomas  and  Lymphangiomas  — Benign 
or  Malignant? 

Useful  Techniques  in  Pediatric  Cancer 
Metastatic  Wilms’  Tumor 
Histiocytosis  X 

Hodgkins’s  Disease— Current  Concepts 
Problems  in  Pediatric  Cancer  Pathology 
Intestinal  Polyps  in  Children 
Bone  Tumors  in  Children 


Childhood  Tumors— How  to  Treat 
Cancer  Immunology 

Posterior  Fossa  Brain  Tumors  in  Children 
Special  Problems  in  Pediatric  Cancer 
Tumors  of  the  Liver 
Acute  Leukemia  in  Children 
Discussion  of  Problem  Pediatric  Cancer 
Patients 
Neuroblastoma 
Wilms’  Tumor 
Neck  Masses  in  Children 
“Thru  March,  1971 
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TABLE  2 

PEDIATRIC  CANCER  CONFERENCE 
ATTENDANCE" 


Physicians 

950 

Registered  Nurses 

136 

Other  Health  Personnel 

794 

"All  locations,  projected  to  July  1,  1971,  based 
on  actual  attendance  figures  thru  February, 
1971. 

regular  basis.  Production  quality  has  been 
good.  Continued  success  with  this  type  pro- 
gramming will  require  renewed  motivation  of 
persons  dealing  with  the  children  with  cancer 
to  come  and  actively  participate  in  the  con- 
ferences. 

This  program  has  established  a splendid 


communications  network  for  continuation 
education  in  a special  field  of  interest.  Innova- 
tive audiovisual  application  has  accompanied 
quality  program  development. 

It  is  exciting  to  think  about  the  vast  poten- 
tial for  all  medical  disciplines  to  utilize  the 
network  to  do  similar  things  for  their  own 
areas  of  special  interest.  Coordination  will  be 
difficult  but  the  basic  hardware  and  technical 
know  how  has  been  set  up.  It  remains  for 
systems  of  this  type  to  develop  more  fully  as 
a means  of  improving  the  delivery  of  health 
care  in  this  region  by  providing  a rapid, 
unique,  and  effective  tool  for  communication 
between  those  persons  involved  in  medical 
education  and  primary  patient  care. 
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Teflon  Mesh  Left  In  Patient’s  Abdomen 

The  fact  that  a physician,  in  operating  to  remove 
teflon  mesh  previously  placed  by  him  in  a patient’s 
abdomen  in  treating  a hernia,  failed  to  remove  all  the 
mesh  could  be  sufficient  for  a jury  to  determine 
negligence  on  his  part.  An  appellate  court  in  Indiana 
held  that  evidence  that  the  hospital  records  indicated 
that  the  physician  intended  prior  to  the  operation 
to  remove  all  the  mesh  and  afterwards  believed  he 
had  done  so  was  sufficient  evidence,  even  in  the 
absence  of  expert  medical  testimony  as  to  negligence, 
to  require  the  matter  to  be  submitted  to  a jury  for 
its  determination  as  to  negligence. 

The  physician  originally  placed  teflon  mesh  in  the 
patient’s  abdomen  for  support  in  treating  an  abdomi- 
nal hernia.  Following  the  surgery  the  incision  did  not 
heal,  and  there  was  pain  and  drainage  from  the 
incisional  area.  Two  years  later,  the  physician  again 
operated  and,  according  to  the  hospital  record,  as 
interpreted  by  another  physician,  intended  to  remove 
all  the  mesh  and  believed  he  had  done  so.  However, 
he  removed  only  a portion  of  the  mesh.  The  patient’s 
condition  did  not  improve.  After  two  more  years 


another  physician  reopened  the  incision  and  removed 
the  remainder  of  the  mesh.  Subsequently  the  ab- 
domen healed  completely.  In  court  actions  for  mal- 
practice no  expert  medical  testimony  as  to  negligence 
was  offered.  The  second  physician,  however,  testified 
as  to  his  interpretation,  as  stated  above,  of  the  hos- 
pital record. 

The  trial  court  directed  the  jury  to  return  a verdict 
in  favor  of  the  executors  of  the  physician  who  had 
died  before  the  trial. 

The  appellate  court  held  that  the  trial  court  should 
not  have  directed  a verdict  for  the  physician’s  execu- 
tors unless  the  evidence  was  susceptible  of  but  one 
inference,  which  precluded  a recovery.  Here,  said  the 
court,  even  in  the  absence  of  expert  testimony,  there 
was  evidence  emanating  from  the  hospital  record 
from  which  the  jury  could  reasonably  have  inferred 
negligence  on  the  part  of  the  physician. 

The  Judgment  was  reversed  and  the  case  sent  back 
to  the  trial  court  for  further  action  consistent  with 
the  appellate  court’s  opinion.— Ciesiolka  v.  Selby,  261 
N.E.2d  95  (Ind.App.Ct,  Aug.  18,  1970) 
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This  27  year  old  was  in  good  health  until 
approximately  six  months  prior  to  admission 
to  her  local  hospital,  at  which  time  she 
experienced  some  nonspecific  weakness  and 
anorexia.  She  also  noted  intermittent  abdomi- 
nal distention  and  swelling  of  the  right  leg 
at  that  time.  Shortly  afterwards  she  was 
forced  to  stop  work  because  of  severe  anorexia 
and  weakness.  She  also  had  an  undocumented 
history  of  febrile  episodes  during  this  period. 
She  was  admitted  to  her  local  hospital  in 
mid-June,  treated  for  a pleural  effusion  on 
the  left,  and  discharged  several  days  in  good 
condition.  She  was  readmitted  on  July  5 with 
a history  of  swelling  in  the  epigastric  area  for 
several  days  accompanied  by  nausea  and 
vomiting.  She  remained  in  her  local  hospital 
from  July  5 through  July  30. 

On  July  6 a complete  blood  count  was 
within  normal  limits.  Urinalysis  showed  40-50 
white  blood  cells  per  high  power  field  and  a 
blood  urea  nitrogen  was  reported  as  13.4 
mg.  A chest  x-ray  film  on  July  10  showed 
elevation  of  the  right  side  of  the  diaphragm 
and  a barium  enema  showed  downward  dis- 
placement of  the  hepatic  flexure.  The  patient 
was  presumed  to  have  a urinary  tract  infec- 


tion and  treated  with  chloromycetin  and  peni- 
cillin. Electrolytes  and  a urinalysis  performed 
on  July  23  were  within  normal  limits.  The 
patient  had  an  open  liver  biopsy  on  July  24. 
The  liver  was  reported  as  showing  congestion 
with  mild  fatty  infiltration  and  mild  chronic 
inflammatory  infiltrate  in  the  portal  region. 
The  patient  received  two  units  of  blood 
during  this  procedure.  On  July  30  the  patient 
was  begun  on  Loridine  0.5  gm  intramuscularly 
every  six  hours,  Solumedrol  125  mg  every  six 
hours,  and  Lasix.  She  was  referred  to  the 
Medical  University  Hospital  for  evaluation  of 
ascites  and  hepatomegaly  and  was  admitted 
on  August  2.  The  only  drugs  that  die  patient 
admitted  to  taking  were  an  occasional  aspirin 
and  birth  control  pills.  She  denied  a history  of 
smoking  or  alcohol  consumption. 

Physical  examination  revealed  a grade 
II /VI  systolic  ejection  murmur  heard  best  in 
the  4th  to  5th  intercostal  space  along  the  left 
sternal  border.  No  thrills  or  heaves  were  pal- 
pated. The  liver  was  grossly  enlarged  to  the 
level  of  the  umbilicus,  and  no  nodularity  was 
felt.  A 4 inch  well-healed  surgical  scar  was 
present  in  the  right  upper  quadrant.  The 
spleen  was  not  enlarged  to  palpation.  The 


June,  1971 


279 


CLLMCOPATIIOLOGICAL  CONFERENCE 


pelvic  exam  was  within  normal  limits.  On 
gross  examination  there  was  marked  asym- 
metry of  the  lower  extremities  with  the  left 
leg  and  thigh  being  approximately  two-thirds 
the  size  of  the  right.  One  + pitting  edema  of 
the  right  leg  and  thigh  was  noted.  The  left 
femoral  pulse  was  felt  easily,  but  the  ri  ght 
was  barely  palpable.  The  upper  extremities 
were  normal  except  for  palmar  erythema.  The 
patient  was  afebrile  on  admission  and  no 
lymphadenopathy  was  noted. 

On  admission  on  August  2 a sickle  cell 
preparation  was  negative  and  the  reticulocyte 
count  was  1.1  per  cent;  platelet  count  98,000. 
Blood  urea  nitrogen  was  17  mg.  A fasting 
blood  sugar  was  104.  Seram  glutamic  pyruvic 
transaminase  (SGPT)  was  72  U and  the 
lactic  dehydrogenase  (LDH)  943  U.  The 
prothrombin  activity  was  20  per  cent  of  nor- 
mal and  when  repeated  was  30  per  cent  of 
normal.  The  VDRL  was  non-reactive.  The 
sodium  was  134  mEq,  the  potassium  3.3  mEq. 
chlorides  92  mEq,  and  the  carbon  dioxide 
34.5  mEq  per  liter.  The  calcium  was  8.7  mg 
and  the  phosphorus  1.5  mg.  Subsequent  cal- 
cium determinations  were  7.6  mg  and  7.8  mg. 
Alkaline  phosphatase  determinations  were 
done  on  three  occasions  with  18.8,  27.9  and 
21.1  King-Armstrong  units  respectively. 

The  total  serum  protein  was  7.2  gms  with 

2.7  gm  of  albumin,  2.9  gm  of  gamma  globulin, 
0.3  gm  alpha  1 globulin,  0.4  gm  alpha  2 glo- 
bulin, 0.9  gm  of  beta  globulin  per  100  ml.  Two 
bilirubin  determinations  showed  totals  of 

2.8  mg  and  2.9  with  a direct  of  0.8  and  2.3 
and  an  indirect  of  2 and  0.6.  Paracentesis 
fluid  was  cloudy  and  straw  colored  with  a 
specific  gravity  of  1.014.  Lactic  dehyrogenase 
was  356  U and  protein  content  215  mg 
per  cent.  The  fluid  contained  1,960  erythro- 
cytes, 90  per  cent  of  which  were  crenated. 
The  leucocyte  count  was  610  with  95  per  cent 
lymphocytes  and  5 per  cent  neutrophils.  Cul- 
tures for  bacteria,  fungi  and  acid  fast  bacilli 
were  negative.  Gram  stains  and  India  ink 
preparations  were  also  negative.  The  peri- 
toneal fluid  was  subsequently  examined  and 
found  to  have  a specific  gravity  of  1.014  with 
protein  of  660  mg,  1,120  erythrocytes  100 
per  cent  of  which  were  crenated.  The  fluid 


showed  a white  count  of  970  with  85  per  cent 
neutrophils  and  15  per  cent  lymphocytes.  All 
examinations  for  organisms  were  again  nega- 
tive. A blood  culture  was  negative.  Urinalysis 
showed  cloudy  bloody  urine  with  a specific 
gravity  of  1.024  and  the  microscopic  field 
being  obscured  by  leucocytes.  A culture 
showed  90  per  cent  paracolon  species  with 
10  per  cent  enterococcus  and  a bacterial  count 
greater  than  300,000.  The  hematocrit  ranged 
from  39  to  47  per  cent  with  hemoglobin  of 
12.4  gms  and  an  erythrocyte  count  of  4.5 
million.  The  leukocyte  count  was  9,300  with 
71  per  cent  neutrophils,  18  per  cent  lympho- 
cytes and  8 per  cent  monocytes.  Several  other 
complete  blood  counts  showed  no  significant 
alterations.  Additional  lactic  dehydrogenase 
(LDH)  determinations  showed  943  and  960 
U.  Seram  proteins  remained  in  the  range  of 

5.8  gms,  albumin  2.7  gm,  and  globulin  3.2 
gm/100  ml.  Other  repeated  electrolyte  de- 
terminations were  within  normal  limits.  BSP 
showed  39  per  cent  retention  at  45  minutes. 
Prothrombin  activity'  increased  above  the 
initial  with  the  highest  being  recorded  as  65 
per  cent  of  normal. 

While  in  the  hospital  the  patient  was  placed 
at  bedrest.  Her  initial  regimen  included  mild 
sedation  with  chloral  hydrate,  multi-vitamins, 
Hydrodiuril,  Aldactone,  and  a potassium 
chloride  supplement.  During  her  hospital 
course  she  also  received  ampicillin  for  7 days. 
She  received  Aquamephvton  25  mg  per  day 
for  22  days.  The  patient  rapidly  accumulated 
ascitic  fluid.  This  was  difficult  to  control,  and 
on  four  occasions  paracenteses  were  done.  In 
addition  to  the  studies  listed  above,  the  fluid 
was  negative  for  suspicious  or  neoplastic  cells. 
A gynecological  consultation  failed  to  reveal 
any  masses,  although  the  ascites  prohibited 
satisfactory  examination.  Cervical  cytology 
was  within  normal  limits,  and  a cervical  biopsy 
showed  only  chronic  cervicitis.  Liver  scans 
done  on  August  7 and  August  30  showed 
hepatomegaly,  and  the  distribution  of  the 
radioactivity  on  both  occasions  was  considered 
to  be  compatible  with  the  clinical  impression 
of  neoplasia  in  the  liver.  A surgical  consulta- 
tion was  obtained  and  a liver  mass  was 
thought  to  be  present  which  was  considered 
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compatible  with  an  abscess  or  possible  tumor. 
The  patient  was  transferred  to  the  surgical 
service  after  receiving  vena  cavograms  and 
aortograms.  Her  condition  progressively  de- 
teriorated and  an  exploratory  laparotomy  was 
performed  on  September  18  with  operative 
angiograms  being  done.  Following  surgery, 
the  patient  had  a rapid  downhill  course  with 
pleural  effusion  and  marked  ascites  and  died 
on  September  24. 

Dr.  Rambo:  This  illness  occurred  over  a 
period  of  several  months  beginning  with  the 
gradual  onset  of  malaise  and  weakness  accom- 
panied by  questionable  fever  and  several 
episodes  of  nausea  and  vomiting.  On  admis- 
sion to  a local  hospital  in  June  the  patient  was 
treated  for  pleural  effusion.  She  was  re- 
admitted on  July  5.  The  x-ray  description  sug- 
gested hepatomegaly.  I would  like  to  see  the 
films  to  evaluate  the  possibility  of  hepato- 
megaly and  ascites  and  would  like  to  also 
look  for  a pancreatic  pseudocyst  or  other 
mass  around  the  pancreas. 

Dr.  Pettit:  Chest  and  abdominal  films  show 
elevation  of  the  right  leaf  of  the  diaphragm 
and  rather  marked  displacement  of  the  duo- 
denum and  stomach.  These  films  are  classical 
for  marked  hepatomegaly.  No  bone  lesions 
are  noted  and  no  masses  are  observed.  Ab- 
dominal films  show  a haziness  compatible 
with  ascites. 

Dr.  Rambo:  While  in  the  hospital  the  pa- 
tient was  treated  for  a urinary  tract  infection. 
A liver  biopsy  was  performed.  The  results  of 
this  were  non-contributory,  but  the  patient 
was  given  two  units  of  blood  following  this 
procedure.  The  loss  of  this  much  blood  from 
this  procedure  is  unusual.  It  may  have  been 
difficult  to  obtain  hemostasis  at  the  time  of 
operation  because  of  poor  liver  function  with 
depression  of  the  clotting  factors  or  because 
of  increased  sinusoidal  pressure  within  the 
liver.  While  in  her  local  hospital  the  patient 
was  also  placed  on  steroids.  This  would  make 
me  think  that  the  possibility  of  hepatitis  was 
being  considered.  On  admission  to  the  Medi- 
cal University  Hospital  the  patient’s  abdomi- 
nal veins  were  dilated  and  her  right  leg  was 
swollen.  The  combination  of  these  findings 
suggests  venous  occlusive  disease  with  ob- 


struction at  the  level  of  the  iliac  vein  or 
inferior  vena  cava.  One  would  also  have  to 
consider  such  possibilities  as  retroperitoneal 
sarcomas;  cervical,  endometrial  or  ovarian 
carcinoma;  a tumor  of  renal  origin;  or  idio- 
pathic occlusion  of  the  vena  cava.  Although 
the  description  of  the  patient’s  initial  hos- 
pitalization may  have  been  compatible  with 
Meig’s  Syndrome,  the  progression  of  events 
with  marked  hepatomegaly  and  ascites  rules 
out  this  possibility.  While  in  the  hospital  the 
patient  had  several  low  calcium  determina- 
tions. These  are  probably  within  normal  limits, 
however,  since  the  serum  proteins  are  de- 
pressed. The  patient’s  alkaline  phosphatase 
was  slightly  elevated,  serum  albumin  was  only 
2.7  grams  per  cent,  serum  bilirubin  was 
slightly  elevated,  serum  electrophoresis  was 
relatively  normal,  and  the  prothrombin  time 
was  strikingly  depressed.  These  data  lead  us 
to  focus  our  attention  on  the  liver  as  the  main 
site  of  difficulty.  The  paracentesis  fluid  was 
negative  for  suspicious  cells  and  organisms, 
but  was  cloudy.  This  raises  the  possibility’  of 
chylous  ascites,  which  may  accompany  ab- 
dominal malignancies.  However,  when  mul- 
tiple peritoneal  tumor  implants  are  present, 
bloody  ascites  is  usually  present.  Negative 
cytology  and  cervical  biopsy  tends  to  rule  out 
cervical  carcinoma.  Endometrial  carcinoma 
would  indeed  be  rare  in  a patient  of  this  age. 
Ovarian  carcinoma  is  a possibility  and  may 
have  been  missed  on  pelvic  examinations  since 
ascites  is  present.  Liver  involvement  with  this 
degree  of  hepatomegaly  in  the  absence  of 
bloody  ascites  would  be  very  rare,  however,  in 
a patient  with  ovarian  carcinoma.  Pancreatitis 
may  be  accompanied  by  bloody  ascites  and 
portal  vein  thrombosis.  However,  there  is  no 
history  of  severe  pain,  and  ascites  would  not 
tend  to  be  so  intractable  with  pancreatitis.  The 
one  other  major  possibility  in  this  case  is  that 
it  represents  the  Budd-Chiari  Syndrome  with 
obstruction  of  the  hepatic  veins.  This  syn- 
drome may  be  manifest  by  hepatomegaly, 
ascites,  congestive  splenomegaly,  low  platelet 
count,  and  hepatic  dysfunction  of  the  type 
previously  discussed.  Against  this  possibility 
would  be  the  low  protein  in  the  ascitic  fluid. 
At  this  time  I think  we  are  ready  to  see  some 
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more  x-ray  films. 

Dr.  Pettit:  On  admission  an  inferior  vena 
cavogram  shows  the  catheter  to  go  through 
what  appears  to  be  a thrombus  in  the  right 
femoral  vein.  There  is  a block  of  the  inferior 
vena  cava  at  the  level  of  the  sacrum,  and  Bat- 
son’s veins  were  seen  to  fill.  Two  splenoporto- 
grams were  performed  on  August  12.  The  first 
was  done  at  11  a.m.  and  shows  extravasation 
of  dye  over  the  capsule.  The  spleen  does  not 
show  enlargement  and  dye  is  seen  to  fill  the 
short  gastric  veins  and  right  gastric  vein.  No 
dye  penetrates  anything  that  looks  like  the 
splenic  vein.  Another  splenoportogram  was 
done  at  3 p.m.  on  the  same  day  and  shows  a 
communicating  vein  being  filled  between  the 
spleen  and  left  renal  vein.  The  right  gastric 
and  short  gastric  veins  also  fill.  The  protocol 
states  that  the  liver  scans  were  compatible 
with  metastatic  disease.  I would  not  argue  if 
I were  given  the  scans  alone,  but  some  of  the 
venograms  of  the  liver  make  me  think  that 
this  probably  just  represents  congestion  and 
not  metastatic  disease.  In  another  film  a 
catheter  was  placed  in  a superior  mesenteric 
vein.  Dye  can  be  seen  to  reflux  into  a large 
splenic  vein.  A quite  large  portal  vein  is 
vaguely  outlined.  Thrombosis  of  this  vein 
was  suggested  by  a non-filling  in  some  earlier 
films.  Another  injection  shows  retrograde  fill- 
ing of  almost  all  of  the  branches  of  the  portal 
vein  and  one  must  suppose  that  there  is  a high 
pressure  throughout  this  system.  In  the  next 
film  a catheter  is  in  a dilated  umbilical  vein. 
The  intrahepatic  vascular  channels  are 
rounded  and  only  a few  fill  so  the  point  of 
obstruction  is  probably  in  the  region  of  the 
hepatic  veins. 

Dr.  Rambo : After  Dr.  Pettit’s  review  of 
these  films  and  venograms,  I think  that  I will 
stay  with  my  diagnosis  of  Budd-Chiari  syn- 
drome. However,  I would  like  to  make  the 
point  that  hepatocarcinoma  following  a bout 
of  hepatitis  should  be  considered  even  though 
there  is  no  history  suggestive  of  this  and  the 
patient  is  not  in  a good  age  range  for  this 
entity.  One  must  also  consider  venous  occlu- 
sive disease  following  Crotalaria  poisoning, 
but  I must  say  that  this  would  be  exceedingly 
rare. 


FINAL  PATHOLOGICAL  DIAGNOSIS: 
BUDD-CHIARI  SYNDROME  WITH 
THROMBOSIS  OF  THE  HEPATIC  VEINS. 

Dr.  Hennigar:  The  right  adrenal  and  ovar- 
ian veins  emptied  into  the  right  renal  vein, 
and  the  right  renal  vein  was  anomalous  in  that 
it  entered  the  inferior  vena  cava  by  passing 
posterior  to  the  aorta.  (Figure  1)  The  portal, 
splenic  and  mesenteric  venous  system  was 
completely  patent  despite  early  failure  to 
visualize  these  vessels  by  angiographic  means. 
A thrombus  can  be  seen  obstructing  the  in- 
ferior vena  cava  beneath  the  diaphragm  (Fig- 
ure 1).  Organizing  thrombi  in  the  inferior 
vena  cava  and  hepatic  veins  had  produced 
some  contracture  of  the  cava  as  shown  in  the 
photograph.  A friable  thrombus  mixed  with 
post  mortem  clot  extended  down  to  the  right 
common  iliac  vein  which  was  completely 
occluded  by  an  older  more  solidified  throm- 
bus (Figure  1).  (The  more  recent  thrombus 
between  the  common  iliac  and  the  upper  por- 
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Figure  1.  Old  thrombosis  of  right  common  iliac 
vein  and  inferior  vena  cava  as  it  courses  by  the 
liver.  Note  contracture  of  the  cava  due  to  the 
fibrous  organization. 
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Figure  2.  Recent  thrombosis  of  hepatic  vein 
with  intense  congestion  of  liver.  I’ale  areas  repre- 
sent the  only  remnants  of  viable  liver  tissue. 


tion  of  the  inferior  vena  cava  has  been  re- 
moved in  the  photograph).  The  liver  was 
ertremely  congested  and  weighed  nearly  3500 
gm.  The  narrow  bands  of  pale  tissue  repre- 
sented viable  liver  cells,  and  organizing 
thrombi  filled  the  hepatic  veins.  (Figures  2, 
3 and  4).  Some  organizing  thrombi  in  the 
hepatic  veins  were  old  and  recanalized  (Fig- 
ure 5)  and  were  judged  to  be  weeks  to  months 
old  as  were  the  other  thrombi  seen  in  the 
inferior  vena  cava  and  right  common  iliac 
vein.  The  liver  biopsy  from  the  referring  hos- 
pital was  reviewed  by  us  and  interpreted  to 
be  strongly  suggestive  of  hepatic  vein 
thrombosis.  I have  asked  Dr.  Davies  to  say  a 
few  words  about  Crotalaria  poisoning  since 
he  has  done  research  in  this  area. 

Dr.  Davies:  Suffice  it  to  say  that  I think 
that  it  would  be  very  unlikely  for  Crotalaria 
to  be  involved  in  this  case.  Crotalaria  is  a 
severe  systemic  toxin.  Following  its  admin- 
istration the  liver  cells  in  the  central  lobular 


Figure  4.  Organizing  thrombosis  in  hepatic 
vein.  Strands  of  fibrin,  capillaries  and  fibroblasts 
are  apparent.  Vein  wall  is  at  upper  right.  Ver- 
hoeff-Van  Giesen  x 250. 


Figure  3.  Organizing  thrombus  showing  partial 
occlusion  of  hepatic  vein  with  profound  engorge- 
ment and  pooling  of  blood  in  sinusoidal  channels. 


regions  tend  to  literally  “fall  out”  and  are 
replaced  by  fibrous  tissue  with  some  chronic 
inflammatory  cells.  In  Crotalaria  poisoning 
the  hepatic  veins  are  not  occluded  by 
thrombi  as  was  the  case  in  the  slides  shown 
by  Dr.  Hennigar,  but  rather  diffuse  fibrotic 
involvement  of  the  small  central  veins  causes 
the  development  of  portal  hypertension. 

Dr.  Hennigar:  In  conclusion  I think  that 
we  should  briefly  consider  the  role  that  birth 
control  pills  may  have  had  in  the  develop- 
ment of  this  illness.  Several  retrospective 
studies  have  incriminated  birth  control  pills 
and  the  development  of  veno-occlusive  disease 
as  typified  by  the  studies  of  Vessey  and  Doll.1 
As  we  all  know,  however,  retrospective 
studies  are  often  hard  to  interpret.  In  my 
opinion,  all  we  can  say  at  present  is  that  the 
role  of  birth  control  pills  in  veno-occlusive 


Figure  5.  Old  thrombus  with  recanalization 
obstructing  hepatic  vein.  The  lumen  is  in  the 
lower  left  portion  of  the  photograph.  Verhoeff- 
Van  Giesen  x 125. 
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disease  is  strongly  suggestive.  Further  varifica-  instances  of  thrombotic  phenomena  occurring 
tion  must  await  the  publication  of  some  good  within  a few  weeks  after  beginning  a regimen 

prospective  studies.  However,  I might  add  of  birth  control  pills, 

that  the  literature  has  several  reports  of 
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Foreign  Object  Doctrine  Applied  In  Case  Of 
Broken  Prosthesis 

In  a suit  brought  by  a patient  for  injuries  sustained 
as  a result  of  the  breaking  of  a prosthesis  that  had 
been  inserted  in  her  hip  and  femur,  a New  York 
appellate  court  held  that  the  statute  of  limitations  did 
not  start  running  until  the  time  when  it  was  dis- 
covered that  the  prosthesis  had  broken. 

A Moore  prosthesis  was  surgically  inserted  in  the 
right  hip  and  femur  of  the  patient.  Over  four  years 
later  the  device  broke,  and  surgery  was  performed  to 
remove  the  fragmented  and  displaced  prosthesis. 

Eleven  months  after  the  surgery,  the  patient  sued 
the  hospital  for  the  injuries  sustained.  The  hospital 
contended  that  the  action  was  barred  by  the  three- 
year  statute  of  limitations,  since  the  suit  was  filed 
over  five  years  after  the  prosthesis  was  inserted. 

The  appellate  court  held  that  the  prosthesis  would 
be  considered  as  a foreign  object  and  that  the  limita- 
tion period  did  not  start  running  until  it  was  dis- 
covered that  the  prosthesis  had  broken.  The  court 
followed  the  doctrine  pronounced  in  the  landmark 
decision  of  Flanagan  v.  Mount  Eden  General  Hospital 
(248  N.E.2d  871.  digested  in  The  Citation,  Vol.  20, 
No.  1,  p.  5)  where  it  was  held  that  surgical  clamps 
left  in  a patient’s  body  were  real  evidence,  were 
lasting  and  tangible,  and  were  not  “items  disappear- 
ing or  becoming  unrecognizable  with  the  passage  of 
time.” 

Where  real  evidence  exists,  the  court  held,  the 
party  sued  is  not  called  on  to  defend  against  a claim 
where  the  “evidence  has  been  lost,  memories  have 
faded,  and  witnesses  have  disappeared.”  The  court 
pointed  out  that  the  patient’s  right  of  recovery  did 
not  accrue  until  the  prosthesis  broke,  for  injury  did 
not  occur  before  that  time.  It  is  only  where  the 
negligent  act  creates  damage  or  injury  that  a cause  of 
action  comes  into  being. 

In  applying  the  foreign  object  doctrine,  the  court 
noted  that  no  claim  could  be  made  that  the  patient’s 
action  is  feigned  and  frivolous,  as  the  action  is  based 
on  the  actual  physical  presence  of  the  foreign  object 
in  the  patient’s  body.— Murphy  v.  St.  Charles  Hos- 
pital, 312  N.Y.S.2d  978  (N.Y.Sup.Ct.,App.Div.,  July 
20,  1970) 


Failure  To  Diagnose  Cancer 

A settlement  was  reached  in  a lawsuit  brought  by  a 
patient  against  a physician,  a surgeon,  and  their 
medical  group  for  the  failure  of  the  physician  and  the 
surgeon  to  promptly  diagnose  metastasized  cancer. 

The  patient  was  35  years  old  and  the  mother  of 
four.  She  had  been  the  patient  of  the  medical  group 
for  a number  of  years.  In  August  1968,  she  first  saw 
a physician  in  the  group  about  a lump  in  her  breast. 
After  consultation  with  the  surgeon  of  the  group,  the 
physician  diagnosed  the  condition  as  cystic  mastitis. 
He  informed  the  patient  that  the  lump  would  dis- 
appear after  her  next  menstrual  period. 

The  lump  did  not  disappear,  and  after  each  of 
three  later  examinations  the  same  diagnosis  was  made. 
When  the  patient  was  seen  in  December,  1968,  a 
second  lump  had  developed.  A biopsy  performed  on 
January  6,  1969,  disclosed  cancer  of  the  breast,  and 
the  breast  was  removed. 

A short  time  later,  a bone  survey  revealed  that 
cancer  had  spread  into  the  patient’s  arm  and  pos- 
sibly her  leg.  Her  ovaries  and  tubes  were  removed 
to  prevent  spread  of  the  cancer  to  those  areas,  and 
she  was  given  intensive  cobalt  therapy. 

In  July.  1969.  the  patient  transferred  to  a cancer 
specialist,  who  began  in  intensive  course  of  treatment 
with  Fluorouracil.  A lengthy  remission  ensued,  during 
which  time  the  patient’s  condition  remained  stable 
and  she  had  no  symptoms. 

The  patient  claimed  that  the  physician  and  the 
surgeon  were  negligent  for  failing  to  diagnose  the 
obvious  cancer  earlier  and  for  failing  to  perform  a 
biopsy  or  mammography  when  the  lump  did  not  dis- 
appear or  change  after  the  first  menstrual  period.  The 
physician  and  the  surgeon  claimed  that  the  diagnosis 
was  proper  in  view  of  the  fact  that  mammographies 
were  rarely  performed  and  that  due  to  the  large 
number  of  cystic  mastitis  cases  it  was  impossible  to 
perform  an  insertional  biopsy  on  each  patient. 

One  week  after  the  $125,000  settlement  was 
reached  the  patient  died.— Walker  v.  Rosecrans 
Medical  Group  ( Cal. Super. Ct.,  Los  Angeles  Co., 
Docket  No.  SE  C1173,  1970) 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


Flagyl 


brand  of 

metronidazole 


Cures  Trichomoniasis  in 
Both  Women  and  Men 


About  half  of  all  husbands  of  in- 
fected women  harbor  Trichomonas 
vaginalis * 

Few  of  these  men  have  symptoms. 
Even  so,  all  are  capable  of  perpetuat- 
ing the  infection  and  rendering  treat- 
ment of  a woman  alone  futile. 

Only  a systemically  active  medica- 
tion like  Flagyl  is  capable  of  reach- 


ing the  hidden  reservoirs  of  infection 
in  the  genitourinary  tracts  of  both 
men  and  women. 

Only  Flagyl  has  been  able  to 
achieve  rates  of  cure  consistently 
above  90  per  cent  and  often  up  to 
100  per  cent  in  trichomonal  infec- 
tions in  both  men  and  women. 


Indications:  For  the  treatment  of  trichomo- 
niasis in  both  male  and  female  patients  and 
the  sexual  partners  of  patients  with  a recur- 
rence of  the  infection  provided  trichomonads 
have  been  demonstrated  by  wet  smear  or 
culture. 

Contraindications:  Evidence  of  or  a history 
of  blood  dyscrasia,  active  organic  disease  of 
the  central  nervous  system  and  the  first  tri- 
mester of  pregnancy. 

Warnings:  Use  with  discretion  during  the  sec- 
ond and  third  trimesters  of  pregnancy  and 
restrict  to  patients  not  cured  by  topical  mea- 
sures. Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious  to  the 
newborn. 

Precautions:  Mild  leukopenia  has  been  re- 
ported during  Flagyl  use;  total  and  differen- 
tial leukocyte  counts  are  recommended 
before  and  after  treatment  with  the  drug, 
especially  if  a second  course  is  necessary. 
Avoid  alcoholic  beverages  during  Flagyl  ther- 
apy because  abdominal  cramps,  vomiting  and 
flushing  may  occur.  Discontinue  Flagyl 
promptly  if  abnormal  neurologic  signs  occur. 
There  is  no  accepted  proof  that  Flagyl  is  ef- 
fective against  other  organisms  and  it  should 
not  be  used  in  the  treatment  of  other  condi- 
tions. Exacerbation  of  moniliasis  may  occur. 
Adverse  Reactions:  Nausea,  headache,  ano- 
rexia, vomiting,  diarrhea,  epigastric  distress, 
abdominal  cramping,  constipation,  a metallic, 
sharp  and  unpleasant  taste,  furry  or  sore 
tongue,  glossitis  and  stomatitis  possibly  asso- 
ciated with  a sudden  overgrowth  of  Monilia, 
exacerbation  of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia,  dizzi- 
ness, vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an  extrem- 
ity, fleeting  joint  pains,  confusion,  irritability, 
depression,  insomnia,  mild  erythematous 


eruptions,  “weakness,”  urticaria,  flushing,  dry- 
ness of  the  mouth,  vagina  or  vulva,  vaginal 
burning,  pruritus,  dysuria,  cystitis,  a sense  of 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido,  nasal  con- 
gestion, proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the  drug. 
Patients  receiving  Flagyl  may  experience  ab- 
dominal distress,  nausea,  vomiting  or  head- 
ache if  alcoholic  beverages  are  consumed. 
The  taste  of  alcoholic  beverages  may  also  be 
modified. 


Dosage  and  Administration:  In  the  Female. 
One  250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated  if  re- 
quired in  especially  stubborn  cases;  in  such 
patients  an  interval  of  four  to  six  weeks  be- 
tween courses  and  total  and  differential  leu- 
kocyte counts  before,  during  and  after 
treatment  are  recommended.  Vaginal  inserts 
of  500  mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  inserts 
are  used  one  500-mg.  insert  is  placed  high 
in  the  vaginal  vault  each  day  for  ten  days 
and  the  oral  dosage  is  reduced  to  two  250-mg. 
tablets  daily  during  the  ten-day  course  of 
treatment.  Do  not  use  the  vaginal  inserts  as 
the  sole  form  of  therapy.  In  the  Male.  Pre- 
scribe Flagyl  only  when  trichomonads  arc 
demonstrated  in  the  urogenital  tract,  one 
250-mg.  tablet  two  times  daily  for  ten  days. 
Flagyl  should  be  taken  by  both  partners  over 
the  same  ten-day  period  when  it  is  prescribed 
for  the  male  in  conjunction  with  the  treat- 
ment of  his  female  partner. 

Dosage  Forms:  Oral  tablets  . . . 250  mg. 

Vaginal  inserts  . . 500  mg. 

*References  available  on  request. 
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Physicians’  Assistants  — Boon  or  Bane 

Those  of  you  who  attended  the  recent  Convention  of  the  South  Carolina  Medical  Associa- 
tion and  listened  to  the  report  of  officers  heard  me  allude  briefly  to  the  Physicians’  Assistants 
Program  and  pose  several  questions  about  the  possible  effect  of  the  program  on  the  general 
practice  of  medicine  in  the  future.  Dr.  Herbert  Berger,  a board  certified  internist  and  associate 
professor  of  medicine  at  New  York  Medical  College,  in  a recent  issue  of  Medical  Opinion  was 
more  critical  of  the  program  than  I dared  be,  likening  it  to  the  ads  which  promise  “professional” 
piano  playing  in  five  easy  lessons,  and  accusing  it  of  being  a shortcut,  “which  can  bring  only  dis- 
aster.” Several  medical  schools  are  now  training  P.  A.’s  and  the  Armed  Forces  are  being  urged  to 
expand  the  training  of  corpsmen  so  that  they  can  function  in  the  civilian  world  as  they  do  in  the 
military.  Dr.  Berger  spent  eight  years  in  general  practice  before  specializing  and  states  that  the 
practice  during  these  years  demanded  more  of  his  intellectual  acumen  and  skill  than  has  been 
required  in  his  specialty  practice.  lie  states,  “The  P.  A.  concept  puts  the  least  trained  individual 
in  the  area  of  medicine  requiring  the  highest  degree  of  competence.”  He  also  recognizes  the 
possibility  of  creating  a paramedical  monster  “who  will  destroy,  not  the  physician,  but  rather  all 
hope  of  practicing  high  quality  medicine.”  He  insists  that  no  matter  how  bright  these  young 
people  are  — and  there  will  be  some  bright  ones  — they  cannot  acquire  in  a couple  of  years  the 
knowledge  it  takes  others  ten  to  twelve  or  more  years  to  learn.  He  sees  the  Physician’s  Assistant 
as  a pseudophysician  who  will  constantly  fight  for  ever  more  recognition.  “He  will  lower  the 
standards  of  medical  practice  while  proving  an  almost  impossible  competitor  to  those  physicians 
who  have  devoted  their  lives  to  the  study  of  medicine.”  As  an  alternative  Dr.  Berger  suggests  that 
scholarships  be  offered  to  needy  medical  students  and  be  paid  back  by  several  years  of  rural 
practice.  This  has  been  offered  in  South  Carolina  but  apparently  has  had  few  takers  and  a 
scholarship  recipient  can  buy  his  way  out.  Also,  Dr.  Berger  advocates  a mandatory  period  of 
general  practice  for  all  doctors  of  up  to  5 years  following  a rotating  internship.  Some  men  then 
would  be  attracted  to  general  practice  and  remain  in  the  field,  while  the  others  would  have  an 
opportunity  to  assess  their  aptitudes  and  interests  before  entering  a specialty  program.  Finally, 
it  would  eliminate  some  of  the  fragmentation  in  medicine.  All  of  us  would  have  a common 
background  in  which  there  was  a period  when  we  took  care  of  persons  rather  than  diseases  and 
it  should  increase  not  only  our  skill  but  our  humanity  as  well.  “It  also  just  might  decrease  the 
the  cost  of  medical  care,”  Dr.  Berger  concludes. 

Dr.  Berger’s  condemnation  of  the  P.  A.  Program  is  emphatic  and  severe.  I wish  that  I did  not 
think  there  is  so  much  truth  in  what  he  has  to  say.  Pie  did  not  mention  the  probable  conflict 
between  graduate  nurse  and  Physician’s  Assistant.  The  nurse  is  not  going  to  stand  for  anyone 
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with  fewer  years  of  medical  training  to  intrude  himself  between  her  and  the  doctor  whose  right 
hand  she  has  been  for  years.  Nevertheless,  these  people  are  being  trained  and  they  will  be  able 
to  do  many  things,  and  no  doubt  do  them  well.  We  must  find  a place  for  them  in  the  medical 
structure  hoping  that  they  will  be  content  to  be  something  less  than  a physician  and,  if  so,  the 
program  will  be  a boon  rather  than  a bane  to  the  medical  profession. 

John  P.  Booker,  M.D. 


Editorials 


The  following  is  an  editorial  which  was 
published  in  the  Industrial  News  Review  and 
reprinted  in  the  Union  Daily  Times.  It  is 
pleasant  to  find  something  in  the  news  media 
favorable  to  physicians  rather  than  the  gen- 
erally unpleasant  coverage  that  they  receive. 

Inflation  Hits  Doctors  Too 
Juggling  of  physicians’  fees  under  the 
Medicare  program  by  the  federal  govern- 
ment—the  Health,  Education  and  Welfare 
Department— may  be  confusing  to  the  lay 
public;  but,  so  far  as  the  medical  profession 
goes,  it  means  the  creation  of  arbitrary  price 
controls  for  physicians’  services.  No  matter 
how  strongly  one  feels  about  the  problem 
of  rising  health  care  costs,  there  are  certain 
principles  concerning  the  government’s 
action  that  must  be  considered  by  any  fair- 
minded  person. 

Although  a doctor,  by  the  nature  of  his 
profession,  is  dedicated  to  the  healing  of 
the  ill,  he  is  subjected  to  the  same  economic 
pressure  as  anyone  else.  He  is  caught  up  in 
the  wage-price  spiral  because  he  employs 
people  and  rents  an  office.  In  periods  of 
inflation,  he  has  to  increase  the  salaries  he 
pays  his  secretary,  his  nurse  and  his  tech- 
nician. He  has  to  pay  more  for  services,  and 
it  can  only  come  from  the  fees  he  charges. 
Under  Medicare,  doctors  are  supposed  to 
be  paid  for  their  services;  but,  if  they  are  to 
be  singled  out  for  price  control  while  in- 
flation continues  to  progress,  it  simply 
means  the  government  is  asking  them  to 
carry  on  their  own  backs  the  growing  cost 
of  a state-imposed  medical  system. 


Such  action  is  not  only  wrong  in  prin- 
ciple, but  unworkable.  Doctors  already 
work  more  hours  per  week  under  the  U.  S. 
medical  system  than  any  other  group  in  the 
country.  Their  charges  are  in  line  with  the 
reality  of  the  times.  Medical  men,  by  and 
large,  opposed  Medicare.  But  once  it  be- 
came law,  they  accepted  the  responsibility 
of  making  it  work.  If  they  are  now  forced  to 
shoulder  the  burden  of  hiding  its  true  cost 
by  arbitrary  government  control  of  physi- 
cians’ fees,  the  people  will  ultimately  be  the 
losers  as  we  become  a nation  of  medical 
freeloaders  and  the  availability  of  quality 
medical  care  declines. 


Editor’s  Note:  In  an  effort  to  help  bridge  “the 
generation  gap,”  we  have  asked  medical  stu- 
dents who  are  interested  to  submit  editorials. 
The  following  is  an  editorial  submitted  by 
Carey  Hite,  a medical  student  at  the  Medi- 
cal University  of  South  Carolina.  We  are 
hopeful  that  other  students  will  find  the 
Journal  a suitable  place  to  present  their  view- 
points. 

A Plea  For  Relevance 
by  Carey  Hite 
Medical  Student 

Medical  School  must  have  indeed  changed 
over  the  years.  For  the  sake  of  pure  enjoy- 
ment, although  I can’t  say  for  sure  that  some 
deeper  masochism  didn’t  motivate  me,  I’ve 
sought  out  and  listened  in  active  salivation 
mixed  with  tears  to  practicing  physicians  talk 
of  their  medical  school  days.  A medical  stu- 
dent listening  to  a much  older  physician 
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describe  an  apprentice-ship  system  of  medical 
education  must  be  compared  to  Ralph  Nader 
listening  to  an  old  timer  describing  electric 
and  steam  cars.  Carry  it  a step  further  and 
one  begins  to  realize  that  explosive  fuel  and 
technical  advances  without  proper  utilization 
of  exhausts  and  by-products  have  created  a 
pollution  problem  facing  the  Medical  Univer- 
sity and  the  auto  industry. 

Those  who  finished  medical  school  twenty 
or  even  ten  years  ago  have  difficulty  in  ap- 
preciating the  massive  effect  of  the  basic 
science  explosion  on  the  medical  curriculum. 
The  increase  in  the  number  of  medical  and 
medical  related  journals  is  only  a poor  indica- 
tion of  what  has  been  happening. 

By  piecing  together  “good  old  days”  stories 
concerning  medical  school  one  comes  up  with 
something  like  the  following.  Originally  medi- 
cine was  taught,  as  were  other  professions,  on 
an  apprentice-ship  type  basis.  Then  came  the 
days  when  the  classroom  was  needed  as  the 
basic  sciences  gained  in  importance.  It  was 
gradually  realized  that  specialized  areas  of 
medically  oriented  applied  sciences  were 
desirous.  Finally  the  physicians  abandoned 
the  classroom  for  the  sanctuary  of  the  hospital 
leaving  specialists  in  medical  related  fields, 
who  usually  worked  in  conjunction  with  the 
hospital  and  its  lab,  in  charge  of  the  first  two 
years  of  medical  education. 

As  I recall,  Dr.  Frankenstein  also  felt  that 
he  could  leave  his  creation  unsupervised.  Ten 
to  fifteen  years  ago  the  monster  was  just 
beginning  to  test  its  wings.  Then  with  the 
introduction  of  the  computer  onto  the  medical 
research  scene  and  the  subsequent  geometric 
expansion  of  researchers  and  their  literature, 
the  true  character  of  the  creation  became 
manifest.  Compounding  the  problem  of  the 
voluminous  literature  was  the  problem  of  the 
teaching  researcher.  Soon  professors  with 
interests  in  specialties  and  sub-specialties  far 
removed  from  direct  connection  with  medical 
practice  were  being  asked  to  teach  classes  as 
part  of  their  contract  with  the  Medical  Uni- 
versity. Ostensibly,  the  best  teachers  were 


those  who  by  their  research  publications  were 
best  known.  Sadly  this  does  not  always  hold 
true.  Most  of  the  dedicated  researchers  are 
far  from  the  chamber  of  commerce  type  of 
speaker.  Perpetuation  of  the  sophisticated 
researcher-qualified  teacher  myth,  a problem 
common  to  all  breeds  of  higher  discipline, 
may  have  wreaked  its  greatest  havoc  on  medi- 
cal education.  Unfortunately,  cries  for  re- 
evaluation  and  pleas  for  relevance  went  un- 
answered for  years. 

Finally  this  year  the  first  major  attempt  at 
a curriculum  change  was  effected  at  the 
Medical  University.  More  important,  after 
concluding  that  perhaps  numerous  requests 
for  critical  evaluation  of  the  basic  science 
curriculum  should  not  all  be  dismissed  as 
irrational  ultimatums  from  the  permissive 
generation,  the  physicians  did  return  to  the 
classroom.  Much  to  the  students’  delight,  the 
subsequent  disagreements  as  to  the  relevance 
of  certain  topics  and  approach  to  others  far 
exceeded  the  polite  exchanges  which  had 
previously  accompanied  inter-departmental 
rifts.  As  for  pure  tension,  verbal  exchanges, 
name  calling,  ridicule,  and  threats  the  con- 
frontations must  be  compared  to  J.  Edgar 
Hoover  discovering  a pot  party  at  F.B.I.  head- 
quarters. 

Hopefully  some  exaggeration  to  make  a 
point  is  justified.  The  point  being  that  the 
enormous  bulk  of  sophisticated  research  data 
flooding  the  medical  profession,  without 
deliberate  screening  and  evaluation,  in  reality 
cannot  and  should  not  be  covered  in  the  medi- 
cal basic  sciences  curriculum.  The  ones  in  the 
best  position  to  evaluate  the  relevance  of  the 
material  being  taught  are  the  physicians 
themselves.  The  teaching  of  such  material  is 
an  art  in  itself,  and  the  stress  shoidd  be  on 
what  is  conveyed  to  the  audience. 

My  purpose  is  not  to  belittle  this  part  of  the 
medical  curriculum  but  to  plead  for  a re- 
evaluation  and  more  efficient  utilization  and 
presentation  of  research  material  in  medical 
education. 
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WILLIAM  ATMAR  SMITH 

(1886-1971) 

President,  S.  C.  M.  A.  1943-1944 


Summerville  was  the  place  of  Dr.  Smith’s 
birth  and  Charleston  was  the  chief  scene  of 
his  life.  Ilis  many  accomplishments  in  medi- 
cine, especially  in  the  field  of  chest  diseases, 
made  him  an  outstanding,  valuable  member 
of  his  community  and  state.  A graduate  of  the 
South  Carolina  Military  Academy,  where  he 
was  prominent  in  football  prowess,  he  re- 
ceived his  B.S.  degree  there  in  1906.  Fifty 
years  later  he  was  to  receive  an  honorary 
degree  of  LL.D.  from  his  alma  mater.  In 
1910  he  graduated  from  the  Medical  College 
of  the  State  of  South  Carolina,  thereafter 
serving  an  internship  at  the  Roper  Hospital 
and  beginning  his  practice.  In  1916  he  entered 
the  Army  as  a first  lieutenant  and  in  May  1917 
went  overseas  as  a captain  in  the  Medical 
Corps  with  the  309th  Infantry,  seeing  much 
active  service  on  the  front. 

The  list  of  his  connections  and  attainments 
is  indeed  long.  He  early  became  associated 
with  the  Medical  College  as  a teacher  and 
progressed  through  the  academic  grades  to 
the  final  status  of  professor  emeritus  of  clini- 
cal medicine.  He  was  intensely  interested  in 


teaching,  and  vitally  concerned  with  the 
problem  of  tuberculosis.  He  was  associated 
with  Roper  Hospital  and  the  other  hospitals 
of  the  city  and  served  as  medical  director  of 
Pinehaven  tuberculosis  hospital  for  many 
years,  seeing  it  through  its  early  stages  and 
building  it  steadily  into  an  effective  institu- 
tion. He  was  chairman  of  the  Charleston 
Board  of  Health  and  president  of  the  Medical 
Society  of  South  Carolina,  for  which  he  had 
labored  long  as  secretary.  He  was  a member 
of  the  American  Clinical  and  Climatological 
Association  as  well  as  of  numerous  other 
medical  organizations.  He  served  on  the 
executive  committee  and  the  board  of  direc- 
tors of  the  National  Tuberculosis  Association 
and  was  its  vice-president  in  1942.  He  was 
also  chairman  of  the  medical  committee  of  the 
South  Carolina  Tuberculosis  Association, 
trustee  of  the  South  Carolina  Sanatorium, 
vice-president  of  the  American  Trudeau  Soci- 
ety, (now  the  American  Thoracic  Society), 
president  of  the  South  Carolina  Tuberculosis 
Conference,  the  Southern  Sanatorium  Associa- 
tion, and  the  Southern  Tuberculosis  Associa- 
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You  can't  fell  a redwood 
with  a hatchet 


With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
"a  good  thing/7  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  asTHERAGRAN-M. 

Theragran 

High  Potency  Vitamin  Formula 

Theragran-M 


High  Potency  Vitamin  Formula  with  Minerals 
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The  Priceless  Ingredient  of  every  product 
is  the  honor  and  integrity  of  its  maker.'™ 
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The  get-up-and-go 
summer  cold 
and  allergy  pill. 


Novahistine  LP  can  help  your  patients  get  out  and  enjoy  themselves  in  spite  of  allergic 
rhinitis,  hay  fever  or  summer  colds.  And  even  when  nasal  congestion  is  caused  by  repeated 
allergic  episodes,  Novahistine  LP  can  usually  give  prompt  and  long-lasting  relief.  These  con- 
tinuous-release tablets  contain  a vasoconstrictor-antihistamine  formulation  that  goes  to  work 
rapidly  and  lasts  for  hours.  And  convenient,  twice-a-day  dosage  lets  most  patients  enjoy 
relief  all  day  and  all  night.  Use  with  caution  in  patients  with  l • j*  ® 

severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  t SIIISI-I.IIC 

urinary  retention.  Caution  ambulatory  patients  that  drowsi-  -w- 
ness  may  result.  | j 


decongestant 


THE  DOW  CHEMICAL  COMPANY,  Rx  Pharmaceuticals,  Indianapolis 


(Each  tablet  contains  25  mg.  of  phenylephrine  hydro- 
chloride and  4 mg.  of  chlorpheniramine  maleate.) 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


JUDGE  ANTIBIOTIC/OINTMENTS  HERE 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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tion,  as  well  as  the  South  Carolina  Tubercu- 
losis Association.  He  was  a diplomate  of  the 
American  Board  of  Internal  Medicine. 

Dr.  Smith  was  long  interested  in  the  Society 
for  the  Relief  of  the  Families  of  Deceased  and 
Disabled  Indigent  Members  of  the  Medical 
Profession  of  the  State  of  South  Carolina  and 
served  as  its  president.  His  interest  in  this 
charitable  organization  led  him  to  propose  the 
establishment  of  the  Benevolence  Fund  in  the 
South  Carolina  Medical  Association  and  he 
was  made  chairman  of  the  committee  which 


inaugurated  it.  Dr.  Smith  was  for  some  years 
regional  consultant  on  tuberculosis  to  the 
Veteran’s  Administration.  He  was  the  author 
of  numerous  scientific  papers  and  two  books, 
one  a story  of  Pinehaven  Sanatorium  and  the 
other  a biographical  account  of  Leon  Banov, 
M.D. 

Ill  health  forced  his  retirement  in  1963,  but 
he  never  lost  his  acute  interest  in  his  friends 
and  patients,  and  in  the  affairs  of  his  profes- 
sion. Dr.  Smith  died  on  Sunday,  May  2,  1971. 


MEETINGS 


The  University  of  South  Carolina  Cor- 
onary Care  Project  in  cooperation  with  the 
South  Carolina  Regional  Medical  Program 
will  hold  a two-day  conference  on  “Trends 
and  Concepts  in  Coronary  Care”  on  June 
24  & 25,  1971,  at  the  Sheraton-Columbia  Inn 
in  Columbia. 

Third  Annual  Engineers’  Course  will  be 
held  at  the  Medical  University  of  South 
Carolina  on  July  12-August  6,  1971.  Physi- 
cians will  be  introduced  to  new  technologies, 
and  engineers  will  be  shown  areas  in  which 
the  challenge  is  to  apply  industry’s  new 
technology  for  biological  or  medical  adapta- 
tion. Inquiries  for  additional  information 
regarding  this  course  may  be  directed  to  Dr. 
Vince  Moseley,  Director  of  the  Division  of 
Continuing  Education,  Medical  University 
of  South  Carolina,  Charleston,  S.  C.  29401. 

The  Medical-Legal  Society  of  Southern 
California  will  sponsor  a National  Confer- 
ence on  Medical  Malpractice  and  Doctor- 
Lawyer  Relationships  in  Los  Angeles  on 
July  31  and  August  1.  For  further  informa- 
tion write  California  Continuing  Education 


of  the  Bar,  2150  Shattuck  Avenue,  Berkeley, 
California  95705. 

The  31st  Annual  AMA  Congress  on  Oc- 
cupational Health  will  be  held  at  Jackson 
Lake  Lodge  in  Grand  Teton  National  Park, 
Wyoming,  August  29-30,  1971. 

The  22nd  Annual  Meeting  of  the  American 
Association  of  Medical  Clinics  will  be  held 
September  14-18,  1971  at  the  Sheraton-Cleve- 
land  Hotel,  Cleveland,  Ohio. 

The  57th  Annual  Clinical  Congress  of  the 
American  College  of  Surgeons  will  be  held 
in  Atlantic  City,  October  18-22.  Official 
forms  will  be  available  from  Mr.  T.  E. 
McGinnis,  American  College  of  Surgeons,  55 
East  Erie  Street,  Chicago,  Illinois  60611. 

The  17th  Annual  Southern  Obstetric  and 
Gynecologic  Seminar  will  be  held  this  year 
at  the  Grove  Park  Inn  in  Asheville,  North 
Carolina  from  August  1 through  August  6. 
The  Seminar  is  designed  for  informal  teach- 
ing with  many  open  discussions  and  panels. 
Registration  is  limited.  For  information 
write  Dr.  George  T.  Schneider,  Ochsner 
Clinic,  1514  Jefferson  Highway,  New 
Orleans,  Louisiana  70121. 
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Dr.  William  C.  Cantey  of  Columbia  was 
elected  president  of  the  Southern  Society  of 
Clinical  Surgeons  at  its  41st  Annual  meeting 
in  New  Orleans.  Dr.  Cantey  has  also  been 
elected  first  vice  president  of  the  South- 
eastern Surgical  Congress  which  met  in 
Miami.  Dr.  Heyward  Hudson  of  Greenville 
has  been  installed  as  a Fellow  of  the  Ameri- 
can College  of  Obstetricians  and  Gynecolo- 
gists. Dr.  John  J.  Britton  of  Sumter  was  also 
installed  as  a Fellow  of  the  American  Col- 
lege of  Obstetricians  and  Gynecologists  at 
its  annual  meeting  in  San  Francisco.  Dr. 
Herbert  A.  Moskow  of  Denmark  has  been 
elected  to  active  membership  in  the  Ameri- 
can Academy  of  General  Practice. 

Dr.  George  C.  Adickes,  former  chief  of 
staff  at  York  General  Hospital,  has  been 
named  full-time  associate  medical  director 
of  the  Charlotte  Rehabilitation  Hospital.  Dr. 
Rexford  H.  Hunt  of  Walterboro  has  recently 
been  appointed  as  a surgeon  on  the  medical 
staff  of  the  Southern  Railway  System.  Dr. 
Hunt  will  continue  his  practice  of  general, 
thoracic  and  cardiovascular  surgery  in 
Walterboro  in  addition  to  his  new  responsi- 
bilities. Dr.  W.  E.  Baldwin  has  been  ap- 
pointed Medical  Director  of  the  State  Board 
of  Health’s  Appalachia  T District  (Anderson 
and  Oconee  Counties).  Previously  Dr.  Bald- 
win served  as  health  officer  of  several  South 
Carolina  counties.  Dr.  Joe  C.  Chambers  has 
been  named  Director  of  the  State  Board  of 
Health’s  Waccamaw  District  (Georgetown, 
Horry  and  Williamsburg  Counties).  A for- 
mer coordinator  of  the  South  Carolina  Re- 
gional Medical  Program,  he  returned  to  the 
state  from  Tennessee,  where  he  served  as 
Director  of  the  First  Tennessee-Virginia 
Development  District. 

Dr.  John  Robertson  Paul,  Jr.  of  Charleston 


has  been  serving  aboard  the  hospital  ship 
Hope  in  the  West  Indies.  Dr.  Paul  served 
previously  aboard  the  ship  when  it  was  sta- 
tioned in  Ceylon.  Dr.  James  L.  Hughes  of 
Chester  has  been  re-elected  to  a three-year 
term  on  the  Board  of  Directors  of  the  In- 
dustrial Medical  Association.  Dr.  Hughes  is 
Medical  Director  of  Springs  Mills,  Inc.  Dr. 
Daggett  0.  Royals  of  Greenville  has  been 
elected  to  fellowship  in  the  American  Acad- 
emy of  Orthopedic  Surgeons  and  was  in- 
ducted at  its  national  meeting  in  San  Fran- 
cisco. 

Dr.  James  T.  McElrath,  Dr.  James  P. 
McNamara  and  Dr.  Peter  G.  Manos  have 
moved  their  practice  of  family  medicine  to 
the  North  Hills  Shopping  Center  in  Green- 
ville. Dr.  T.  Robert  Wynne  and  Dr.  William 
E.  Jett  have  become  associated  with  the 
group,  which  will  form  the  North  Hills  Medi- 
cal Clinic.  Dr.  Eula  Pate,  formerly  a staff 
member  with  the  University  of  Georgia 
Health  Service,  will  join  Dr.  Julius  R.  Earle 
in  the  practice  of  medicine  in  Walhalla.  Dr. 
Pate  was  engaged  in  private  practice  in 
Highlands,  North  Carolina,  before  joining 
the  medical  staff  at  the  University  of 
Georgia. 

Dr.  R.  W.  Hanckel,  Jr.  and  Dr.  R.  M. 
Gerughty  of  the  Medical  University  of 
South  Carolina  directed  the  third  annual 
Oral,  Ear,  Nose  and  Throat  Symposium  held 
recently  in  Charleston.  Dr.  Billy  Ray  Black- 
well  is  now  practicing  medicine  at  376  West 
Palmetto  Street,  Florence.  Dr.  Charles  H. 
Banov  of  Charleston  has  been  named  presi- 
dent of  the  newly  organized  South  Carolina 
Society  for  Autistic  Children.  Dr.  Robert 
C.  Brownlee,  Jr.  of  Greenville  has  been 
named  vice  chairman  of  the  AMA’s  Section 
Council  on  Pediatrics. 
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Dr.  George  L.  Nichols  is  the  first  child 
psychiatry  fellow  to  graduate  from  the 
William  S.  Hall  Psychiatric  Institute.  Dr. 
Nichols  graduated  from  Creighton  Medical 
University  in  Omaha,  Nebraska,  and  will 
direct  the  York-Chester-Lancaster  Mental 
Health  Clinic  in  Rock  Hill.  A medical  stu- 
dent from  Bowman  Grey  University  in  Win- 
ston-Salem, North  Carolina  will  be  working 
with  Gaffney  physicians  this  summer.  The 
program  is  sponsored  by  Duke  University 
and  is  called  “Extern.” 


The  following  South  Carolina  physicians 
attended  the  1971  Atlanta  Graduate  Medical 
Assembly  and  received  19  hours  credit  by 
the  American  Academy  of  General  Practice : 

Drs.  Francis  B.  Adams,  Jr.  of  Seneca;  J.  E. 
Lipscomb,  Jr.  of  Greenville ; Walter  L.  Gail- 
lard  of  Anderson ; Herbert  Schreiber  of 
Camden;  William  P.  Kay,  Jr.  of  Belton; 
James  McDonald  of  Clinton;  R.  M.  Fuller  of 
Clinton;  William  F .Ward,  Jr.  of  Columbia; 
Ernest  A.  Perry  of  Clover;  and  Roger  L. 
Engelbert  of  Spartanburg. 


NEW  MEMBERS,  S.C.M.A. 


Dr.  Robert  B.  Belk 

2315  N.  Main 
Anderson,  S.  C.  29621 
Dr.  James  H.  Blair 
2701  Middleburg  Dr. 
Columbia,  S.  C.  29201 
Dr.  Ronald  C.  Bloodworth 
321  Henderson  Rd. 
Greenville,  S.  C.  29605 
Dr.  Daniel  W.  Brake 
Conway,  S.  C.  29526 
Dr.  John  J.  Britton 
232  W.  Calhoun  St. 

Sumter,  S.  C.  29150 
Dr.  Attilio  A.  Ceraldi 
Ellis  Ave. 

Abbeville,  S.  C.  29620 

Dr.  Raymond  M.  Farmer 
813  N.  Fant 
Anderson,  S.  C.  29621 
Dr.  J.  Phillip  Gingrey 
1233  Woodbine  Rd. 

Aiken,  S.  C.  29801 
Dr.  Stephen  C.  Gooding 
318  Memorial  Dr. 

Greer,  S.  C.  29651 
Dr.  Jorge  Gomez 
Barnwell,  S.  C.  29812 
Dr.  Tommy  B.  Griffin 
711  N.  Church 
Spartanburg,  S.  C.  29303 
Dr.  Torrence  G.  Hanner,  Jr. 
27  Vardry  St. 

Greenville,  S.  C.  29601 
Dr.  Wm.  M.  Hull,  Jr. 

1053  Oakland  Ave. 

Rock  Dill,  S.  C.  29730 


Dr.  Henry  E.  Kistler 

Seneca,  S.  C.  29678 

Dr.  Ingeborg  H.  Kruer 

Mental  Health  Center 
Greenville,  S.  C.  29607 

Dr.  John  C.  Macdonnell 

502  E.  Greenville  St. 
Anderson,  S.  C.  29621 

Dr.  Jackson  H.  McCarter 

11  Sumner  St. 

Greenville,  S.  C.  29601 

Dr.  John  Z.  McFarland 

Easley,  S.  C.  29640 

Dr.  Paul  A.  Meunier 

300  Elaine  Ave. 

Greemdlle,  S.  C. 

Dr.  Charles  O.  Onstead 

Aiken  Co.  Hosp. 

Aiken,  S.  C.  29801 

Dr.  Robert  N.  Poteat 

711  N.  Church  St. 
Spartanburg,  S.  C.  29303 

Dr.  Boyce  G.  Tollison 

Easley,  S.  C.  29640 

Dr.  Joseph  W.  Tollison 

Rt.  5,  Box  412 
Aiken,  S.  C.  29801 

Dr.  Samuel  E.  Wood 

Goose  Creek  Shopping  Plaza 
Goose  Creek,  S.  C.  29445 

Dr.  Shokei  Yamada 

80  Barre  St. 

Charleston,  S.  C.  29401 
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Medical  University  of  South  Carolina 


The  1971  Dis- 
tinguished Alum- 
nus Award  of 
the  College  of 
Medicine,  Medi- 
cal University  of 
South  Carolina 
was  presented  to 
Dr.  Thomas  A. 
Pitts  of  Colum- 
bia, a leader  in 
the  advancement 
of  health  educa- 
tion in  this  state. 
The  presentation 
was  m a d e by 
President  William  M.  McCord  during  the 
Alumni  Association’s  annual  luncheon  at 
Myrtle  Beach.  Dr.  Pitts  served  on  the  Medi- 
cal University’s  Board  of  Trustees  from 
1930  to  1966.  He  was  chairman  of  the  board 
from  1941  to  1966,  a period  of  unprecedented 
growth  for  the  Medical  University. 

Dr.  Joseph  C.  Ross  has  been  named  chair- 
man of  the  committee  raising  funds  to  honor 
the  memory  of  Dr.  Ralph  R.  Coleman.  The 
fund  has  been  established  in  the  Health 
Sciences  Foundation  of  the  Medical  Univer- 
sity of  South  Carolina.  It  will  support  activi- 
ties of  the  Department  of  Medicine,  includ- 
ing lectures  by  distinguished  guests.  Dr. 
Coleman  died  on  February  20  after  nearly 
three  decades  of  continuous  practice  in 
Charleston. 

Dr.  J.  Douglas  Balentine  has  been  awarded 
a three-year  grant  by  the  National  Insti- 
tutes of  Health  to  explore  brain  damage 
patterns  caused  by  high  concentrations  of 
oxygen.  Dr.  Balentine  is  assistant  professor 


of  pathology  and  director  of  neuro-pathology 
at  the  Medical  University  of  South  Carolina. 
A 1963  graduate  of  the  Medical  College  of 
South  Carolina,  Dr.  Balentine  interned  in 
anatomical  pathology  and  served  his  resi- 
dency in  neuropathology  at  Duke  University 
Medical  Center.  He  is  a fellow  of  both  the 
American  Society  of  Clinical  Pathologists 
and  College  of  American  Pathologists. 

Dr.  Gordon  R.  Hennigar,  professor  and 
chairman  of  the  Department  of  Pathology; 
Dr.  Kathleen  A.  Riley,  clinical  professor  and 
head  of  the  Dermatology  Section;  and  Dr. 
B.  Lewis  Barnett,  associate  professor  of 
Family  Practice  were  inducted  into  Alpha 
Omega  Alpha  honor  medical  society. 

Dr.  Herbert  C. 
Butts  has  been 
appointed  acting 
dean  of  the  Col- 
lege of  Dental 
Medicine  at  the 
Medical  Univer- 
sity of  South 
Carolina.  Dr. 
Butts  has  served 
on  the  faculty 
since  1967  as 
professor  a n d 
chairman  of  the 
Department  of 
Operative  Den- 
tistry. He  also  served  as  assistant  dean  for 
student  affairs  and  admissions.  Dr.  Butts 
received  his  dental  degree  in  1950  from  the 
University  of  Tennessee  College  of  Den- 
tistry. He  maintained  a private  practice  in 
Memphis  until  1958  when  he  entered  full- 
time teaching  at  the  University  of  Tennessee 
College  of  Dentistry. 
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I N ASTH  MA  optional 

in  emphysema  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  K to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Nothing  new  about  Synirin  other  than 
...its  a stable,  uncoated,  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 

Synirin. 

ASPIRIN  5 GR.— PENTOBARBITAL  1/8  GR. 

ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

EACH  UNCOATED  TABLET  CONTAINS: 

Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

*May  be  habit  forming. 

Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1000  TABLETS 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  23261 

TCliaAwiaceze/toa/L  ff/tnee  /(C<5 6 


A clinical  supply  of  this  new  aspirin  formulation  may  be  requested. 


Dr.  John  E. 
Buhler,  the  first 
dean  of  the  Col- 
lege of  Dental 
Medicine,  has 
been  granted  the 
title  of  dean 
emeritus  and 
professor  of  ad- 
ministrative den- 
tistry b y t h e 
Board  of  Trus- 
tees. Former 
dean  of  the 
Emory  Univer- 
sity School  of 
Dentistry,  he  came  to  Charleston  in  19(14  to 
assume  leadership  of  the  newly  created  Col- 
lege of  Dental  Medicine.  Pie  has  served  as 
president  of  the  American  Association  of 
Dental  Schools,  consultant  to  the  Chief  of 
the  Dental  Corps  and  member  of  the  Train- 
ing Grants  Committee  of  the  National  Insti- 
tute of  Dental  Research. 
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50  YEARS  AGO 

June,  1921 

Kenneth  M.  Lynch,  M.D.,  was  awarded  the 
gold  medal  for  the  best  scientific  exhibit  at  the 
meeting  of  the  American  Medical  Association. 
Plans  were  announced  for  the  opening  of  the 
Southern  Pediatric  Seminar  in  Saluda  under 
the  direction  of  Dr.  Lesesne  Smith.  A pro- 
longed discussion  of  the  shortage  of  nurses 
was  given  in  the  Journal.  A report  from  the 
House  of  Delegates  said  that  Council  is 
“pleased  to  report  that  harmony,  as  a rule, 
prevails  throughout  the  medical  profession  of 
South  Carolina.” 


RESIDENCY  IN  GENERAL  PSYCHIATRY  AND  CHILD  PSYCHIATRY 

The  William  S.  Hall  Psychiatric  Institute  has  residency  openings  commencing 
July  1,  1971,  in  the  three-year  general  psychiatry  program  and  its  two-year  child 
psychiatry  program.  The  program  is  academically-oriented  and  fully  supervised 
by  full-time  teaching  staff  of  eight  general  psychiatrists,  three  child  psychiatrists, 
and  two  neurologists.  The  full-time  staff  is  supplemented  by  teaching  consultants 
in  neurology,  psychiatry,  and  child  psychiatry  and  by  excellent  supportive  services 
in  psychology,  social  work  and  adjunctive  therapies.  Salary  range  $11,358  - 
$16,202.  NIMH  grants  available.  Submit  inquiries  to  Director,  William  S.  Hall 
Psychiatric  Institute,  P.  O.  Box  119,  Columbia,  South  Carolina  29202. 

EQUAL  OPPORTUNITY  EMPLOYER 
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DEATHS 


DR.  T.  F.  DRAKE,  JR. 

Dr.  Thomas  F.  Drake,  Jr.,  37,  of  Pacolet 
Mills,  formerly  of  Anderson,  died  unexpectedly 
on  March  29.  Dr.  Drake  graduated  from  the 
Medical  University  of  South  Caorlina.  He 
was  a practicing  physician  at  Pacolet  Mills 
and  was  a member  of  the  Spartanburg  Medi- 
cal Society,  the  South  Carolina  Medical  Soci- 
ety and  the  National  Medical  Society. 

DR.  G.  R.  BLALOCK,  SR. 

Dr.  George  R.  Blalock,  Sr.,  66,  of  Clinton 
died  April  2.  A lifelong  resident  of  Clinton, 
he  was  a graduate  of  the  College  of  Physi- 
cians and  Surgeons  at  Columbia  University. 
He  served  his  residency  in  New  York  Post- 
Graduate  Hospital  and  was  a member  of  the 


South  Carolina  Medical  Association,  the  Inter- 
national College  of  Surgeons,  the  American 
Medical  Association,  and  the  Laurens  County 
Medical  Association. 


dr.  e.  l.  McPherson 

Dr.  E.  L.  McPherson  of  Greenville  died 
April  6.  Dr.  McPherson  had  practiced  in 
Greenville  since  1941  and  was  a staff  member 
at  Greenville  General  Hospital  and  St.  Francis. 
He  engaged  in  general  practice  and  special- 
ized in  obstetrics-gynecology.  He  was  a grad- 
uate of  Meharry  Medical  College  in  Nashville 
and  was  a member  of  the  Piedmont  Medical, 
Dental  and  Pharmaceutical  Association,  the 
Palmetto  Medical  Association  and  the  Green- 
ville County  Medical  Society. 


Family  Practice  Residency  Program 


A Family  Practice  Residency  program  will 
begin  at  Greenville  General  Hospital  July  1. 
Announced  by  Robert  E.  Toomey,  director  of 
the  Greenville  General  Hospital  System,  and 
Dr.  Raymond  Ramage,  director  of  medical 
education  at  the  hospital.  The  program  is 
the  newest  kind  of  residency  in  the  medical 
field. 

There  is  no  over-all  description  of  the 
family  practitioner  specialty.  There  is  a defi- 
nite need  for  a famliy  physician  with  the  kind 
of  training  that  will  allow  him  to  take  care  of 
the  entire  family.  It  is  estimated  that  the 
family  practitioner  should  be  able  to  take  care 
of  90  per  cent  of  “what  comes  into  his  office” 


because  of  the  breadth  of  his  knowledge. 

The  education  director  said  he  believes  the 
hospital  will  be  able  to  recruit  10  residents  a 
year  for  the  program  because  “young  medics 
coming  out  of  school  now  are  interested  in 
the  practice  of  family  medicine.” 

The  officials  hope  to  have  10  residents  in 
each  class  of  the  three-year  program,  or  a total 
of  30  in  the  program.  The  residents  will 
qualify  as  specialists  in  family  medicine  at  the 
end  of  the  three  years. 

The  Department  of  Community  Medicine 
at  S.  C.  Medical  University  and  the  Greenville 
program  will  work  in  close  cooperation  with 
each  other. 
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STATEMENT  ON  VENEREAL  DISEASE 


April  24,  1971 

TO:  State  and  County  Medical  Societies 

Editors  of  Society  Journals  and  Bulletins 

The  medical  profession  has  a significant 
role  in  reducing  the  growing  incidence  of  VD. 
The  attached  statement  of  the  Council  on 
Environmental  and  Public  Health,  American 
Medical  Association  is  being  sent  to  medical 
societies  and  medical  journals  and  bulletins 
for  their  information  and  use. 

The  problems  of  VD  are  many:  Permissive- 
ness, limited  staffs  in  public  health  depart- 
ments, insufficient  funds,  reluctance  on  the 
part  of  physicians  to  report  VD  cases,  and 
ignorance  on  the  part  of  the  public  about  the 
dimensions  of  VD  prevention  and  treatment. 

Medical  societies  are  urged  to  publicize  and 


promote  among  their  members  the  need  for 
attention  and  action  to  the  VD  problem. 
Editors  of  medical  society  publications  are 
requested  to  consider  the  Council’s  statement 
on  VD  for  publication. 

Frank  W.  Barton 

Attachment 

In  view  of  the  alarming  increase  in  reported 
cases  of  infectious  syphilis  and  because 
gonorrhea  is  now  pandemic  in  the  United 
States,  the  Council  on  Environmental  and 
Public  Health,  American  Medical  Association, 
has  prepared  the  following  statement  for  the 
information  and  guidance  of  medical  societies: 

The  American  Medical  Association  Council 


373-1 


WINCHESTER 

“CAROLINAS’  HOUSE  OF  SERVICE” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver- 
tised CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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When  Constipation 
is  a Concern . . . 


(laxative  with  stool  softener) 


Doxidan  relieves  constipation: 

■ gently  — minimal  laxative  side  effects 

■ predictably — overnight  results 

■ conveniently— one  or  two  capsules  at 

bedtime 


■ economically — costs  less  per  effective 

daily  dose* 


Composition:  Each  capsule  contains  50  mg.  danthron  N.F.  and  60  mg. 
dioctyl  calcium  sulfosuccinate.  Supplied:  Bottles  of  30,  1 00  (FSN  6505- 
074-3169)  and  1000  (FSN  6505-890-1247)  and  Unit  Dose  100's 

/Id  v in  ctrincl 


DOXIDaN 


©The 

Logical 

Laxative 


‘based  on  actual  drug  store  survey  of  prescribed  dosages 


HOECHST 

PHARMACEUTICAL  CO. 
Somerville,  N.J.  08876  U.S.A. 


C-168 


Norgesic . . . provides  effective  analgesia  and  relief  of  associated  muscle  spasm 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphenadrine.  Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyloric 
or  duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at  the  bladder  neck.  Norgesic  is  also  contraindicated  in  patients 
with  myasthenia  gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine. 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  rec- 
ommended that  Norgesic  not  be  given  in  combination  with  propoxyphene  (Darvon®). 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of  this  preparation  in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible  hazard  to 
the  mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug  in  children  has  not  been  established;  therefore,  the  physician  must  weigh  the 
benefits  against  the  potential  hazards. 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of  phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  should  be 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders.  It  should  also  be  used  with  caution  in  patients  with  tachycardia. 
Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or  those  usually  associated  with  mild  anticholinergic  agents.  These 
may  include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  increased  intraocular 
tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness,  and  rarely,  urticaria  and  other  dermatoses.  Infrequently 
an  elderly  patient  may  experience  some  degree  of  confusion  Mild  central  excitation  and  occasional  hallucinations  may  be  observed.  These 
mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage.  One  case  of  aplastic  anemia  associated  with  the  use  of  Norgesic  has  been 
reported.  No  causal  relationship  has  been  established  Dosage  and  Administration:  Adults— 1 to  2 tablets  3 to  4 times  daily. 


Riker  Laboratories,  InCc 

NORTHRIOGE.  CALIFORNIA  91324  WOM  COtTTPANY 


NORGESIC 


(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg.,  phenacetin, 160  mg., caffeine, 30  mg.) 

the  versatile  analgesic 


When  irritable  colon  feels  like  this 


. in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 

[H  belladonna  alkaloids— for  the  hyperactive  bowel 
□ simethicone— for  accompanying  distension  and  pain  due  to  gas 
D phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED 

antispasmodic/sedative/antiflatulent 


When  your  income  STOPS... 

Have  a guaranteed  income  that 

STARTS' 

It’s  easy  with  the  Income  Protection  Plan  sponsored  and  endorsed  by  the 


SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

What’s  it  all  about?  Just  this  — when 
accident  or  sickness  derails  your  earn- 
ing power  and  your  income  STOPS,  our 
regular  Income  Protection  Benefit  Checks 
will  help  you  get  back  on  the  track,  and 
help  keep  you  in  your  own  world! 


Why  Income  Protection  from  Educators? 

• Educators  Mutual  Life  is  a pioneer  in 
designing  Income  Protection  Plans 

• Educators  Mutual  Life  was  among  the 
first  to  provide  cooperative  rehabilitation 

• Recommended  by  your  Society 

• Local  service  from  a local  representative 


Without  obligation,  learn  the  many  advantages  of  your  local  Society’s  Income  Protection  Plan.  Write  or  phone: 


representing 


Charles  W.  Dudley  • Phone:  (803)  662-6525 
Box  3201  - Florence,  S.  C.  29501 


educators  nlutiial  Jdile 


INSURANCE  COMPANY 

Lancaster,  Pa.  17604 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF 
DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation 
and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients, 
including  individual  psychotherapy,  group  therapy,  psychodrama,  electro-con- 
vulsive therapy,  Indoklon  convulsive  therapy,  drugs,  social  service  work  with 
families,  family  therapy,  and  extensive  and  well  organized  activities  program, 
including  occupational  therapy,  art  therapy,  music  therapy,  athletic  activities  and 
games,  recreational  activities  and  outings.  The  treatment  program  of  each  patient 
is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be 
realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  avail- 
able on  grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treat- 
ment program  and  is  accredited  through  the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in 
the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  ( 1 ) Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville.  Jr.  M D. 

Chief  of  Clinical  Services  Associate  Professor  of  Psychiatry 

and  Medical  Director 


on  Environmental  and  Public  Health  reports 
that  gonorrhea  ranks  first  and  syphilis  third 
among  the  reportable  communicable  diseases 
in  the  United  States.  For  the  year  ending  June 
30,  1970,  infectious  syphilis  rates  were  eight 
per  cent  higher  nationally  than  a year  earlier, 
with  annual  increases  spread  over  33  states 
and  an  estimated  incidence  between  70-80,000 
reported  cases;  there  are  250,000  cases  of  all 
forms  of  syphilis  estimated  to  be  diagnosed 
and  treated  each  year. 

At  the  same  time,  gonorrhea  morbidity  ex- 
ceeded 573,000  reported  cases.  Gonorrhea  is 
pandemic  in  the  United  States,  with  an  esti- 
mated two  million  cases. 

The  Council  urges  medical  societies  to 
acquaint  their  membership  with  the  growing 
and  alarming  dimensions  of  the  VD  problem. 
Physicians  should  take  all  appropriate  meas- 
ures to  reverse  the  rise  in  venereal  disease  and 
bring  it  under  control. 

Physicians  in  private  practice  treat  approxi- 
mately 80  per  cent  of  the  syphilis  and  gonor- 
rhea that  comes  to  diagnosis  but  report  to 
public  health  departments  only  one  out  of 
every  eight  cases  of  syphilis  and  one  out  of 
every  nine  cases  of  gonorrhea  they  treat.  Phy- 
sicians should  assist  public  health  departments 
by  reporting  the  VD  cases  they  treat.  Medical 
societies  are  urged  to  cooperate  and  give 
broad  support  to  public  health  authorities. 
Much  effort  must  still  be  made  by  health  de- 
partments and  medical  societies  to  foster 
mutual  trust  so  that  public  and  private  medi- 
cine can  work  effectively  for  the  control  of 
both  syphilis  and  gonorrhea. 

The  Council  also  urged  medical  societies  to 


continue  efforts  for  the  enactment  of  state 
laws  to  permit  physicians  legally  to  treat  VD 
cases  of  minors  without  obtaining  parental 
consent.  Currently,  35  states  have  laws  and  6 
states  have  attorneys  general’s  opinions  per- 
mitting treatment  of  minors  for  VD  without 
permission  of  parents.  Such  sanction  is  not 
provided  in  the  states  of  Alabama,  Arizona, 
Georgia,  Mississippi,  Minnesota,  Missouri, 
Ohio,  Wisconsin,  and  Wyoming. 

There  are  also  11  states  which  do  not  have 
laws  or  regulations  requiring  all  serological 
laboratories  to  report  reactive  specimens  by 
name  of  patient  and  physician  to  the  health 
department.  They  are  Alaska,  Arkansas,  Col- 
orado, Idaho,  Indiana,  Louisiana,  Maine, 
Massachusetts,  North  Dakota,  South  Dakota, 
and  Washington.  Experience  has  shown  that 
many  serologic  laboratories  refuse  to  report 
names  of  reactors  to  the  health  department 
until  it  is  required  by  law  or  regulation. 

The  American  Medical  Association  is  mak- 
ing VD  a national  theme  for  Community 
Health  Week— 1971,  with  suggested  dates  of 
October  17-23.  Informational  and  promotional 
material  will  be  available  for  medical  societies. 
The  AMA  publication  PR  Doctor,  January 
1971,  featured  the  problem  of  venereal  disease, 
which  included  reports  of  excellent  programs 
underway  by  state  medical  societies. 

The  Council  encourages  the  publication  of 
more  articles  in  professional  journals  on  ven- 
ereal disease  and  its  control  for  the  guidance 
of  the  profession.  Medical  societies  are  asked 
to  support  education  of  patients  and  the  pub- 
lic through  more  extensive  and  imaginative 
use  of  all  available  media  and  through  school 
curricula. 


Internist  Not  Liable  For  Alleged  Misdiagnosis 

An  internist  who  made  a diagnosis  of  Asian  flu 
after  a patient  complained  of  abdominal  pain  was 
absolved  by  jury  verdict  in  a California  trial  court 
from  liability  in  a suit  charging  that  he  failed  to 
make  a proper  diagnosis  of  a ruptured  diverticulum  of 
the  sigmoid  colon. 

Two  days  after  the  diagnosis  was  made,  the  patient 
returned  to  the  physician  and  complained  of  severe 
abdominal  pain.  The  rupture  was  discovered,  and 
seven  operations  were  performed  in  order  to  correct 
the  condition. 

The  patient  contended  that  the  physician  failed  to 
diagnose  the  acute  condition,  and  that  this  failure 


resulted  in  the  rupture.  The  physician  argued  that 
the  proximate  cause  of  the  rupture  was  the  delay  in 
contacting  him  when  the  pain  became  severe.  In 
settlement  negotiations,  the  patient  demanded  $65,- 
000.  The  physician  offered  $3,500.  No  settlement 
was  made,  and  the  jury  returned  a verdict  in  favor  of 
the  physician.— WoZ/e  v.  Smith  ( Cal. Super. Ct.,  Los 
Angeles  Co.,  1970) 

Death  From  Prescription  Drug  Results  In 
$215,000  Verdict 

Death  of  a child  to  whom  Chloromycetin  had  been 
administered  at  intervals  between  October  20,  1958, 
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and  May,  1960,  resulted  in  a verdict  of  $215,000 
against  a physician,  an  osteopath,  and  a pharma- 
ceutical firm  in  a Pennsylvania  trial  court  case.  The 
judge  denied  motions  for  a new  trial. 

The  parents  of  the  child  originally  brought  suit 
against  the  pharmacist  who  had  allegedly  supplied 
the  drug  without  prescription.  The  pharmacist  joined 
as  parties  to  the  action  the  physician  who  had  treated 
the  child  and  prescribed  the  drug,  an  osteopath  who 
had  authorized  renewal  of  the  prescription,  and  the 
pharmaceutical  firm  that  manufactured  the  drug.  The 
pharmacist  claimed  that  the  physician  and  the  osteo- 
path prescribed  the  drug  with  disregard  to  its  possible 
side  effects.  He  contended  that  the  supplier  was 
negligent  in  failing  to  give  adequate  warnings  of  the 
inherent  dangers  of  the  drug. 

The  physician  had  prescribed  the  drug  on  three 
occasions  between  October  20,  1958,  and  January, 
1960.  The  ailments  were  recorded  by  the  physician 
as  being  acute  catarrhal  rhinopharyngotonsillitis  on 
the  first  visit;  acute  rhinopharyngitis  with  compli- 
cating abdominal  pain,  possibly  mesenteric  adenitis, 
on  the  second  visit;  an  acute  pharyngotonsillitis  with 
complicating  abdominal  pain,  probably  mesenteric 


adenitis,  on  the  third  visit.  No  blood  tests  or  bacterio- 
logic  cultures  were  taken. 

Again  the  child  had  a respiratory  infection,  and  the 
mother  asked  the  pharmacist  to  refill  the  prescription. 
He  declined  to  do  so  without  a physician’s  authoriza- 
tion. The  mother  telephoned  the  osteopath,  and  he 
authorized  renewal  of  the  prescription  without  seeing 
the  child.  The  osteopath  gave  telephone  authorization 
for  refilling  the  prescription  on  at  least  one  other 
occasion.  The  mother  gave  the  drug  to  the  child 
when  she  thought  it  was  needed. 

In  May,  1960,  the  mother  again  took  the  child  to 
the  physician’s  office,  giving  a history  of  brusing  and 
nosebleeds.  Aplastic  anemia  was  subsequently  diag- 
nosed, and  it  led  to  the  child’s  death. 

After  the  jury  returned  a verdict  holding  the  phy- 
sician. the  osteopath,  and  the  pharmaceutical  firm 
jointly  liable,  motions  for  a new  trial  were  filed.  The 
supplier  of  the  drug  claimed  that  the  trial  court  erred 
in  admitting  evidence  showing  that  in  1961,  after  the 
child’s  death,  the  firm  changed  the  phraseology  of  the 
warning  relative  to  use  of  the  drug.  The  new  warning 
appeared  in  medical  journals  and  other  writings.  The 
court  held  against  this  contention,  stating  that  such 
evidence  may,  under  proper  circumstances,  be  ad- 
mitted to  demonstrate  one  of  the  precautionary  steps 
that  could  have  been  taken  to  avert  the  misfortune. 
The  new  warning  offered  a necessary  basis  of  com- 
parison by  which  the  jury  could  better  gauge  the 
effectiveness  of  the  earlier  warning  in  alerting  physi- 
cians to  dangers  of  the  drug,  the  court  held. 

The  pharmaceutical  firm  claimed  that  the  court 
committed  error  in  admitting  a physician’s  testimony 
regarding  the  efforts  of  the  company’s  detail  men  in 
encouraging  physicians  to  prescribe  the  drug.  The 
court  held  that  the  testimony  was  relevant,  for  over- 
promotion was  one  of  the  chief  contentions  of  the 
parties  who  brought  the  suit,  and  the  testimony 
showed  the  efforts  of  the  supplier  to  promote  use  of 
the  drug. 

The  physician  named  in  the  suit  contended  that  he 
should  not  be  held  liable  for  prescribing  the  drug,  as 
there  was  testimony  to  the  effect  that  a substantial 
number  of  the  physicians  in  the  area  would  have 
followed  the  same  procedure  that  he  followed  in  ad- 
ministering the  drug,  and  that,  therefore,  he  should 
not  be  held  liable.  The  court  rejected  this  theory, 
holding  that  a physician  will  not  be  excused  from  the 
consequences  of  his  improper  actions  by  showing  that 
those  actions  were  commonplace  among  his  profes- 
sional brethren.  The  court  held  that  the  jury’s  finding 
that  the  physician  was  negligent  had  ample  support 
in  the  record. 

The  court  affirmed  the  verdict  against  the  osteo- 
path without  commenting  on  his  evidence  and 
affirmed  that  the  physician,  the  osteopath,  and  the 
pharmaceutical  firm  were  jointly  liable.— Incollingo  v. 
Ewing  (Pa.Ct.  of  Common  Pleas,  Philadelphia  Co., 
Docket  No.  3248,  Oct.  9,  1969) 
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The  Journal  of  the  South  Carolina  Medical  Association 


The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt , predictable  antisecretory  action  of  the  bella- 
donna alkaloid , atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  horn-  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
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Clinical  Extension 


a pure 
Smooth  Muscle 
Relaxant 


/ 
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TROCINATE 

Brand  THIPHENAMIL  HC1 

400  mg./100  mg.  S/C  vablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS-MUCOUS  COLITIS 
...  the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  ( 7.  Urol. 
73:487-93 ) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 
C ffane^&c/u retd  . \ythzlmaceu&ca& 


HELP!, 

IN  SWIMMER  S EAR, 

help  comes  fast  with  Furacin  Otic.  Diperodon  hydrochloride  provides  rapid 
relief  of  pain  and  pruritus  . . . antibacterial  Furacin  (nitrofurazone)  and  anti- 
mycotic Micofur  (nifuroxime)  combat  the  susceptible  pathogens. The  nonmac- 
erating, hygroscopic  vehicle  softens  cerumen  . . . penetrates  to  the  infection 
. . . permits  free  drainage. 


FaIRACIN  OTIC 

(nitrofurazone) 

antibacterial/anesthetic/antifungal 


Formula:  Contains  (w/w)  0.2%  Furacin.  brand  of  nitrofur- 
azone, 0.375%  Micofur®,  brand  of  nifuroxime,  and  2% 
diperodon  hydrochloride  dissolved  in  water-soluble,  non- 
drying,  hygroscopic  polyethylene  glycol. 

Indications:  For  treatment  of  bacterial  otitis  externa,  bac- 
terial otitis  media  and  otomycosis.  In  otitis  media,  this 
preparation  is  not  effective  if  the  tympanic  membrane  is 
intact. 

Furacin  (nitrofurazone)  and  Micofur  (nifuroxime)  are  active 
against  a variety  of  gram-positive  and  gram-negative  organ- 
isms. Activity  versus  Pseudomonas  sp.  is  limited  to  certain 
strains.  Micofur  (nifuroxime)  is  active  against  Candida 
(Monilia)  albicans. 


Precautions:  Sensitization  may  occur  with  prolonged  use 
and  is  more  likely  to  develop  in  eczematous  otitis  externa. 
To  minimize  such  reactions  (a)  limit  application  to  a week 
or  less,  and  (b)  avoid  use  of  excessive  amounts  which  may 
run  down  the  face. 

This  preparation  is  not  indicated  for  use  in  treatment  of 
cholesteatoma,  where  surgical  intervention  is  necessary. 
Supplied:  Bottle  of  15  cc.  with  dropper. 

™ Originators  and  Developers  of  The  Nitrofurans 

EATON  LABORATORIES 

Division  of  The  Norwich  Pharmacal  Company 
NORWICH,  NEW  YORK  13815 


When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hlium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 

Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in 
frequency  and/  or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2%  mg,  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2!£  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose™  packages  of  1000. 
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Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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Proved  electro 

w ^ ly 
helps  insomniacs  fall  asleep, 
stay  asleep,  and  sleep  longer 


Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep. 23 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,'  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  201 0 
insomniacs,  1 706  of  whom  were 
studied  for  a single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 


In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poorsleeping  habits, 
and  in  acute  orchronic  medical 
situations  requiring  restful  sleep. 


Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 


In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients.3  Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  et  al.:  “Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,”  in  Proc.  7th  Internat.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19,  1969.  2.  Kales,  A., 
et  al.:  “Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,”  in  Kales,  A.  (ed.) : Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1 969,  p.  331 . 

3.  Data  on  file,  Medical  Department.  Hoffmann- 
La  Roche  Inc. 


For  the  sleep  your  patients  need 

NewT^V  I 

Dalmane 


Before  prescribing,  please  consult  Complete 
Product  Information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recur- 
ring insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  ( e.g operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in 
rare  instances. 


Roche  Laboratories 

Division  of  Hoffmann- La  Roche  Inc. 

Nutley.  New  Jersey  071 10 


(flurazepam  hydrochloride] 


You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton  chlorthalidone  uspI 

Makes  water,  not  waves. 


But 

have  you 
met  them 
socially? 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton4  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications : 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH.  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details, please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  HY. 
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HELP! 

•N  SWIMMER’S  EAR, 

help  comes  fast  with  Furacin  Otic.  Diperodon  hydrochloride  provides  rapid 
relief  of  pain  and  pruritus  . . . antibacterial  Furacin  (nitrofurazone)  and  anti- 
mycotic Micofur  (nifuroxime)  combat  the  susceptible  pathogens. The  nonmac- 
erating, hygroscopic  vehicle  softens  cerumen  . . . penetrates  to  the  infection 
. . . permits  free  drainage. 


FURACIN*  OTIC 


(nitrofurazone) 


antibacterial/anesthetic/antifungal 


Formula:  Contains  (w/w)  0.2%  Furacin,  brand  of  nitrofur- 
azone, 0.375%  Micofur®,  brand  of  nifuroxime,  and  2% 
diperodon  hydrochloride  dissolved  in  water-soluble,  non- 
drying, hygroscopic  polyethylene  glycol. 

Indications:  For  treatment  of  bacterial  otitis  externa,  bac- 
terial otitis  media  and  otomycosis.  In  otitis  media,  this 
preparation  is  not  effective  if  the  tympanic  membrane  is 
intact. 

Furacin  (nitrofurazone)  and  Micofur  (nifuroxime)  are  active 
against  a variety  of  gram-positive  and  gram-negative  organ- 
isms. Activity  versus  Pseudomonas  sp.  is  limited  to  certain 
strains.  Micofur  (nifuroxime)  is  active  against  Candida 
(Monilia)  albicans. 


Precautions:  Sensitization  may  occur  with  prolonged  use 
and  is  more  likely  to  develop  in  eczematous  otitis  externa. 
To  minimize  such  reactions  (a)  limit  application  to  a week 
or  less,  and  (b)  avoid  use  of  excessive  amounts  which  may 
run  down  the  face. 

This  preparation  is  not  indicated  for  use  in  treatment  of 
cholesteatoma,  where  surgical  intervention  is  necessary. 
Supplied:  Bottle  of  15  cc.  with  dropper. 
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cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 
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move  up  to 
“the  Robinul 
response” 


when  lower 
G-l  symptoms 
demand 
a potent 
synthetic 
antispasmodic 


In  treating  hypermotility  associated  with 
functional  lower  G-l  disorders  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics?  Then 
move  up  to  a potent  antispasmodic — 
Robinul®  Forte  (2  mg.  glycopyrrolate).  It 
provides  prompt,  pronounced,  prolonged 
suppression  of  hypermotility,  making  it  a 
highly  effective  agent  in  functional  bowel 
distress,  as  well  as  in  spastic  and  irritable 
colon.  Robinul  Forte  also  exerts  a more 
selective  action  on  the  gastrointestinal  tract. 
If  the  patient  has  a “one  tract  mind” 
concerning  his  lower  G-l  symptoms,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul'  2 mg. 

Forte  (glycopyrrolate) 


■ INDICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
indicated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
acute  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
available,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
mended in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
(2)  gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
pancreatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
syndrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
may  be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
tion, prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
Forte  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
glaucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
1 to  32  mg.  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this. 
Blurred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
drugs  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PH  Forte  is  one 
tablet  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
patient's  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
required  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
AHR/2  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glycopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
tablets  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va. 


The  all-day  all- 
night  summer  cold 
and  allergy  pill. 


Novahistine  LP  can  give  your  patients  the  convenience  of  twice-a-day  dosage— morning  and 
bedtime— along  with  prompt  relief  from  the  symptoms  of  allergic  rhinitis,  hay  fever  or  summer 
colds.  These  continuous-release  tablets  contain  a vasoconstrictor-antihistamine  formulation 
that  goes  to  work  rapidly  and  lasts  for  hours.  Even  when  nasal  congestion  is  the  result  of 
repeated  allergic  episodes,  patients  can  usually  enjoy  around-the-clock  relief.  Use  with 
caution  in  patients  with  severe  hypertension,  diabetes 
mellitus,  hyperthyroidism  or  urinary  retention.  Caution 
ambulatory  patients  that  drowsiness  may  result. 


THE  DOW  CHEMICAL  COMPANY,  Rx  Pharmaceuticals,  Indianapolis 


Novahistine 
LP 


decongestant 


(Each  tablet  contains  25  mg.  of  phenylephrine  hydro- 
chloride and  4 mg.  of  chlorpheniramine  maleate.) 


It’s  working, 
even  when  she’s  not. 


10:30  p.m.  To  bed  with  tablets  or 
suspension.  Either  dosage  form  of 
Gantanol'  (sulfamethoxazole)  provides 
reliable  therapy  for  nonobstructed  cystitis. 

The  convenient  b.i.d.  schedule  lets 
the  patient  rest  assured  — while  Gantanol 
fights  the  infection. 


1:30  a.m.  Antibacterial  blood  and  urine  levels  build  fast. 

Peak  therapeutic  effectiveness  starts 
within  2 to  3 hours  of  the  initial  dose. 

In  addition,  Gantanol  diffuses  readily 
into  interstitial  fluids  for  antibacterial 
activity  at  the  foci  of  the  infection. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  acute,  recurrent  or  chronic  uri- 
nary tract  infections  (primarily  pyelonephritis,  pyelitis  and 
cystitis)  due  to  susceptible  organisms  (usually  E.  coli,  Kleb- 
siella- Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis, 
and,  less  frequently,  Proteus  vulgaris)  and  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note:  Carefully  co- 
ordinate in  vitro  sulfonamide  sensitivity  tests  with  bacterio- 
logic  and  clinical  response.  Add  aminobenzoic  acid  to  culture 
media  of  patients  receiving  sulfonamides.  Resistant  orga- 
nisms present  a current  problem  to  the  usefulness  of  anti- 
bacterial agents.  Blood  levels  should  be  measured  in  patients 
receiving  sulfonamides  for  serious  infections,  since  there  may 
be  wide  variations  with  identical  doses;  20  mg/ 100  ml  should 
be  the  maximum  total  sulfonamide  level,  as  adverse  reactions 
occur  more  frequently  above  this  level. 

Contraindications:  Sulfonamide  hypersensitivity;  infants 


less  than  2 months  of  age  (except  adjunctively  with  pyrimeth- 
amine in  congenital  toxoplasmosis);  pregnancy  at  term  and 
during  nursing  period. 

Warnings:  Safe  use  in  pregnancy  has  not  been  estab- 
lished, and  teratogenicity  potential  has  not  been  thoroughly 
investigated.  Sulfonamides  will  not  eradicate  or  prevent  se- 
quelae to  group  A streptococcal  infections,  i.e.,  rheumatic 
fever,  glomerulonephritis.  Deaths  from  hypersensitivity  reac- 
tions, agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  reported;  early  clinical  signs  such  as  sore 
throat,  fever,  pallor,  purpura  or  jaundice  may  indicate  serious 
blood  disorders.  Complete  blood  counts  and  urinalysis  with 
careful  microscopic  examination  are  recommended  frequently 
during  sulfonamide  therapy.  Clinical  data  are  insufficient  on 
prolonged  or  recurrent  therapy  in  chronic  renal  diseases  of 
children  under  6 years. 

Precautions:  Use  with  caution  in  patients  with  impaired 
renal  or  hepatic  function,  severe  allergy,  bronchial  asthma 
and  in  glucose-6-phosphate  dehydrogenase-deficient  indi- 


4:30  a.m.  Effective  through  the 
night.  Each  dose  of  Gantanol  (sulfa- 
methoxazole) delivers  up  to  12  hours  of 
antibacterial  action  against  susceptible 
pathogens,  such  as  E.  coli , Klebsiella-Aerobacter,  S.  aureus  and  others. 
Action  all  day.  And  action  all  night  to  prevent  retained  urine  from 
becoming  the  medium  for  bacterial  proliferation. 


in  nonobstructed  urinary  tract  infections 

Gantanol  B.I.D. 

(sulfamethoxazole) 

Tablets/Suspension 
12  hours  of  therapy  with  every  dose 


7:30  a.m.  With  a built-in  margin  of  protection.  Gantanol  b.i.d. 
therapy  means  rapid  symptomatic 
improvement,  often  in  24  to  48  hours,  for 
most  patients  with  nonobstructed  urinary 
tract  infections. 


' viduals.  In  the  latter,  dose-related  hemolysis  may  occur. 
3 Maintain  adequate  fluid  intake  to  prevent  crystalluria  and 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  agranulocytosis, 
i aplastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic 
anemia,  purpura,  hypoprothrombinemia  and  methemoglobi- 
: nemia;  allergic  reactions:  erythema  multiforme  (Stevens- 
' Johnson  syndrome),  skin  eruptions,  epidermal  necrolysis, 
’ urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis, 
e anaphylactoid  reactions,  periorbital  edema,  conjunctival  and 
5 scleral  injection,  photosensitization,  arthralgia  and  allergic 
1 myocarditis;  gastrointestinal  reactions:  nausea,  emesis,  ab- 
I dominal  pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
1 stomatitis;  C.N.S.  reactions:  headache,  peripheral  neuritis, 
* mental  depression,  convulsions,  ataxia,  hallucinations,  tin- 
nitus, vertigo  and  insomnia;  and  miscellaneous  reactions: 
^ drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
3 periarteritis  nodosa  and  L.E.  phenomenon.  Due  to  certain 
' chemical  similarities  with  some  goitrogens,  diuretics  (aceta- 


zolamide  and  thiazides)  and  oral  hypoglycemic  agents,  sul- 
fonamides have  caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia.  Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age,  except  adjunctively  with  pyri- 
methamine in  congenital  toxoplasmosis.  Usual  dosage  is  as 
follows: 

Adults— 2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm  b.i.d. 
or  t.i.d.  depending  on  severity  of  infection.  Children— 0.5  Gm 
(1  tab  or  teasp.)/ 20  lbs  of  body  weight  initially,  followed  by 
0.25  Gm/20  lbs  b.i.d.  Maximum  dose  for  children  should  not 
exceed  75  mg/  kg/  24  hrs. 

Supplied:  Each  tablet  or  teaspoonful  (5  ml)  of  suspen- 
sion contains  0.5  Gm  sulfamethoxazole. 

/ \ Roche  Laboratories 

: ROCHE  > Division  of  Hoffmann-La  Roche  Inc 
\ / Nutley.  N.J.  07110 


Now 

available  for  your 

prescribing 

needs 


Cordran  Tape 

Flurandrenolidelape  (4  meg.  per  sq.  cm.) 


Additional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 


Ska, 


000121 


The  Journal 

of  the 

South  Carolina  Medical  Association 

Volume  67  July,  1971  Number  7 


PATTERNS  OF  EMOTIONAL  STRESS  IN 
MYOCARDIAL  INFARCTION  PATIENTS 

PERIODIC  ASSESSMENTS  OF  PSYCHOLOGICAL  STATE  AT 
DISCHARGE  AND  DURING  CONVALESCENCE 


Abstract 

Emotional  disturbance  is  an  important  factor 
in  the  provocation  of  a myocardial  infarction. 
The  results  of  this  pilot  study  demonstrate  the 
value  of  the  MMPI  in  assessing  the  psychological 
conditio^  of  the  postmyocardial  infarction  patient 
at  given  points  in  time  during  convalescence.  The 
emotional  status  of  the  patient  changes  with 
time  fear  and  anxiety  slowly  decreases  from  an 
inordinately  high  level  immediately  prior  to  dis- 
charge from  the  hospital  to  normal  levels  one 
year  later.  The  patients’  tendencies  to  internalize 
their  emotional  feelings  do  not  change. 

There  is  a growing  awareness  of  the  emo- 
tional component  of  coronary  artery  disease. 
Six  decades  ago.  Sir  James  Mackenzie,  the 
father  of  modern  cardiology,  discussed  the 
psychosocial  aspects  of  convalescence  and 
rehabilitation  of  the  patient  with  heart  dis- 
ease.1 His  comments  concerned  the  serious 
responsibility  thrown  upon  the  practitioner 
in  advising  the  patient  on  personal  matters. 
The  importance  of  psychological  factors  in 
the  care  and  -oiwalescence  of  the  cardiac 

“From  the  Columbia  Clinic;  Columbia.  South  Caro- 
lina; and 

““Ohio  University.  Athens,  Ohio.  Address  reprint 
requests  to  Dr.  Irvin  at  The  Columbia  Clinic. 
2739  Laurel  Street,  Columbia,  South  Carolina 
29204. 


C.  WARREN  IRVIN,  Jr.,  M.D.* 

FRANK  E.  O’SHEAL,  M.D. 

JAMES  T.  WEBB,  Ph.D**  AND 
S.  STANLEY  JUK,  Jr. 

patient  gained  impetus  with  the  advent  of 
psychosomatic  medicine.  Recently,  it  was 
recognized  that  the  emotional  factors  related 
to  coronary  artery  disease  may  be  as  impor- 
tant as  physical  operants.2 

The  results  of  early  studies3'0  indicated  that 
acute  myocardial  infarction  is  preceded  by 
♦emotional  stress.  Later  investigations'  '* 
ishowed  that  myocardial  infarction  is  followed 
by  a psychologic  reaction  to  the  illness.  " The 
most  frequent  reactions,  it  has  been  suggested, 
are  anxiety,  depression,  and  denial  of  illness.0 

The  comparative  extent  to  which  physical 
and  psychologic  elements  affect  the  course  of 
therapy,  convalescence,  and  rehabilitation, 
however,  has  remained  controversial.  Survival 
does  not  appear  to  be  related  to  physical 
work  to  which  the  patients  have  been  con- 
ditioned and  to  which  they  have  been 
accustomed.10 

A methodology  is  needed  to  measure  the 
physical  and  emotional  relationships  which 
affect  the  course  of  care  and  management  of 
the  postmyocardial  infarction  patient.  A pilot 
study  was  conducted,  therefore,  to  measure 
and  evaluate  the  relative  importance  of  phy- 
sical and  emotional  factors  in  the  provocation 
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Table  1.  Mean  emotional  and  physical  factor  scores  of  11  patients  with 
myocardial  infarctions,  coronary  and  related  heart  diseases. 


Diagnostic 

Category 

No . of 
Pts  . 

Mean 

Age 

Mean  Stress  Scores 
Emotional  (E)  Physical  (P) 

E/P  Ratio 

Myocardial 

infarctions 

7 

58.6 

7.4  3.1 

2.4 

Coronary  and 
related  heart 
diseases 

4 

00 

00 

<r 

5.0  4.0 

1.6 

TOTAL 

11 

55.0 

6.5  3.5 

1.9 

of  myocardial  infarction,  and  to  evaluate  the 
intensity  of  emotional  stress  in  postmyocardial 
infarction  patients  after  discharge  from  the 
hospital. 

Materials  and  Methods 

Forty-three  patients  from  private  practice 
were  considered  for  the  study  as  they  entered 
the  intensive  coronary  care  unit  for  the  treat- 
ment of  suspected  coronary  artery  disease. 
Each  patient  was  interviewed,  and  the  results 
of  this  interview  and  the  patient’s  history  were 
reviewed  by  each  of  three  investigators.  The 
patient’s  physical  and  emotional  status  im- 
mediately prior  to  hospitalization  was  evalu- 
ated jointly  using  a 10-point  scale  for  each 
parameter:  1 represented  minimal  stress  or 
activity,  5 was  average  stress  or  adequate 
activity,  and  10  was  maximal  stress  or  activity. 

As  an  adjunct  to  the  evaluation  of  stress,  a 
basic  personality  evaluation  was  done  through 
the  use  of  the  automated  MMPI  (Minnesota 
Multiphasic  Personality  Inventory).*  Because 
of  such  factors  as  multiple  attending  physi- 
cians and  the  inclusion  of  three  separate  hos- 
pital coronary  care  units,  not  every  patient 
could  be  given  this  test.  Fourteen  patients, 
most  of  whom  had  transmural  myocardial 
infarction,  completed  the  test  prior  to  dis- 
charge from  die  coronary  care  unit. 

“Processed  by  the  Roche  Psychiatric  Service  In- 
stitute. 


Two  primary  indices  of  the  MMPI  were 
calculated  for  each  patient:  the  Anxiety  Index 
(AI)  and  the  Internalization  Ratio  (IR)  of 
Welsh.'1  Both  the  AI  and  IR  measures  are 
configurational:  they  express  the  pattern  of 
a variety  of  personality  values.  The  AI  pro- 
vides a quantitative  estimate  of  the  anxiety, 
fear  and  psychic  tension  that  a subject  ex- 
presses overtly  at  the  time  of  testing.  The  IR 
estimates  the  tendency  of  the  patient  to 
“internalize”  his  anxieties  and  express  them  as 
somatic  disturbances. 

An  attempt  was  made  to  follow  these  four- 
teen patients  for  six  months  after  discharge 
for  retesting;  three  refused  to  take  the  MMPI. 
The  test  scores  of  the  eleven  remaining  pa- 
tients indicated  a personality  trend,  and  it  was 
decided  to  retest  these  eleven  patients  one 
year  after  hospital  discharge.  Only  seven  pa- 
tients were  then  available  to  take  the  test. 

The  MMPI  was  also  administered  to  a con- 
trol group  of  thirteen  patients  who  had  con- 
firmed myocardial  infarctions  and  had  been 
discharged  from  the  hospital  a year  or  more 
previously.  This  group  was  chosen  from  a 
larger  group  of  patients  receiving  long-term 
anticoagulant  therapy,  and  was  selected  pri- 
marily because  of  availability  and  reliability. 

The  AI  and  IR  scores  of  the  experimental 
group  were  compared  to  the  scores  of  the 
control  group,  and  Student’s  f-test  was  used 
to  determine  the  significance  of  differences. 
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Table  2.  The  mean  anxiety  index  (AI)  scores  of  the  experimental 
and  control  groups. 


At  Discharge 

6 Month 
Follow-Up 

1 Year  1 Year  or  More 

Follow-Up 

Control  Group  (N“13) 

49.85  ± 17.89 

Mean  Score  (±S.D.) 
Experimental  Group  (N=ll) 

Mean  Score  (±S.D.) 

59.14  ± 17.23 

61.25  ± 17.46 

- 

Probability  (p)* 

<0.15 

< 0.10 

Experimental  Group  (N=7)** 

Mean  Score  (±  S.D.) 

64.27  ± 18.65 

62.37  ± 14.87 

56.56  ± 15.91 

Probability  (p)  * 

< 0.06 

< 0.06 

n .s . 

Student's  t-test  for  significance  of  difference  between  the  experimental  and  control  groups. 
These  7 patients  were  also  part  of  the  evaluation  in  the  experimental  group  of  11. 


Results 

Of  the  eleven  patients  in  the  experimental 
group  there  were  ten  males  and  one  female. 
The  mean  age  of  the  group  was  55.0  years. 
Seven  of  the  patients  had  confirmed  myo- 
cardial infarctions.  Four  had  coronary  and 
related  heart  diseases  ( two,  coronary  in- 
sufficiency; and  two,  arrhythmias).  In  com- 
parison, all  patients  in  the  control  group  had 
confirmed  myocardial  infarctions  and  were 
males  with  a mean  age  of  51.9  years. 

As  shown  in  Table  1,  the  mean  intensity  of 
emotional  factors  was  nearly  twice  as  great 
as  die  intensity  of  physical  factors  for  the 
group  of  eleven  patients.  The  highest  ratio  of 
emotional  to  physical  factors  occurred  in  the 
group  with  myocardial  infarctions.  The  re- 
sults suggest  that  physical  activity  is  low  and 
emotional  stress  is  higher  than  average  in  the 
daily  life  of  patients  during  acute  cardiac 
crises  requiring  intensive  coronary  care. 

The  intensity  and  duration  of  emotional 
stress  associated  with  the  crises  and  sub- 
sequent hospitalization  was  attested  to  by 
the  AI  scores  of  patients  administered  the 
MM  PI.  The  mean  AI  scores  of  the  control 
and  experimental  groups  are  summarized  in 
Table  2. 

The  mean  AI  score  of  the  experimental 
group  of  eleven  patients  was  59.14  immedi- 
ately prior  to  discharge  from  the  hospital, 


approximately  10  units  higher  than  the  con- 
trol group  value  of  49.85.  Six  months  later, 
the  mean  AI  score  of  the  experimental  group 
had  increased  to  61.25.  The  degree  of  differ- 
ence between  the  control  and  experimental 
values  approached  statistical  significance  for 
the  first  (p  <0.15  and  second  (p  <0.10)  test 
periods.  It  should  be  noted  how  closely  the 
control  value  approximated  the  normal  AI 
value  of  50.00. 11 

Interestingly,  the  difference  between  scores 
of  the  first  and  second  test  series  was  not 
statistically  significant.  These  findings  strongly 
suggested  diat  manifest  anxiety  was  high  prior 
to  hospital  discharge,  that  this  anxiety  did 
not  decrease,  and  that  it  may  or  may  not  have 
increased  in  the  following  six-month  period. 
A clearer  trend  was  found  in  the  analyses  of 
the  mean  scores  of  the  seven  patients  who 
had  completed  the  one  year  evaluation. 

The  mean  AI  scores  of  the  seven  patients 
immediately  before  hospital  discharge  was 
64.27.  Six  months  later  it  decreased  to  62.37, 
at  at  the  end  of  the  next  six  months  it  was 
56.56.  These  scores  are  appreciably  higher 
than  the  normal  score  of  50.00.” 

The  difference  between  the  mean  scores 
of  the  control  and  experimental  groups  closely 
approached  statistical  significance  ( p <0.06 ) 
for  the  first  two  points  in  time  ( prior  to  dis- 
charge and  six  months  after  discharge).  At  the 
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third  point  (one  year  after  discharge)  there 
was  no  statistical  difference  in  the  control  and 
experimental  scores. 

The  results  of  the  one-year  analysis  indicate 
that  anxiety  was  manifestly  higher  than  nor- 
mal at  the  time  of  discharge  from  hospital, 
and  that  anxiety  decreased  to  normal  or  near 
normal  levels  within  one  year.  The  data  fur- 
ther suggest  that  the  decrease  was  greater 
during  the  second-half  than  in  the  first-half  of 
the  post-hospitalization  course. 

There  were  no  statistically  significant  differ- 
ences between  the  control  IR  score,  1.020, 
and  the  experimental  IR  scores,  which  were 
1.077,  1.084,  and  1.118,  respectively,  at  the 
three  evaluation  periods.  Admittedly,  there 
were  many  uncontrollable  variables  which 
may  have  prejudiced  the  results:  medications, 
home  environment,  patient-physician  relation- 
ship, etc.  However,  the  data  suggest  that  the 
tendency  of  the  patients  to  internalize,  sup- 
press, or  deny  their  feelings  did  not  change 
the  course  of  the  follow-up  period. 

Since  the  AI  score  is  a purported  measure 
of  anxiety  and  fear,  a test  was  made  to  cor- 
roborate the  significance  of  its  meaning.  The 
subjective  scores  of  emotional  status  ( i.e., 
anxiety),  which  were  derived  subjectively  by 
the  investigators,  were  correlated  with  the 
AI  scores  of  the  first  MMPI.  A statistically 
significant  (p  <0.05)  rank -order  correlation 
coefficient  of  0.62  was  found.  These  results 
suggest  that  the  AI  score  is  a meaningful 
measure  of  anxiety. 

Discussion 

Ilellerstein  and  Ford7  point  out  that  “Most 
patients  survive  the  acute  coronary  attack  into 
the  stage  of  convalescence.  Here  the  impact 
of  this  event  on  the  patient’s  psychological 
adjustment  and  on  his  place  in  the  context  of 
society  thrusts  itself  on  our  attention.”  The 
patient’s  major  impairment  may  be  recogniz- 
able only  in  the  light  of  his  psychosocial  cir- 
cumstance, not  primarily  as  a heart  disease 
problem. 

The  coronary  patient  has  been  described  by 
Dunbar12  as  a “hard-working,  compulsive 
individual  with  a great  deal  of  self-discipline 
and  a great  need  to  get  to  the  top. ” Friedman 
and  Rosenman  have  published  on  the  role  of 


a certain  emotional  complex  in  the  pathogene- 
sis of  coronary  heart  disease.  This  complex, 
which  they  have  designated  as  pattern  type 
A,1317  is  particularly  characterized  by  exces- 
sive drive,  aggressiveness  and  ambition,  fre- 
quently in  association  with  a relatively  greater 
preoccupation  with  competitive  activity,  voca- 
tional deadlines  and  similar  pressures.  An 
enhanced  sense  of  time  urgency  with  result- 
ing characteristic  motor  mannerisms  and 
stylistics  is  usually  also  exhibited  by  subjects 
possessing  this  interplay  of  endogenous  be- 
havioral factors  and  exogenous  pressures. 

Anxiety  is  a prominent  personality  feature 
of  the  coronary  patient.  Eighty  per  cent  of  the 
patients  sampled  in  a coronary-care  unit  of  a 
major  hospital  exhibited  signs  of  anxiety;  they 
were  nervous,  sweaty,  fidgety,  restless,  and 
asked  for  reassurance  or  sedation.18  Fifty -eight 
per  cent  of  the  patients  showed  signs  of 
depression.  The  mood  was  not  related  to 
denial  of  illness. 

The  results  of  the  present  investigation  are 
in  accord  with  reports  in  the  literature.  Sub- 
jective analyses  of  the  emotional  and  physical 
status  of  this  first  series  of  coronary-care  pa- 
tients showed  that  they  were  hard-working 
people,  who  engaged  in  activities  that  were 
less  than  adequate  physically,  and  in  whom 
emotional  tension  was  slightly  higher  than 
normal. 

The  present  investigation  was  intended 
only  as  a pilot  study  for  the  measurement  of 
physical  and  emotional  parameters  of  coronary 
heart  disease.  In  the  analyses  of  emotional 
trends  (anxiety  and  internalization  of  feel- 
ings), there  were  widespread  individual 
differences  among  patients  at  a given  point 
in  time  and  at  various  times  for  individual 
patients.  Partly  responsible  for  these  wide 
differences  is  the  fact  that  no  efforts  were 
made  to  control  the  individual  doctor-patient 
relationships,  the  amount  and  kinds  of  medi- 
cations used  during  this  study,  and  many 
other  variables  which  would  strongly  tend  to 
obscure  the  finding  of  any  statistically  signifi- 
cant results. 

In  briefly  discussing  the  deficiencies  in- 
herent in  most  clinical  psychiatric  investiga- 
tions, Ribring,19  states  that  “They  lead  to  a 
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constant  struggle  between  our  intentions  as 
researchers  and  the  shortcomings  of  our 
tools  ....  the  small  sample  under  study;  an 
excessive  number  of  variables  that  cannot  be 
included  if  the  study  is  to  remain  manage- 
able ....  and  the  vagueness  of  our  concepts, 
for  which  we  use  the  daily  language  whose 
terms  always  show  a variety  of  facets  and 
meanings.  Even  if  we  define  these  concepts 
more  exactly  and  grade  them  to  the  best  of 
our  ability,  we  have  to  remain  aware  of  the 
subjective  and  elusive  nature  of  our  ability  to 
score  them.” 

Anxiety  is  a elusive  term.  In  the  present 
study  anxiety  was  estimated  in  a subjective 
measure  of  pre-hospitalization  emotional  sta- 
tus, and  as  a configurational  psychometric 
measure  of  many  personality  traits.  A statistic- 
ally significant  rank-order  correlation,  how- 
ever, gave  reassurance  that  anxiety  in  the  for- 
mer and  anxiety  in  the  latter  have  the  same 
meaning. 

The  present  data  strongly  suggest  that  the 
crisis  of  admission  to  a coronary-care  unit,  for 
whatever  reason,  elicits  clinically  relevant 
reaction.  This  is  to  be  expected.  It  is  a 
frightening  experience  for  any  patient,  regard- 
less of  his  actual  illness. 

Further,  the  data  also  show  that  the  level 
of  anxiety  in  patients  with  myocardial  in- 
farctions at  the  time  of  hospital  discharge  is 
higher  than  normal,  and  that  this  anxiety 
decreases  to  normal  over  a one-year  period 
following  hospitalization.  This  finding  is  par- 
ticularly compelling  because  the  values  ap- 
proach statistical  significance  despite  the 
shortcomings  of  the  experimental  design.  The 
results  support  the  contention  that  the  patient 
with  a myocardial  infarction  tends  to  overtly 
express  his  fears  and  apprehensions  to  a 
greater  extent  during  the  six-month  post-hos- 
pitalization period  than  he  did  previously; 
subsequently,  these  fears  revert  to  normal 
levels.  It  may  be  that  having  gone  through  the 
crises,  his  fears  and  apprehensions  diminish 


as  he  accepts  his  condition  and  adapts  to  it. 
This  finding  should  re-emphasize  the  need  for- 
continued  emotional  support  for  the  post- 
myocardial  infarction  patient  by  the  treating 
physician. 

The  data  presented  here  support  the  gen- 
erally held  notion  that  patients  who  have  myo- 
cardial infarctions  characteristically  internalize 
and  suppress  their  emotions.  No  change  in  this 
trait  was  discovered  during  the  follow-up 
course  of  the  study. 

Conclusion 

Two  components  of  stress  are  involved  in 
the  causation  of  coronary  artery  disease:  an 
emotional  component  and  a physical  com- 
ponent. The  physical  factors  are  often  readily 
recognizable,  but  the  emotional  elements  are 
not  conspieious  and  are  often  overlooked. 

The  value  of  the  MMPI  in  evaluating  the 
emotional  status  of  the  postmyocardial  in- 
farction patient  at  a given  point  in  time  is 
shown  by  this  preliminary  investigation.  The 
data  demonstrated  that  the  emotional  outlook 
of  such  patients  changed  with  time.  At  dis- 
charge the  mean  AI  score  of  patients  with 
myocardial  infarctions  is  inordinately  high. 
The  AI  score,  which  reflects  the  patients’  level 
of  anxiety,  decreases  slowly  during  the  six- 
month  period  following  hospitalization,  and 
then  recedes  rapidly  over  the  next  six-month 
period  to  normal  levels.  No  appreciable 
change  is  observed  in  the  tendency  (MI)  to 
internalize,  suppress  or  deny  their  emotions 
after  hospitalization. 

Based  on  these  preliminary  findings,  a post- 
myocardial infarction  patient  is  indeed  subject 
to  more  emotional  distress  that  is  often  not 
easily  discernible  to  the  clinician  during  con- 
valescence. Therefore,  in  addition  to  physician 
reassurance  during  this  phase  in  the  re- 
habilitation of  the  postmyocardial  infarction 
patient,  adequate  use  of  agents  such  as  seda- 
tives or  tranquilizers  to  allay  excessive  anxiety 
or  fears  is  of  paramount  importance. 
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Direct  Coronary  Artery  Surgery  for  Coronary 
Artery  Occlusive  Disease  — E.  D.  Mundth  et  al 
(Massachusetts  General  Hosp,  Boston  02114)  Amer 
J Surg  121:478-484  (April)  1971. 

Seventy-four  patients  have  undergone  direct  cor- 
onary artery  surgery  for  ischemic  heart  disease  over 
the  past  2V2  years.  In  this  group  there  were  105 
aortocoronary  saphenous  vein  bypass  grafts,  five 
internal  mammary-coronary  artery  bypass  grafts,  and 
35  distal  endarterectomies  combined  with  aorto- 
coronary vein  bypass  grafts.  Direct  coronary  artery 
surgery  was  combined  with  resection  of  a left  ven- 
tricular aneurysm  in  seven  patients  and  with  aortic 
valve  replacement  in  three.  A single  coronary  artery 
was  reconstructed  in  27  patients,  and  two  of  the  three 
major  coronary  arteries  were  reconstructed  in  39 
cases.  There  were  nine  hospital  deaths,  yielding  an 
overall  hospital  mortality  of  12%.  The  results  of 
direct  coronary  artery  surgery  have  been  most 
encouraging,  with  269f  of  this  group  of  75  experi- 
encing good  or  excellent  results;  80%  of  patients 
with  angina  have  had  good  or  excellent  results. 


“Cope’s  Sign”  and  Reflex  Bradycardia  in  two  Pa- 
tients With  Cholecystitis— M.  V.  O’Reilly  and  M.  J. 
Krauthamer  (Norwalk  Hosp,  Norwalk,  Conn)  Brit 
Med  J 2:146  (April  17)  1971. 

Two  cases  of  acute  cholecystitis  are  reported.  The 
initial  manifestations,  epigastric/retrosternal  dis- 
comfort and  bradycardia,  simulated  posterior  wall 
myocardial  ischemia.  ECGs  were  normal.  In  each  case 
initially  the  only  clinical  indication  as  to  the  true 
etiology  of  the  symptoms  was  a painless,  palpable, 
distended  gallbladder-Cope’s  sign.  This  disappeared 
before  the  typical  syndrome  of  acute  cholecystitis 
became  manifest.  In  both  cases  an  acutely  inflammed 
gallbladder  was  removed  uneventfully,  but  the  sur- 
geon delayed  operation  for  24  hours  in  one  case  due 
to  the  appearance  of  frequent  VPCs.  The  patients 
made  rapid  recoveries.  When  the  initial  manifestations 
of  acute  cholecystitis  mimic  myocardial  ischemia,  the 
presence  of  a palpable  gallbladder  ( Cope’s  sign ) is  a 
clinical  pointer  to  the  true  diagnosis.  These  cases  also 
emphasize  the  necessity  to  rule  out  reflex  intra-ab- 
dominal causes  for  bradycardia. 
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CBC  DONE-NO  VDRL— RESULTS: 
TWO  CONGENITAL  SYPHILITICS 


IIOMER  P.  HINES,  M.D. 
ROBERT  L.  WILLIAMS, 
DISTRICT  SUPERVISOR  V.  D. 


The  detection  and  prevention  of  syphilis 
requires  extreme  vigilance  and  suspicion  on 
the  part  of  medical  facilities,  physicians  and 
public  health  personnel.  The  following  ac- 
count will  show  how  two  cases  of  congenital 
syphilis  could  have  been  prevented  had  errors 
in  epidemiology  and  inadequate  surveillance 
not  occurred. 

George  W.,  a 23-year  old  male,  came  to  the  county 
health  department  and  was  diagnosed  and  treated 
for  primary  syphilis.  He  was  interviewed  for  his  sex 
contacts  by  a public  health  epidemiologist.  Through 
this  interview  and  a reinterview  three  weeks  later  it 
was  determined  that  the  only  contact  he  named  was 
his  source  and  the  case  was  closed.  Nineteen  months 
later  Connie  L.,  a 24-year  old  female,  was  admitted 
to  the  General  Hospital  for  a “walk  in”  delivery.  She 
had  had  no  prenatal  care  and  her  admission  VDRL 
was  reactive  1:16  dilutions.  After  three  days  she  and 
her  child.  John  L.,  were  discharged  with  no  follow-up 
of  the  reactive  serologic  test  for  syphilis.  The  staff 
physician  was  unaware  of  the  reactive  serologic  test 
for  syphilis. 

One  month  after  the  reactive  serologic  test  for 
syphilis  was  performed,  it  was  reported  to  the  State 
Board  of  Health  at  which  time  a request  for  follow-up 
was  sent  to  the  public  health  worker  for  the  county. 
Later  Connie  L.  was  located,  treated  for  early  latent 
syphilis  of  one  to  two  years’  duration,  and  interviewed 
for  her  sex  contacts.  Just  prior  to  this  investigation, 
her  jaundiced  baby,  John  L.,  was  admitted  to  the 
General  Hospital.  After  a review  of  the  mother’s 
record  and  a reactive  VDRL  on  the  baby  by  the 
staff  physician,  a diagnosis  of  congenital  syphilis  was 
made  and  treatment  begun.  An  interview  for  Connie’s 
sex  contacts  and  epidemiological  investigation  re- 
vealed that  George  W.  was  her  common-law  husband 


at  the  time  he  was  treated  for  primary  syphilis. 
Because  George  W.  was  determined  to  be  Connie’s 
source  of  infection,  her  fourteen-month  old  daughter, 
Laura  L.,  was  examined  and  her  VDRL  was  reactive 
1:256  dilutions.  Recently  developed  IgM  antibody 
tests  for  neonatal  congenital  syphilis  were  performed 
by  the  Center  for  Disease  Control  on  John  and 
Laura  confirming  active  syphilis  in  both  children. 
Two  older  children  were  negative,  further  indicating 
that  George  was  the  probable  source. 

The  prevention  of  the  two  congenital 
syphilitic  children  described  above  was  within 
the  realm  of  practicality.  The  first  was  within 
the  grasp  of  the  public  health  epidemiologist, 
and  the  second  could  have  been  prevented 
by  the  hospital  with  a serologic  test  for  syphi- 
lis when  the  first  congenital  was  born.  Also, 
the  mother  of  the  children  could  have  taken 
advantage  of  the  prenatal  clinic  at  the  hospital 
and  eliminated  the  chance  of  either  child 
being  born  congenital. 

In  analyzing  this  case,  there  appears  to  be  a 
strong  case  for  routine  serologic  test  for 
syphilis  on  all  OB  patients  including  those 
who  have  had  prenatal  care.  There  is  an  indi- 
cation that  public  education  concerning  pre- 
natal care  is  needed.  Also  the  public  health 
epidemiologists  must  extend  their  endeavor  to 
elicit  “ALL”  contracts  from  diagnosed  in- 
fectious syphilis  cases. 

SUMMARY : The  need  for  routine  sero- 
logical testing  for  syphilis  on  all  OB  hospital 
admissions  is  illustrated  in  the  above  account 
of  two  congenital  syphilitic  children.  George 
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W.  was  diagnosed,  treated  for  primary  syphi- 
lis and  interviewed  for  his  sex  contacts.  He 
did  not  name  his  common-law  wife  as  a con- 
tact. Seven  months  later  his  wife  delivered  an 
undiagnosed  congenital  syphilitic  baby  at  the 
local  hospital.  She  had  had  no  prenatal  care 
and  the  hospital  did  not  do  a serologic  test  for 
syphilis  even  though  a CBC  was  done.  Both 
mother  and  child  were  discharged  with  un- 


detected syphilis.  Almost  one  year  later  this 
same  mother  again  delivered  another  congeni- 
tal syphilitic  child,  but  fortunately  a VDRL 
was  done  on  the  mother  on  this  admission 
enabling  a diagnosis  and  treatment  of  two 
congenital  syphilitic  children  and  their  syphi- 
litic mother. 

Contributing  Editors:  Leonard  H.  Simpson,  Jr., 

P.  It.  A.,  Lynn  Richard  Sloan,  P.  H.  A. 


Herpes  Simplex  Infections  of  Digits— D.  LaRossa 
and  R.  Hamilton  (IIosp  of  Univ  of  Pennsylvania. 
Philadelphia  19104)  Arch  Surg  102:600-603  (June) 
1971. 

Herpes  simplex  infections  of  digits  occurred  in 
eight  patients,  five  of  whom  were  medical  and  dental 
personnel.  It  is  important  that  those  physicians  seeing 
this  entity  recognize  it;  the  disease  has  a self-limiting 
course  which  rarely  is  benefited  by  surgical  inter- 
vention. 


Intimal  Flap— R.  R.  Hare  and  M.  R.  Caspar  (1127 
Wilshire  Blvd,  Los  Angeles  90017)  Arch  Surg  102: 
552-555  (June)  1971. 

The  intimal  flap  may  occur  in  any  artery  after 
severe  blunt  trauma  with  or  without  fracture  of  bone 
and  occasionally  in  high  velocity  gunshot  wounds. 
It  should  be  suspected  in  any  patient  with  a history 
blunt  trauma  who  has  signs  of  arterial  insufficiency. 
On  arteriography  it  is  recognized  by  a band-like 
shadow  in  the  column  of  dye  and  diminution  in  the 
density  of  dye  distal  to  the  band,  although  complete 
occlusion  may  be  seen  also.  The  lesion  requires 
prompt  surgical  correction  by  either  resection  of  the 
artery  or  intimectomy  with  or  without  a vein  patch. 
The  49  cases  reported  in  the  literature  have  been 
summarized  and  nine  new  cases  have  been  added. 


Fseucloturnor  Cerebri  Due  to  Ilypervitaminosis  A— 
A.  D.  Lascari  and  W.  E.  Bell  (Univ  IIosp,  Iowa  City 
52240)  Clin  Pediat  9:627-628,  Oct)  1970. 

A 15-year-old  white  girl  developed  a diffuse  head- 
ache which  persisted  for  several  hours.  Thereafter,  she 
experienced  recurrent  severe  headaches,  only  partly 
relieved  by  lying  down.  Four  days  later  she  noticed 
diplopia  and  the  headache  became  persistent.  There 
was  one  episode  of  vomiting  on  the  ninth  day.  Bi- 
lateral, moderate  papilledema  was  present  with  flame- 
shaped hemorrhages  around  the  nerve  heads.  Muscle 


tone,  strength,  reflexes  and  test  for  coordination 
demonstrated  no  abnonnalities.  An  EEG  on  the  day 
after  admission  was  only  minimally  abnormal  with 
infrequent,  bilateral,  anterior  theta  activity'.  A radio- 
active brain  scan  study  gave  normal  results.  Pseudo- 
tumor cerebri  was  deemed  a leading  possibility  be- 
cause of  the  negative  history'  and  general  appearance 
of  well-being  in  the  presence  of  significant  papille- 
dema. The  carotid  angiogram  was  entirely  normal 
with  no  evidence  of  hydrocephalus  or  cerebral  hemi- 
sphere lesion.  Two  days  after  the  angiographic  study 
she  was  questioned  again  about  drug  intake.  She  now 
recalled  that  for  approximately  one  year  she  had 
self-administered  vitamin  A in  a dose  of  approximately 
200,000  to  300,000  units  per  day.  This  regimen  was 
stopped  immediately.  The  patient  returned  for  a 
follow-up  visit  four  weeks  after  discharge  from  the 
hospital.  She  had  been  well  in  the  interval  with  no 
significant  symptoms. 


Delayed  Bone  and  Joint  Changes  Following  Elec- 
trical Injury— J.  \V.  Barber  ( 1609  E.  19th  St., 
Chey'enne,  Wyo.  82001)  Radiology  99:49-53  (April) 
1971. 

Delayed  manifestations  of  electrical  injury  are 
determined  by  the  type  and  extent  of  immediate 
damage.  Late  manifestations  in  bone  structure  may 
appear  months  or  years  later  and  are  frequently  un- 
recognized until  some  event  prompts  radiological  ex- 
amination. Late  bone  and  joint  damage  appears  to  be 
based  mostly  on  ischemia,  sometimes  leading  to 
extensive  aseptic  necrosis.  Injury  to  blood  vessels  and 
nerves  appears  to  be  responsible  for  the  end-results. 
Prolonged  and  careful  radiological  follow-up  of  the 
electrically  injured  patient  is  indicated,  paying  atten- 
tion to  possible  delayed  ischemic  necrosis  of  bones  and 
joints  in  the  path  of  the  current  but  distant  from  the 
site  of  entry. 
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A fifteen  year  old  white  female  student 
experienced  vague  intermittent  right  upper 
quadrant  and  generalized  abdominal  pains 
without  nausea  or  change  in  bowel  habits  six 
weeks  prior  to  admission.  Three  weeks  prior 
to  admission  a febrile  episode  associated  with 
vomiting  and  lasting  two  days  occurred  while 
visiting  out  of  state.  She  was  given  Donnatal. 
A “blood  test”  was  reported  as  “O.K.”  Two 
days  prior  to  admission  severe  right  upper 
quadrant  pain  occurred.  The  liver  edge  was 
noted  to  be  three  to  four  centimeters  below 
the  left  costal  margin  and  tender.  Nausea  and 
vomiting  was  treated  with  50  milligrams  of 
Phenergan  intramuscularly  with  good  relief. 
Vomiting  recurred  on  the  day  of  admission. 
There  had  been  a recent  weight  loss  of 
several  pounds.  Drug  ingestion  was  denied. 
There  was  no  history  of  jaundice,  melena,  or 
other  gastrointestinal  tract  symptoms.  Menses 
were  reported  as  normal  and  regular.  Family 
history  and  review  of  systems  were  not  re- 
markable. The  usual  childhood  diseases  had 
been  experienced. 

Physical  examination  showed  a well  de- 
veloped, fairly  well  nourished  female  in  no 
distress.  Examination  of  the  head,  ears,  eyes, 
nose  and  throat  was  unremarkable.  There  was 

"Visiting  Pathologist.  Director  of  Surgical  Pathology, 
The  New  York  Hospital,  Cornell  Medical  Center; 
Staff  of  Memorial  Sloan-Kettering  Cancer  Center, 
New  York. 


no  lymphadenopathy.  The  heart  and  lungs 
showed  no  abnormalities.  The  liver  edge 
extended  below  the  right  costal  margin  but 
was  less  swollen  than  two  days  prior  to  ad- 
mission. Bowel  sounds  were  of  normal  quality. 
The  spleen  and  kidneys  were  not  palpable. 
The  remainder  of  the  physical  examination 
was  not  remarkable. 

The  hemogram  on  admission  showed  the 
hematocrit  was  38.7  volumes  per  cent  with 
hemoglobin  of  13.2  gm  per  cent  and  an 
erythrocyte  count  of  4.42  million.  The  white 
cell  count  was  9,600  with  86  per  cent  neutro- 
phils, 10  per  cent  lymphocytes,  3 per  cent 
eosinophils  and  1 per  cent  basophils.  Platelets 
were  normal.  Urinalysis  was  within  normal 
limits.  Electrolytes,  blood  urea  nitrogen,  uric 
acid  and  cholesterol  determinations  were  all 
within  normal  limits.  Total  bilirubin  was  0.9 
mgs  per  cent.  Alkaline  phosphatase  was  14.9 
King-Armstrong  units.  The  glutamic  oxalacetic 
transaminase  (SGOT)  was  80  U and  the 
lactic  dehydrogenase  (LDH)  was  145  U.  Pro- 
thrombin activity  was  100  per  cent  of  normal. 
Febrile  agglutinin  series  for  typhoid,  para- 
typhoid and  brucella  were  not  elevated.  Pro- 
tein electrophoresis  showed  a total  protein  of 
5.8  gm  with  albumin  3 gm  per  100  milliliters, 
alpha  1 globulin  0.3  gms,  alpha  2 globulin  0.8 
gms,  beta  globulin  0.8  gms,  and  gamma  glo- 
bulin 0.9  gms.  Sulfobromphthalein  (BSP) 
retention  at  45  minutes  was  3 per  cent.  An 
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infectious  mononucleosis  screen  test  and  a 
pregnancy  test  were  negative.  A 24  hour  urine 
sample  was  positive  in  a trace  amount  for 
porphyrins.  Stool  for  occult  blood,  ova  and 
parasites  was  negative.  Stool  cultures  grew 
out  non-pathogenic  E.  coli.  Urine  culture  grew 
out  80  per  cent  E.  eoli  with  20  per  cent  entero- 
coccus species  with  a count  greater  than 
300,000  bacterial  cells  per  milliliter.  Flat  and 
upright  plates  of  the  abdomen  on  admission 
were  negative.  Liver  scan  was  negative.  Two 
days  after  admission  vomiting  with  right 
upper  quadrant  pain  recurred.  Temperature 
elevation  to  100  degrees  was  present.  The 
liver  or  else  a mass  was  palpated  in  the  mid 
epigastrium.  She  was  treated  with  bedrest, 
Phenergan,  oral  and  intravenous  fluids. 
Barium  enema  examination  revealed  an 
intussusception  of  small  bowel  into  the  colon. 
This  was  reduced,  leaving  a prominent  ileo- 
cecal valve.  An  exploratory  laporatomy  was 
performed. 

Dr.  O'Brien:  We  are  confronted  with  an 
apparently  healthy  teen-age  white  female 
who  had  some  vague  abdominal  pain  six 
weeks  prior  to  admission.  There  was  apparent 
improvement  and  then  three  weeks  prior  to 
admission  she  had  a febrile  episode  associated 
with  nausea  and  vomiting;  a fairly  non- 
specific picture.  From  the  statement  about  a 
blood  test  we  assume  the  white  count  was 
normal  and  there  were  no  other  abnormalities. 
Two  days  prior  to  admission  right  upper 
quadrant  pain  recurred  and  the  liver  edge 
was  noted  to  be  3 or  4 cms  below  the  left 
costal  margin  and  tender.  I have  some  ques- 
tion as  to  how  sure  one  can  be  that  the  liver 
is  3 or  4 ems  below  the  left  costal  margin.  It 
would  be  desirable  to  have  an  observation  as 
to  whether  the  mass  moved  with  respirations, 
so  we  could  be  sure  it  was  the  liver,  or 
whether  this  mass  was  independent  of  respira- 
tion and  possibly  represented  an  autonomous 
mass.  The  nausea  and  vomiting  were  treated 
symptomatically.  There  is  no  history  of  recent 
weight  loss,  chronic  disease,  jaundice,  or  blood 
in  the  stool.  By  and  large  this  is  a subacute 
episode  in  a heretofore  healthy  adolescent. 
Physical  examination  was  essentially  un- 
remarkable. We  now  have  the  liver  edge 


extending  below  the  right  costal  margin  but 
apparently  less  swollen  than  previously.  We 
noted  that  there  were  bacteria  in  the  urine, 
and  we  might  consider  the  white  blood  count 
to  have  a mild  shift  to  the  left.  The  clinical 
approach  to  the  patient  was  for  infectious 
agents  or  exogenous  toxins  and  various  types 
of  studies  including  mononucleosis,  typhoid, 
and  paratyphoid  were  appropriately  under- 
taken. I think  that  a surgeon’s  eyes  light  up 
as  we  reach  the  latter  portion  of  the  protocol. 
Surgeons  are  concerned  about  negative  flat 
plates  of  the  abdomen  and  negative  upper 
gastrointestinal  series.  A barium  enema  ex- 
amination revealed  an  intussusception  of  the 
small  bowel  into  the  colon  which  was  re- 
duced, we  assume  by  the  barium  enema, 
leaving  a prominent  ileocecal  valve.  An 
exploratory  laporatomy  was  performed.  Alarm 
bells  should  immediately  go  off  in  a sur- 
geon’s mind.  Fifteen  year  old  females  are  not 
given  to  having  de  novo  intussusception.  One 
has  to  assume  that  the  intussusception  is  the 
reflection  of  an  underlying  pathologic  pro- 
cess. We  have  to  consider  those  things  that 
figure  prominently  in  producing  this  picture. 
One  of  the  more  common  causes  of  small 
bowel  intussusception  in  this  age  group  would 
be  the  benign  lesions  of  the  small  intestine. 
Benign  lesions  of  the  small  intestine  are  un- 
common in  the  duodenum  and  their  frequency 
seems  to  increase  as  we  progress  through  the 
small  bowel  from  the  jejunum  to  the  ileum. 
The  incidence  of  benign  lesions  of  the  small 
intestine  depends  upon  ones  discipline.  If 
one  reads  the  surgical  literature  wherein  the 
disease  process  has  eventuated  in  surgery,  an 
analysis  of  tumors  of  the  small  intestine  will 
show  that  benign  tumors  are  in  the  minority. 
If,  however,  tumors  of  the  small  intestine  are 
studied  by  means  of  autopsy  reports,  then 
the  benign  tumors  predominate.  In  this  par- 
ticular age  bracket  with  no  significant  history 
of  anorexia,  weight  loss,  malaise  or  anemia, 
one  of  the  benign  lesions  would  certainly 
appear  to  be  the  most  obvious  choice.  If  we 
had  to  pick  a specific  benign  lesion,  re- 
membering the  increased  incidence  of  benign 
lesions  as  one  progresses  towards  the  ileocecal 
valve,  I would  choose  lipoma  which  is  most 
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commonly  associated  with  intussusception.  I 
find  it  hard  to  believe  that  we  are  having  such 
a conference  on  lipoma.  I find  it  hardly 
credible  that  Dr.  McDivitt  was  invited  a 
thousand  miles  to  discuss  the  vagaries  of 
lipomas.  So  an  exploratory  laporatomy  was 
performed.  We,  as  surgeons,  should  be  aware 
that  of  course  there  are  many  malignant 
lesions  of  the  small  intestine,  and  that  utiliza- 
tion of  frozen  section  is  important.  If  this 
lesion  was  a benign  tumor,  a very  simple 
local  resection  is  more  than  adequate.  If 
this  lesion  had  a more  ominous  histologic 
picture,  this  is  best  discovered,  if  possible, 
at  the  time  of  surgery  so  that  an  appropriate 
resection  can  be  undertaken.  At  the  time  of 
surgery  one  should  bear  in  mind  a peculiar 
yellow  tumor  with  a propensity  for  fore- 
shortening of  the  mesentery,  namely  carcinoid, 
and  utilize  the  support  of  a pathologist  in 
considering  the  diagnosis.  Assuming  that  we 
did  not  have  a simple  lipoma  we  go  to  that 
group  of  tumors  which  is  actually  more  com- 
mon in  the  surgeons’  experience,  namely,  the 
malignant  tumors  of  the  small  bowel.  These 
are  rare  tumors  and  if  one  peruses  the  litera- 
ture one  finds  that  many  observations  or 
clinical  truisms  are  not  considered  to  be  true 
at  all  by  those  who  have  studied  in  the  area. 
In  both  series  malignant  tumors  of  the  small 
bowel  seem  to  have  a certain  common  symp- 
tom complex,  obstruction  being  the  most 
obvious.  It  is  when  the  malignant  process  is 
in  the  duodenum  that  obstruction  is  seen 
earliest  and  is  most  complete.  When  the 
obstruction  is  produced  by  intussusception, 
benign  lesions  are  the  most  common  in  every- 
one’s series.  It  is  seldom  caused  by  primary 
adenocarcinoma  of  the  small  bowel  and 
peculiarly  enough  very  infrequently  caused 
by  carcinoid.  It  is  frequently  associated  with 
lymphoma  and  in  the  reporting  of  the  Mayo 
Clinic  experience,  Dockerty  observed  in- 
tussusception in  one-third  of  their  cases  of 
lymphoma.  In  this  particular  case,  we  have 
obstructive  intussusception  and  as  we  have 
decided  that  it  is  not  a benign  lesion  we  are 
going  to  have  to  be  suspicious  of  lymphoma. 
Another  common  symptom  of  malignant 
tumors  of  the  small  bowel  is  bleeding.  It  is 


most  common  in  carcinoma,  very  common 
in  leiomyosarcoma,  very  common  in  lymph- 
oma, very  uncommon  with  carcinoid.  They 
mention  there  is  no  history  of  melena  and 
there  is  a stool  which  was  negative  for  blood. 
This  might  lead  us  back  towards  the  direction 
of  carcinoid.  A mass,  when  felt,  is  usually  an 
intussusception,  and  if  not,  carcinoma  and  a 
very  advanced  degree  of  carcinoma  at  that. 
Obstruction,  bleeding,  perforation  of  the  neo- 
plastic mass  are  by  far  the  most  common 
symptoms  ascribed  to  primary  carcinomas  of 
the  small  bowel.  There  are  other  less  common 
symptoms  such  as  malabsorption  syndromes, 
sprue-like  affairs,  or  the  Peutz-Jegher’s  syn- 
drome with  melanin  pigmentation  of  the  lips 
and  intestinal  polyposis  but  I think  that  we 
should  emphasize  the  most  common,  namely 
obstruction,  bleeding  and  mass.  Now  the  loca- 
tion in  small  bowel  cancer  is  of  interest.  There 
is  in  the  older  literature  the  inference  that 
the  duodenum  is  somewhat  resistant  to  the 
development  of  adenocarcinoma  and  that 
when  adenocarcinoma  does  develop  it  is  al- 
most exclusively  at  the  site  of  the  ampulla  of 
Vater.  Now  two  large  series,  from  Massa- 
chusetts General  Hospital1  and  Memorial 
Hospital,2  had  in  common  that  twenty  to 
thirty  per  cent  of  all  the  adenocarcinomas  of 
the  small  bowel  occur  in  the  duodenum.  Car- 
cinoma is  the  most  common  cancer  found  in 
the  small  bowel.  Furthermore,  within  the 
duodenum  cancers  did  not  cluster  around  the 
ampulla  of  Vater  but  were  distributed 
throughout  the  duodenum.  And  to  quote  Dr. 
Welch:1  “Inch  for  inch  the  duodenum  is  by 
far  the  most  frequent  site  of  cancer  ”.  As  we 
reach  the  jejunum  we  have  fair  incidence  of 
adenocarcinoma,  but  considering  the  rela- 
tive lengths,  not  as  common  as  in  the  duo- 
denum. In  the  ileum  carcinoma  becomes  rare 
and  we  find  a higher  incidence  of  carcinoid 
and  lymphoma.  Leiomyosarcoma  in  the  Mem- 
orial series  clustered  much  like  adeno- 
carcinoma in  the  duodenum  and  the  jejunum. 
In  this  case  we  therefore  think  in  terms  of 
carcinoid,  or  lymphoma.  The  patient  is  by 
far  the  youngest  that  I could  find  having 
lymphoma  of  this  particular  location.  The 
patient  is  quite  young  for  the  carcinoid  syn- 
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drome.  The  fascination  of  these  tumors  is 
their  endocrine  activity  which  has  stimulated 
copious  quantities  of  literature.  We  have  no 
mention  here  of  urinary  5-hydroxyindole 
acetic  determinations  having  been  made; 
neither  do  we  have  any  of  the  symptomatology 
of  the  carcinoid  syndrome.  Early  carcinoid 
has  caused  intussusception,  so  that  this  entity 
has  to  remain  in  our  differential  diagnosis. 
Apparently  in  the  development  of  carcinoid 
there  is  a fore-shortening  of  the  mesentery 
and  a kinking  and  adherence  of  loops  of  the 
bowel  which  precludes  intussusception  but 
can  set  the  stage  for  bowel  obstruction. 

Now  as  far  as  lymphoma  is  concerned, 
McPeak,2  in  describing  lymphomas  of  the 
distal  ileum,  simply  lumps  them  all  as  lympho- 
sarcoma. Allen  et  al,3  in  a major  review  article 
from  Massachusetts  General  Hospital  uses  a 
different  nosology  in  that  they  classify  lymph- 
omas as  lymphosarcoma,  reticulum  cell  sar- 
coma and  stem  cell  sarcoma.  Hodgkin’s  is 
included  in  the  group,  but  is  very  rare  in  this 
particular  site.  In  other  words  in  the  Memorial 
Hospital  group  they  are  all  lymphosarcoma, 
in  the  Massachusetts  General  Hospital  group 
they  are  more  categorized.  As  a clinician  one 
has  always  been  more  optimistic  about  the 
destiny  of  the  patient  if  one  had  the  diagnosis 
of  lymphosarcoma  rather  than  reticulum  cell 
sarcoma.  I am  not  sure  that  we  should  be 
more  optimistic  with  one  diagnosis  than  the 
other.  Reticulum  cell  sarcoma  has  usually 
seemed  to  have  a much  grimmer  prognosis. 
In  either  case  I would  consider  this  particular 
patient  not  to  have  a carcinoid  for  the  reasons 
that  I have  outlined,  but  to  have  a lymphoma 
of  the  distal  ileum.  Whether  this  is  a lympho- 
sarcoma or  a reticulum  cell  sarcoma  is  of 
interest  to  me  in  the  sense  of  trying  to  fulfill 
clinical  responsibilities  in  respect  to  prognosis. 
More  important  than  the  diagnosis  I get  on 
any  given  pathological  report  is  a discussion 
with  a pathologist  as  to  what  he  thinks  of  the 
cells  and  their  potential.  I feel  that  this  was 
lymphoma.  I would  approach  this  lymphoma 
as  if  it  were  a carcinoma  with  a wide  re- 
section. I would  accept  the  fact  that  there  is 
no  scientific  proof  that  postoperative  irradia- 
tion will  change  the  course  of  the  disease.  I 


would  remind  you  that  this  is  an  uncommon 
lesion.  Most  of  the  older  literature  does  not 
report  on  the  results  of  high  energy  sources 
of  ionizing  irradiation.  I would  have  the 
patient  receive  irradiation  assuming  that  there 
were  appropriate  equipment,  skills,  and 
irradiation  therapy  counsel  available. 

Dr.  Pettit  could  we  look  at  some  films  now? 

Dr.  Pettit:  This  patient  was  first  examined 
on  August  21;  an  upper  gastrointestinal  series 
was  ordered  and  it  was  entirely  normal. 
Remember  this  examination  involves  the 
stomach,  duodenum  and  jejunum.  Eight  days 
later  a small  bowel  study  was  ordered.  We 
would  have  stopped  short  of  the  involved 
area  had  an  upper  gastrointestinal  series 
only  been  ordered.  There  is  no  dilatation  of 
the  bowel.  There  is  nothing  to  suggest  that 
the  patient  has  an  obstruction.  This  examina- 
tion was  carried  out  and  an  obstruction  was 
demonstrated  in  the  hepatic  flexure.  We  see  a 
small  amount  of  barium  leading  right  up  to 
the  area  of  obstruction.  After  this  intussuscep- 
tion was  found  by  the  small  bowel  study,  a 
barium  enema  was  done  with  resultant  re- 
duction of  the  intussusception.  These  spot 
films  first  show  the  intussuscepting  mass  in 
the  hepatic  flexure.  Usually  the  leading  edge 
of  the  intussusception  is  a little  bit  smoother 
than  what  we  have  here.  This  edge  is  slightly 
lobulated.  After  the  reduction,  another  spot 
film  shows  the  ileo-cecal  valve  to  be  un- 
usually large  and  prominent.  The  film  follow- 
ing the  reduction  of  intussusception  failed  to 
show  a tumor,  but  it  was  decided  that  the 
examination  should  be  terminated  since  a 15 
year  old  girl  with  intussusception  had  to  be 
explored  for  tumor  in  any  event. 

Dr.  Stuart  Richardson:  I see  no  specific  clue 
as  to  the  diagnosis.  I would  certainly  have 
asked  my  surgical  colleagues  to  go  into  the 
abdomen.  I would  have  had  a differential 
diagnosis  of  about  six  tumors.  I would  have 
included  carcinoid  high  on  my  list  as  I wasn’t 
aware  of  the  rarity  of  carcinoid  producing 
intussusception.  I would  have  included  benign 
tumors  such  as  polyps  and  adenomas.  I would 
have  ruled  out  only  the  inflammatory  small 
bowel  lesions.  I think  it  would  have  been  very 
rare  to  have  Crohn’s  disease  to  present  in  this 
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Figure  1.  Ileal  intussusception  into  cecum  show- 
ing fungating  tumor  mass  of  terminal  ileum. 


way. 

Dr.  Forde  M elver:  I would  like  to  make 
one  comment.  I suggest  that  Dr.  Pettit  and 
his  colleagues  produced  this  intussusception. 
It  did  not  exist  before  the  gastro-intestinal 
studies  because  I don’t  think  there  is  any 
such  thing  as  a complete  obstruction  without 
distention  and  symptoms. 

Dr.  Pettit:  There  is  such  a thing  as  small 
bowel  obstruction  without  distention.  Ob- 
struction in  the  jejunum  may  produce  a 
practically  airless  abdomen.  They  do  have 
symptoms,  they  are  vomiting  and  decompress- 
ing themselves. 

Dr.  Kenneth  Lynch,  Jr.:  I would  like  to  ask 
Dr.  O’Brien  if  one  can  get  intussusception  of 
the  small  bowel  from  what  we  used  to  call 
mesenteric  lymphadenitis  encountered  while 
exploring  for  acute  appendicitis? 

Dr.  Pettit:  May  I reply?  Prominent 

mesenteric  lymph  nodes  and  intestinal  lym- 
phoid tissue  are  given  as  one  of  the  various 
reasons  for  the  high  incidence  of  intussuscep- 
tion in  children  under  the  age  of  two.  Some- 
where between  95  and  98  per  cent  of  all 
intussusceptions  are  seen  below  the  age  of 
two,  and  children  of  that  age  do  have  an 
unusual  amoimt  of  lymphoid  tissue  in  the 
terminal  ileum.  This  is  disputed  by  many,  but 
sounds  reasonable.  About  four  years  ago  we 
saw  a 54  year  old  man  who  had  an  ileo-colic 
intussusception.  He  was  explored  and  a per- 
fectly normal  bowel  was  found.  That  was  an 
idiopathic  intussusception  that  is  really  a 


rarity. 

Dr.  O'Brien:  I am  sure  all  sorts  of  rare 
lesions  occur  but  I think  as  clinicians  and 
surgeons  we  have  to  assume  there  is  a definite 
lesion  and  that  the  intussusception  is  second- 
ary. 

Dr.  Prott-Thomas:  Dr.  O’Brien,  the  majority 
of  the  students  preferred  lymphoma  as  the 
primary  diagnosis.  Carcinoid,  polyp  and 
Meckel’s  diverticulum  followed  in  about  that 
order.  Ilepatoma  was  considered  by  a few. 

Dr.  AlcDivitt:  Dr.  O’Brien,  I am  glad  you 
took  some  time  with  your  clinical  discussion 
because  there  is  indeed  not  much  that  can  be 
said  about  lipomas  of  the  ileo-cecal  valve. 
Your  reasoning  is  quite  correct.  Since  your 
specialty  is  neoplasia  and  mine  is  neoplasia, 
this  is  probably  a malignant  tumor  of  the 
small  bowel.  A very  lucid  description  of  the 
gross  pathology  is  provided  by  the  surgical 
pathology  department  of  the  Medical  Univer- 
sity which  I would  like  to  read  because  I can’t 
improve  on  it.  “Received  is  a 15  cm  portion 


Figure  2.  Large  reticulum  cells  diffusely  in- 
filtrate the  mucosa  of  the  terminal  ileum.  H&E  x 
250. 
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of  terminal  ileum,  ileo-cecal  valve,  cecum, 
appendix  and  15  ems  of  ascending  colon  with 
attached  mesentery’  and  omental  tissue. 
Peyer’s  patches  are  extremely  prominent  in 
the  small  bowel  and  there  is  a confluent  group 
of  these  covering  an  area  of  2.5  x 1.5  ems  near 
the  proximal  line  of  resection.  A 1 cm  segment 
of  apparently  normal  mucosa  lies  between 
this  area  and  the  proximal  resection  line. 
Approximately  4 ems  from  the  ileo-cecal 
junction  there  is  an  additional  area  of  mucosal 
irregularity  produced  by  confluent  intra- 
mucosal  or  submucosal  nodules,  1 to  4 mm  in 
diameter.  This  lesion  covers  an  area  1.2  x 2 
ems.  Approximately  2.5  ems  distal  to  this  the 
normal  small  bowel  mucosal  pattern  is  again 
disrupted,  this  time  by  a fungating  3.5  x 2.5  x 4 
cm  fleshy  yellow  white  mass  which  extends 
to  the  ileo-cecal  junction.  In  the  fresh  state 
this  mass  in  the  adjacent  terminal  ileum  had 
intussuscepted  into  the  cecum.  In  addition 
several  lymph  nodes  ranging  from  0.5  to  1.5 
cm  in  length  are  found  in  the  fibrofatty  tissue 
attached  to  the  ileo-cecal  region”.  This  photo- 


Figure  3.  Tumor  cells  extend  into  the  muscular 
coats  of  the  ileocecal  region.  H&E  x 250. 


Figure  4.  High  power  view  of  large  reticulum 
cells  of  reticulum  cell  sarcoma  of  the  terminal 
ileum.  H&E  x 400. 


graph  taken  at  the  Medical  University  is  a 
good  one  showing  the  tumor  in  the  ileo-cecal 
area  with  the  ileal  intussusception  into  the 
cecum.  (Figure  1)  With  the  next  photograph 
the  diagnosis  becomes  perfectly  obvious.  Ad- 
jacent to  the  normal  gastrointestinal  glands 
there  is  a diffuse  infiltration  of  large  reticulum 
cells  which  extend  down  into  the  muscular 
coats  of  the  ileocecal  region  (Figures  2,  3 and 

4). 

FINAL  PATHOLOGICAL  DIAGNOSIS: 
LYMPHOMA,  RETICULUM  CELL  TYPE, 
OF  THE  SMALL  INTESTINE  WITH  IN- 
TUSSUSCEPTION INTO  CECUM. 

As  Dr.  O’Brien  mentioned  adenocarcinoma 
is  the  most  common  malignant  tumor  of  the 
small  bowel.  In  our  experience  it  accounts 
for  about  45  per  cent  of  the  cases.  Carcinoid 
is  perhaps  the  second  most  common.  In  our 
experience  carcinoid  accounts  for  about  35 
per  cent  overall  and  lymphoma  is  third  in 
line  accounting  for  only  7.5  to  8 per  cent  of 
cases.  This  is  interesting  because  if  you  ask 
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many  people  what  is  the  most  common 
malignant  tumor  of  the  small  bowel  they  will 
not  think  of  adenocarcinoma  and  will  go  in 
the  direction  of  lymphoma.  It  must  also  be 
borne  in  mind  that  malignant  tumors  of  the 
small  bowel  are  uncommon  and  account  for 
about  5 per  cent  of  the  total  gastrointestinal 
neoplasms  in  our  experience.  However,  if  you 
have  a neoplasm  of  the  small  bowel  there  is 
a high  likelihood,  unless  you  are  considering 
incidental  findings  at  autopsy,  that  the  tumor 
will  be  malignant.  Seventy-five  per  cent  of 
small  bowel  neoplasms  surgically  resected 
were  malignant  neoplasms.  In  preparation  for 
a discussion  of  this  case  and  in  conjunction 
with  some  work  we  are  doing  in  the  surgical 
pathology  department,  we  reviewed  our  ex- 
perience since  1932  and  found  that  we  have 
approximately  100  cases  of  malignant  lymph- 
oma originating  in  the  gastro-intestinal  tract 
at  the  New  York  Hospital  of  the  Cornell 
Medical  Center.  This  comprised  about  2 
per  cent  of  all  malignant  gastro-intestinal 
tumors  treated  at  the  New  York  Hospital  dur- 
ing this  period  of  time.  Of  these  100  patients, 
25  were  lymphomas  located  in  the  small 
bowel.  Of  these  25,  ten  were  male  and  fifteen 
were  female.  The  average  age  of  these  pa- 
tients was  42  years  with  the  age  range  from 
2 to  79  years.  Interestingly  in  our  series  all  the 
lymphomas  in  children  were  located  in  the 
small  intestine.  The  most  common  complaint 
was  abdominal  pain  although  over  half  of  the 
patients  had  non-specific  complaints,  such  as 
malaise,  anorexia  and  fatigue.  There  was  con- 
siderable variation  in  the  quality  of  pain  and 
in  about  half  the  instances  was  described  as 
dull  and  chronic  with  no  specific  location.  In 
three  patients  pain  appeared  to  be  related  to 
recurrent  episodes  of  intussusception  with 
intermittent  attacks  of  severe  abdominal  pain 
and  cramps.  Four  of  these  patients  complained 
of  excessive  sweating,  five  had  diarrhea  and 
three  patients  had  a malabsorption  syndrome. 
I think  it  is  interesting  and  important  to  re- 
member that  a patient  with  a small  bowel 
lymphoma  may  present  with  a malabsorption 
syndrome.  Another  interesting  point  is  that 
several  of  these  patients  had  a malabsorption 
syndrome  for  several  years  prior  to  surgery. 


X-ray  studies  of  the  small  bowel  were  per- 
formed in  10  instances  and  the  diagnosis  of 
lymphoma  was  suggested  in  only  three.  Other 
diagnoses  made  radiologically  included  cecal 
tumor,  non-specified;  regional  enteritis,  duo- 
denal ulcer  and  normal  small  bowel.  Four  of 
these  lymphomas  of  small  bowel  were  located 
in  the  duodenum,  12  within  the  jejunum  and 
9 within  the  ileum.  This  is  somewhat  at  vari- 
ance with  other  reported  series  in  which  a pre- 
ponderance of  small  bowel  lymphomas  were 
located  in  the  ileum.  As  for  treatment  22  of 
these  25  patients  had  definitive  resection  of 
the  primary  lymphoma  with  end  to  end  ana- 
stomosis, three  were  considered  unresectable 
at  the  time  of  surgery.  In  one  instance  the 
lesion  was  merely  biopsied  and  in  two  by-pass 
enterostomies  were  performed.  Fifteen  pa- 
tients received  post-operative  irradiation  al- 
though the  amounts  and  type  of  irradiation 
varied  considerably.  In  six,  the  dosage  varied 
from  3000  to  4000  rads  and  in  the  remainder 
the  dosage  was  less  than  3000  rads,  con- 
sidered by  us  to  be  palliative.  The  operative 
mortality  in  this  series  was  approximately 
four  per  cent,  one  patient  died  in  the  immedi- 
ate post-operative  period  of  massive  hemor- 
rhage following  a by-pass  for  unresectable 
tumor.  Twenty  of  the  twenty-five  patients 
with  small  bowel  lymphomas  are  eligible  for 
five  year  follow-up  and  of  these  eight  sur- 
vived for  a 40  per  cent  five  year  survival.  It  is 
interesting  that  this  figure  is  somewhat  higher 
than  the  averages  of  other  reported  series. 
All  patients  surviving  for  more  than  5 years 
had  definitive  resection  and  no  patient  who 
succumbed  died  of  lymphoma  more  than  2 
years  after  surgery.  The  average  survival  time 
of  those  who  died  of  the  disease  was  7 
months.  Now  as  for  histologic  findings,  12  of 
these  25  tumors  were  lymphosarcomas,  nine 
were  reticulum  cell  and  4 were  Hodgkin’s 
disease.  This  predominance  of  lymphosarco- 
mas was  noted  in  the  entire  group  of  gastro- 
intestinal lymphomas  which  we  studied.  Of 
the  100  total  cases,  57  were  lymphosarcomas, 
32  were  reticulum  cell,  10  were  of  Hodgkin’s 
type.  With  lymphomas  of  the  stomach  and 
large  bowel  the  x-ray  films  were  suggestive 
of  neoplasm  in  approximately  80  per  cent  of 
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these  instances.  However,  the  diagnostic 
acumen  was  much  poorer  with  lymphoma  of 
the  small  bowel  in  which  case  x-ray  films  sug- 
gested lymphoma  in  only  30  per  cent  of  the 
cases.  In  those  instances  where  a pre-opera- 
tive diagnosis  of  lymphoma  of  the  small  bowel 
was  strongly  suggestive,  one  or  two  features 
seem  to  be  present.  Either  there  was  a large 
palpable  mass  which  seemed  quite  large  in 
relationship  to  the  duration  of  the  tumor 
clinically  and  the  severity  of  symptoms;  or 
alternately  multiple  polypoid  lesions  were 
seen  on  x-ray  films.  The  best  survival  figures 
in  our  series  were  for  those  patients  receiving 
definitive  resection  followed  by  curative  dose 
of  irradiation  at  the  range  of  3 to  4000  rads. 
Eleven  of  13  patients  in  this  category  were 
alive  and  asymptomatic  after  five  years.  Of 
the  six  patients  treated  by  irradiation  alone 
in  the  same  dosage  range  only  1 survived  for 
5 years.  Now  alternatively  in  the  review  of 
lymphoma  by  the  Mt.  Sinai  group,  which  has 
been  recently  published  by  Naqvi,  et  al 1 it 
was  found  that  lymphoma  originated  in  the 
gastrointestinal  tract  in  approximately  20  per 
cent  of  cases.  The  same  group  accumulated 
48  instances  of  small  bowel  lymphoma  in  the 
Mt.  Sinai  Hospital,  of  which  31  were  lympho- 
sarcomas, 10  reticulum  cell  sarcoma  and  7 
Hodgkin’s  disease.  They  reported  a peak 
incidence  in  the  sixth  decade  and  a male- 
female  ratio  of  2 to  1 similar  to  that  reported 
in  other  series  with  clinical  features  quite 
similar  to  ours,  4 per  cent  having  intestinal 
intussusception,  3 with  the  pre-operative  diag- 
nosis of  tropical  sprue  and  an  abdominal 
mass  being  palpated  in  20  per  cent  of  their 
patients.  Twenty-seven  of  their  patients  were 
treated  with  small  bowel  resection,  by-pass 
operations  being  performed  by  four.  They  had 
six  deaths  in  the  immediate  post-operative 
period  with  a mortality  of  18  per  cent,  some- 
what higher  than  the  New  York  Hospital 
experience.  Of  their  27  patients  who  survived 
operation,  15  received  post-operative  radio- 
therapy in  the  same  range  that  we  used  at 
Cornell  and  8 received  chemotherapy.  The 
overall  5 year  survival  including  operative 
deaths  and  non-surgically  treated  cases  was 
36  per  cent.  The  point  about  this  series  that 


is  of  particular  interest  is  that  they  staged 
their  tumors  clinically  as  well  as  pathologic- 
ally, Stage  I disease  being  lymphomas  in- 
volving only  the  bowel  and  not  the  immediate 
adjacent  mesenteric  lymph  nodes;  Stage  II 
disease  is  considered  lymphoma  involving  the 
bowel  and  mesenteric  nodes;  and  the  classifi- 
cation of  Stage  III  being  reserved  for  those 
patients  who  had  unresectable  more  widely 
disseminated  lymph  node  involvement.  Their 
five  year  survival  for  surgically  resected  Stage 
I disease  with  post-operative  irradiation  was 
75  per  cent;  for  Stage  II  disease  similarly 
treated  50  per  cent  and  Stage  III  about  10  to 
15  per  cent.  It  is  significant  that  in  their 
hands,  histological  classification  of  lymph- 
omas was  not  as  good  a guide  prognostically 
as  clinicopathological  staging.  This  tends  to 
reinforce  our  experiences  at  Cornell  where  we 
could  not  prognosticate  depending  on  the 
histologic  type  of  lymphoma.  The  final  thing 
that  I would  like  to  tell  you  about  is  a very 
recent  series  reported  by  Jenkin,  et  al6  from 
the  Princess  Margaret  Hospital  in  Toronto 
where  they  specifically  studied  lymphomas  of 
the  bowel  in  children.  In  their  series  again 
males  outnumbered  females  but  this  time 
they  had  a ratio  of  9 to  1,  unlike  the  adult 
cases.  In  about  half  their  cases  a definite 
mass  was  palpated  in  the  abdomen  and  the 
incidence  of  intussusception  was  somewhat 
higher  than  that  reported  in  adults,  15  chil- 
dren having  presented  with  intussusception. 
It  is  also  interesting  that  in  this  group  of  chil- 
dren, unlike  the  two  adult  series  I discussed 
before,  there  was  a much  higher  incidence  of 
lymphoma  in  the  ileo-cecal  area  as  opposed 
to  the  remainder  of  the  gastrointestinal  tract. 
Of  their  group  36  tumors  occurred  in  the 
ileo-cecal  area  and  only  1 occurred  in  the 
stomach,  one  in  the  duodenum  and  one  in  the 
jejunum.  One  of  the  interesting  things  about 
this  study  of  Jenkin,  et  al  which  encompassed 
a period  form  1930  to  the  present  is  that  it 
permitted  us  to  compare  a group  of  children 
treated  by  surgery  along  with  a group  treated 
by  surgery  and  radiotherapy.  With  these  pa- 
tients the  area  was  given  only  local  radiation 
with  a volume  in  the  range  of  from  2000  to 
3000  rads  over  a 28  day  period.  However, 
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CAMPBELL’S  SOUPS  IN  DIABETIC  DIETS* 


RECOMMENDATIONS  FOR  PLACING  CAMPBELL’S 
SOUPS*  INTO  EXCHANGE  LISTS 


* These  recommendations  are  based  on  a one  cup  portion  when  prepared 
according  to  directions  on  the  label.  If  milk  is  used  in  the  preparation, 
use  part  of  your  daily  requirement. 


Exchange  Substitution  for 
t Bread  and  '/2  Fat 

Tomato 

Tomato,  Bisque  of 
Tomato  Rice,  Old  Fashioned 


Exchange  Substitution  for 
1 Meat  and  1'  ? Bread 

Hot  Dog  Bean 
Split  Pea  with  Ham 


Exchange  Substitution  for 
'/2  Bread  and  V2  Fat 

Asparagus,  Cream  of 


Exchange  Substitution  for 
14  Meat  and  V2  Bread 

Chicken  Gumbo 
Chicken  Noodle 


Campbell's  Soups  are  appetizing  and  enjoyable  and, 
because  of  the  many  varieties  available,  offer  your  dia- 
betic patients  the  opportunity  to  plan  and  enjoy  more 
interesting  and  appealing  meals. 


*To  obtain  copies  of  “Recommendations  for  Placing  Campbell’s 
Soups  Into  Exchange  Lists,”  suitable  for  distribution  to  patients, 
write  to  Campbell  Soup  Company,  Dept.  500,  Campbell  Place, 
Camden,  NJ.  08101. 
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Ten  thousand  battered  children- 
a growing  medical  problem? 

In  his  daily  practice  the  physician  witnesses  the 
human  suffering  caused  by  uncontrolled  fertility. 
Perhaps  one  of  its  most  tragic  effects  is  the  unwanted 
child,  who  so  often  experiences  parental  rejection. 
The  rejected  child  in  a family  may  be  neglected, 
nagged  and  severely  punished.  Sometimes  he  is 
criminally  abused.  Child  abuse  is  common  enough 
to  have  become  a separate  clinical  entity:  the 
"battered  child"  syndrome.  Reliable  statistics  are 
difficult  to  obtain,  but  it  has  been  estimated  that  in 
this  country  alone  roughly  10,000  children  are 
“battered”  per  year,  and  their  number  may  be 
increasing. 

A revealing  picture  of  child  abuse  patterns  is 


provided  by  one  study  of  the  American  Humane 
Society.  More  than  half  of  the  662  children  involved 
(all  reported  in  newspapers  within  a single  year] 
were  less  than  4 years  of  age.  One  fourth  of  the 
battered  youngsters  died;  most  of  these  deaths  were 
of  children  less  than  2 years  of  age.  Fathers  were 
more  often  guilty  of  child  abuse  than  mothers,  but 
sometimes  both  parents  participated.  The  study 
indicated  that  battered  children  are  not  limited  to 
any  particular  socioeconomic  stratum. 

*For  the  complete  brochure,  and  others  in  the  series 
as  they  appear,  please  write  to  Searle  or  ask  your 
Searle  representative.  Explored  in  the  forthcoming 
issues  will  be  the  history  of  birth  control,  the  influence 
of  poverty,  ethnic  factors  and  marital  status,  its  role 
in  illness,  its  genetic  implications  and  its  effects  on 
the  emotional  and  behavioral  life  of  the  individual. 


Original  contributions 
to  the  science  of  contraception 

BOTH  AVAILABLE  IN  21-  AND  28-PILL  SCHEDULES 

Ovulen  • Demulen 

Each  white  tablet  contains  ethynodiol  Each  white  tablet  contains  ethynodiol 

diacetate  1 mg  /mestranol  0 1 mg  diacetate  1 mg  /ethinyl  estradiol  50  meg 

Each  pink  tablet  in  Ovulen-28®  and  Demulerf  -28  is  a placebo,  containing  no  active  ingredients 

Demulen ...  for  its  low  estrogen  and  Searle’s  progestin -or  Ovulen . . .with  its  wide  physician 
and  patient  acceptance.  Both  offer  almost  complete  contraceptive  effectiveness  and  a 
low  incidence  of  side  effects.  Both  with  a choice  of  pill-taking  schedules . . . simple 
"Sunday-starting”  and  patient-proof  Compack®  tablet  dispensers. 


Actions  - Ovulen  and  Demulen  aetto  prevent  ovulation  by  inhibiting  the  output 
of  gonadotropins  from  the  pituitary  gland  Ovulen  and  Demulen  depress  the  out- 
put of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH) 

Special  note -Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1 960  Reported  pregnancy  rates  vary  from  product  to  product  The  effec- 
tiveness of  the  sequential  products  appears  to  be  somewhat  lower  than  that  of 
the  combination  products  Both  types  provide  almost  completely  effective  con- 
traception 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hor- 
monal contraceptives  has  now  been  shown  in  studies  conducted  in  both  Great 
Britain  and  the  United  States  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  subpri- 
mate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency  of 
some  animal  carcinomas  These  data  cannot  be  transposed  directly  to  man 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued 

Indication-Ovulen  and  Demulen  are  indicated  for  oral  contraception 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic  disor- 
ders, cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired 
liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or  suspected 
estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital  bleeding 

Warnings -The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis)  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain  and 
studies  of  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cere- 
bral thrombosis  and  embolism  and  the  use  of  oral  contraceptives  There  have 
been  three  principal  studies  in  Britain' 3 leading  to  this  conclusion,  and  one*  in 
this  country  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  Doll3  wasabout  sevenfold,  while  Sartwell  and  associates4  in  the  United 
States  found  a relative  risk  of  4 4,  meaning  that  the  users  are  several  times  as  likely 
to  undergo  thromboembolic  disease  without  evident  cause  as  nonusers  The 
American  study  also  indicated  that  the  riskdid  not  persist  after  discontinuation  of 
administration,  and  that  it  was  not  enhanced  by  long-continued  administration 
The  American  study  was  not  designed  toevaluate  a difference  between  products. 
However,  the  study  suggested  that  there  might  be  an  increased  risk  of  throm- 
boembolic disease  in  users  of  sequential  products  This  risk  cannot  be  quanti- 
tated, and  further  studies  to  confirm  this  finding  are  desirable 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or  migraine 
If  examination  reveals  papilledema  or  retinal  vascular  lesions  medication  should 
be  withdrawn 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regi- 
men If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  time  of  the  first  missed  period 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identi- 
fied mthe  milkof  mothers  receiving  thesedrugs  The  long-rangeeffecttothe  nurs- 
ing infant  cannot  be  determined  at  this  time 

Precautions -The  pretreatment  and  periodic  physical  examinations  should 
include  special  reference  to  the  breasts  and  pelvic  organs,  including  a Papani- 
colaou smear  since  estrogens  have  been  known  to  produce  tumors,  some  of 


them  malignant,  in  five  species  of  subprimate  animals  Endocrine  and  possibly 
liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demulen  There- 
fore, if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by  thisfactor, 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation  In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per 
vagmam.  nonfunctional  causes  should  be  borne  in  mind  In  undiagnosed  bleed- 
ing per  vaginam  adequate  diagnostic  measures  are  indicated  Patients  with  a 
history  of  psychic  depression  should  be  carefully  observed  and  the  drug  discon- 
tinued if  the  depression  recurs  to  a serious  degree  Any  possible  influence  of 
prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study  A decrease  in  glucose  tolerance  has  been 
observed  in  a significant  percentage  of  patients  on  oral  contraceptives  The 
mechanism  of  this  decrease  is  obscure  For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen  or 
Demulen  may  mask  the  onset  of  the  climacteric  The  pathologist  should  be  ad- 
vised of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are  submitted 
Susceptible  women  may  experience  an  increase  in  blood  pressure  following 
administration  of  contraceptive  steroids 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives -A 

statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions  neuro-ocular  lesions,  e g , retinal  thrombosis  and  optic  neuritis 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inalcrampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  taundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted  anovu- 
lation post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue, 
backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodo- 
sum, hemorrhagic  eruption  and  itching 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contracep- 
tives hepatic  function  increased  sulfobromophthalem  retention  and  other  tests, 
coagulation  tests  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X;  thyroid 
function  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  and  de- 
crease in  T3  uptake  values,  metyrapone  test  and  pregnanediol  determination 
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during  the  last  ten  years  standard  post-opera- 
tive treatment  was  radiation  to  the  entire 
abdominal  cavity  with  partial  renal  shielding 
to  a midline  dose  of  about  2500  rads,  first 
using  a 270  kg  machine  and  later  a cobalt 
60  gamma  emitter.  The  overall  5 year  sur- 
vival in  this  group  for  those  patients  having 
resectable  lymphoma  either  confined  to  the 
bowel  alone  or  involving  the  bowel  and  ad- 
jacent lymph  nodes  was  33  per  cent,  quite 
similar  to  that  of  other  reported  series.  Five 
year  survival  for  patients  having  more  gen- 
eralized disease  was  similarly  quite  low,  about 
5 per  cent.  It  was  interesting  that  in  this  group 
that  1 year  survival  equals  a 5 year  survival, 
similar  to  the  figures  at  Cornell,  no  child  who 
is  going  to  die  of  disease  dying  more  than  1 
year  following  the  diagnosis.  It  is  also  interest- 
ing that  with  lymphoma  of  the  small  bowel, 
confined  to  the  bowel  or  involving  the  bowel 
and  adjacent  lymph  nodes,  seven  of  11  pa- 
tients in  their  series  survived  when  treated 
with  surgery  plus  post-operative  irradiation. 
However,  only  one  treated  by  surgery  alone 
survived  five  years.  It  is  even  more  significant 
that  7 of  8 children  treated  with  large  field 
irradiation  survived  as  compared  with  1 of  12 
treated  with  small  field  or  given  no  irradiation 
therapy.  To  me  these  figures  suggest  graphic- 
ally the  value  of  combined  approach  to 
treatment  of  lymphoma  of  the  small  bowel  in 
childhood  namely,  the  use  of  definitive  sur- 
gical resection  plus  radiation  therapy.  This 
apparently  offers  the  greatest  chance  for  sur- 
vival in  patients  who  have  disease  limited  to 
the  bowel  or  to  the  bowel  and  adjacent 
'lymph  nodes.  Another  interesting  finding 
which  contrasts  with  previous  reports  is  that 
they  did  not  find  an  appreciably  greater 
mortality  in  that  group  who  had  lymphoma 
within  adjacent  lymph  nodes  as  well  as  the 
bowel  when  these  patients  received  wide 
field  radiation.  Six  of  nine  children  with  posi- 
tive nodes  in  the  mesentery  received  wide 
field  radiation  and  five  of  these  survived. 
They  concluded  that  the  • presence  of  the 
positive  nodes  in  the  early  stage  of  disease 
had  little  effect  on  survival  when  wide  field 
radiation  followed  siugical  excision.  They 
emphasized  that  no  child  in  their  group  sur- 


vived unless  the  lymphoma  present  appeared 
totally  resectable  and  they  stressed  that 
irradiation  and/or  chemotherapy  in  their 
hands  produced  no  significant  rate  of  salvage 
when  gross  residual  tumor  was  left  behind 
in  the  abdominal  cavity.  Furthermore  and 
finally  they  were  discouraged  in  their  at- 
tempts to  produce  clinical  remission  when 
disease  was  left  behind  using  irradiation  or 
chemotherapy.  This  more  or  less  reviews  our 
experience  with  this  situation  and  additional 
reports  from  other  centers.  I think  it  would 
be  interesting  based  on  what  I have  said  to 
ask  Dr.  O’Brien  to  discuss  therapy  a little  bit 
more  and  comment  on  my  discussion. 

Dr.  O’Brien:  I feel  that  I concentrated  on 
the  differential  diagnosis  and  have  not 
studied  the  clinical  reports  on  what  appears 
to  be  a swing  toward  utilization  of  radiation 
therapy  in  this  area.  I think  it  appropriate  to 
draw  an  analogy  to  Hodgkin’s  disease.  Here 
is  a disease  that  wasn’t  curable  which  has 
been  made  curable  with  utilization  of  radia- 
tion from  high  energy  machine  with  wider 
fields.  Recent  reports  point  toward  post- 
operative irradiation  therapy.  I would  vigor- 
ously support  such  an  approach  for  this  pa- 
tient with  the  one  proviso  that  we  have 
competent  radiation  therapy  and  appropriate 
apparatus.  Often  we  are  not  as  selective  and 
concerned  in  the  utilization  of  ionizing  radia- 
tion as  we  should  be.  In  treating  wide  fields 
we  have  to  utilize  exact  dosimetry  and  it  is 
very  important  that  properly  trained  radiation 
therapists  handle  these  patients,  otherwise,  I 
am  sure  we  won’t  see  or  hope  for  improve- 
ment. 

Dr.  Keene  Wallace:  I want  to  emphasize 
the  significance  of  the  utilization  of  super- 
voltage therapy  equipment  in  achieving  the 
ends  that  Dr.  MeDivitt  and  Dr.  O’Brien  have 
discussed.  The  old  orthovoltage  apparatus  is 
just  incapable  of  achieving  the  desired  results. 
When  we  talk  about  total  abdominal  irradia- 
tion, required  in  people  with  lymphoma  of 
the  small  intestine,  this  is  a very  challenging 
accomplishment  from  several  aspects.  The 
first  is  accurate  dosimetry.  We  just  can’t  pick 
up  someone  else’s  protocol  and  say  we  will 
try  it  on  our  machine.  We  are  using  a tech- 
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nique  that  was  developed  at  another  hospital. 
It  was  devised  on  a cobalt  unit  and  the  dosi- 
metry of  this  unit  was  different  than  the  2 
million  volt  x-ray  unit  which  we  are  currently 
using.  So  it  was  necessary  to  make  dose 
measurements  with  the  Alderson  phantom 
which  mimics  the  human  body  to  be  able  to 
accurately  establish  the  dosage  given.  There 
are  special  reasons  for  knowing  precisely  what 
doses  are  given,  not  merely  300  rads  to  the 
midplane  of  the  abdomen,  we  have  to  be 
concerned  about  the  liver  and  the  kidneys. 
The  kidneys  are  shielded  with  lead  shields 
posteriorally  and  the  liver  is  shielded  for  half 
of  the  dose  anteriorally.  We  know  that  in 
treating  ovarian  carcinoma  we  sometimes 
caused  the  demise  of  patients,  who  were 
cured  of  their  tumor  with  irradiation,  with 
nephritis  and  radiation  hepatitis.  All  of  these 
things  come  into  play  in  delivering  the  dose 
required  to  the  whole  abdomen.  In  this  par- 
ticular case,  I would  suggest,  in  addition  to 
total  abdominal  irradiation  of  3000  rads,  that 
the  dose  to  the  right  lower  quadrant  be  en- 
hanced by  another  1000  rads. 

Dr.  Pratt -Thomas:  Dr.  Gregorie,  would  you 
like  to  make  a comment  on  your  findings  or 
the  subsequent  course  of  the  patient? 

Dr.  Gregorie:  At  operation  the  patient  did 
have  what  has  already  been  described.  We 
performed  a radical  right  ileo-eolectomy  and 
she  recovered  initially  without  complications, 
soon  went  home  and  regained  her  strength 
and  weight  and  is  now  back  actively  in 
school.  The  dilemma  is  that  no  one  seems 
ready  to  accept  various  collected  experiences 
as  sufficient  evidence  on  which  to  base  ther- 
apy. We  felt  that  from  the  nature  of  the 
gross  specimen  that  the  lesion  had  been  well 
contained  in  what  was  excised.  Except  for  the 
fact  that  this  was  a lymphoma,  a surgeon 
would  feel  that  he  had  successfully  extirpated 
the  tumor  in  the  initial  resection.  In  reviewing 
the  literature,  particularly  in  young  people, 
one  finds  a very  bleak  outlook  for  this  par- 
ticular tumor  by  surgery  alone  regardless  of 
how  thorough  you  think  you  have  been  in  its 
removal.  The  situation  is  particularly  con- 
founded in  this  case  when  close  study  showed 
the  tumor  had  grown  through  the  bowel  wall 


at  one  point  into  a contiguous  lymph  node. 
The  pathologist  didn’t  feel  that  this  repre- 
sented lymph  node  extension  but  direct 
invasion  through  the  thickness  of  the  wall  into 
the  node  that  happened  to  be  at  that  point. 
In  addition  there  were  microscopic  foci  of 
profound  hyperplasia  of  the  lymphatic  ele- 
ments in  areas  of  grossly  normal  bowel  sug- 
gesting that  perhaps  these  were  additional 
incipient  tumors  or  multicentric  foci.  This  I 
think  indicates  the  need  for  further  x-ray 
therapy.  After  the  decision  to  use  x-ray  ther- 
apy, you  are  faced  with  a 15  year  old  girl 
which  x-ray  therapy  will  sterilize  and  perhaps 
20  years  later  bring  about  other  undesirable 
problems.  The  real  crux  of  the  situation  lies 
with  the  dismal  prognostic  outlook  in  young 
people.  I do  not  believe  in  the  Mayo  Clinic 
series  that  they  had  any  survivals  below  the 
age  of  13  years. 

Dr.  Pettit:  In  answer  to  one  of  Dr.  Greg- 
orie’s  problems,  13  years  ago  I treated  a girl 
with  Hodgkin’s  disease  giving  4000  rads  to 
the  lumbar  nodes  and  to  the  pelvis.  About  a 
year  and  a half  ago  she  started  to  menstruate, 
is  married  and  she  wants  to  know  what  are 
the  chances  of  her  having  a monster.  The 
previous  therapy  raises  the  possibility  from  1 
in  ten  thousand  to  1 in  a thousand.  However, 
I think  that  the  prognosis  of  this  disease  is 
such  that  this  patient  ought  to  have  irradia- 
tion therapy. 

Dr.  Forde  Mclver:  Somebody  ought  to  at 
least  make  the  point  from  the  other  side.  Dr. 
Pettit  is  only  talking  about  the  first  genera- 
tion. We  don’t  know  how  many  monsters  will 
come  along  in  the  second  and  third  genera- 
tions. I think  we  have  agreed  that  inadequate 
x-ray  therapy  or  even  curative  dosages  will 
not  do  much  for  inadequate  surgery.  If  you 
do  adequate  surgery,  what  is  the  point  in 
x-ray  therapy?  It  is  not  very  likely  that  you 
will  give  the  whole  abdomen  curative  dosage 
of  irradiation.  Finally,  until  someone  has  a 
big  enough  series  to  compare  the  final  re- 
sults I think  we  ought  to  keep  an  open  mind 
for  sticking  with  surgery  alone,  particularly 
in  people  who  are  still  thinking  of  reproduc- 
tion. 
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Seatbelt  Injuries  of  Spine  and  Abdomen— J.  R. 
Dehner  ( Reid  Memorial  Hosp,  Richmond,  Ind  47374 ) 
Amer  J Roentgen  111:833-843  (April)  1971. 

At  least  40  cases  of  serious  injury  to  the  spine 
have  been  reported  with  the  lap  seatbelt.  The  trauma 
to  spine  is  produced  by  severe  flexion  of  torso  over 
belt,  causing  a tearing  of  posterior  elements,  with  less 
involvement  of  vertebral  bodies.  One  of  the  interesting 
intermediate  forms  of  vertebral  injury  is  the  Chance 
fracture,  a horizontal  splitting  and  separation  of 
posterior  vertebral  arch,  involving  the  pedicles,  lam- 
ina, transverse  processes,  and  spinous  process,  with 
variations.  Following  seatbelt  trauma  to  the  abdomen, 
the  most  common  injury  is  perforation  of  the  small 
bowel  with  associated  trauma  of  its  mesentery.  Injury 
to  almost  every  hollow  and  solid  viscus  in  the  ab- 
domen has  been  reported,  and  multiple  injuries  are 
common.  Combined  injuries  of  the  spine  and  intra- 
abdominal contents  occur.  The  diagonal  belt  and  the 
combination  lap-and-diagonal  belt  have  produced 
injury  to  the  sternum,  ribs,  and  upper  abdomen.  The 
diagonal  belt  prevents  the  lumbar  flexion  fracture 
seen  with  the  lap  belt  but  may  produce  a flexion- 
type  injury  in  the  neck.  The  shoulder  harness  used 
with  the  lap  belt  should  be  evaluated  to  replace  the 
lap-and-diagonal  belt. 


Effects  of  Coumarin  Compounds  on  the  Fetus— 
S.  J.  Fillmore  and  E.  McDevitt  (525  E 68th  St, 
New  York  10021)  Ann  Intern  Med  73:731-735  (Nov) 
1970. 

Thirty-six  pregnancies  during  which  coumarin  com- 
pounds were  administered  were  reviewed  to  determine 
the  risks  these  drugs  pose  to  the  fetus.  Thirty-two 
women  delivered  normal  infants.  Four  pregnancies 
resulted  in  stillbirths;  three  of  these  women  had  had 
previous  obstetric  complications,  and  the  fourth  had 
documented  hypoprothrombinemia  for  four  days  be- 
fore fetal  movement  ceased.  The  stage  of  pregnancy 
when  therapy  started  and  the  duration  of  treatment 
were  not  important  determinants  of  survival.  Although 
occasional  hypoprothrombinemia  was  not  usually 
lethal,  two  of  the  four  fetal  deaths  occurred  in  cases 
in  which  the  prothrombin  time  was  more  than  three 
times  the  control  time  on  at  least  two  occasions.  All 
women  with  a normal  obstetric  history  and  adequate 
control  of  the  prothrombin  time  delivered  normal 
infants. 


Cardiac  Replacement:  Current  Status  of  Cardiac 
Transplants  and  Protheses—  D.  A.  Cooley  et  al  (Texas 
Heart  Institute,  6621  Fannin  St.  Houston  77025) 
Ann  Intern  Med  73:667-681  (Nov)  1970. 

Twenty-one  cardiac  transplants  were  performed  in 
20  patients,  including  a second  allografting  in  one 
case  and  a combined  cardiopulmonary  transplant  in 
another.  A two-stage  approach  to  cardiac  replacement 
prothesis  in  a patient  whose  heart  failed  after  cardio- 
pulmonary bypass.  For  64  hours  the  pump  supported 
circulation  until  a donor  heart  was  secured  for  trans- 
plantation. Function  of  all  allografts  was  satisfactory 
and  permitted  several  patients  to  resume  normal 
activity,  but  long-term  survival  was  usually  prevented 
by  rejection  or  infection,  or  both.  Histocompatibility 
apparently  influenced  results.  Six  recipients  lived  five 
months  or  more,  and  one  lived  more  than  16  months. 
None  are  alive  today.  Successful  application  of 
cardiac  transplantation  is  hindered  by  immunologic 
problems  and  the  inadequate  supply  of  donors.  In 
cases  where  a patient’s  heart  fails  during  open  heart 
surgery  and  no  donor  heart  is  immediately  available,  a 
two-stage  approach  to  cardiac  replacement  may  be 
appropriate,  using  a mechanical  device  for  temporary 
cardiac  substitution. 


Irradiation  as  Etiologic  Factor  in  Development  of 
Melanoma— J.  Conley  (Pack  Medical  Foundation,  139 
E 36th  St,  New  York  10016)  Arch  Otolaryng  92:627- 
632  (Dec)  1970. 

In  certain  cases,  the  relationship  of  irradiation  as  an 
etiologic  factor  in  the  production  of  melanoma  was 
dramatic  and  unquestioned,  with  a relatively  short 
interval  between  application  of  irradiation  and  ap- 
pearance of  melanoma.  The  effect  was  a rather 
prompt,  massive  breakdown  of  local  immunity  fac- 
tors and  precipitation  of  melanoma  in  the  precise 
area  of  port  of  irradiation.  In  other  instances,  causal 
relationship  was  implied  and  the  time  interval  more 
protracted.  Irradiation  factors  were  not  completely 
available  but  instrumentation  was  conventional  equip- 
ment, doses  relatively  small,  and  application  super- 
ficial. Effects  appeared  to  be  related  to  superficial 
melanoma  clinically  in  all  instances  but  one.  The 
long-range  outlook  is  reflected  in  the  fact  that  only 
one  individual  has  survived  over  ten  years. 
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JOSEPH  PALMER  CAIN,  JR. 

“Blessed  are  the  peacemakers:  for  they  shall  be  called  the  children  of  God.”  Matthew  5 

How  often  in  my  twelve  years  active  duty  with  the  various  Committees,  Councils,  and  Dele- 
gations of  the  South  Carolina  Medical  Association  have  I seen  Joe  Cain  rise,  after  hearing  the 
arguments  of  two  or  more  dissident  factions,  and  because  of  his  keen  intellect,  present  a solution 
in  which  opposite  sides  could  claim  some  measure  of  victory  and  be  willing  to  compromise?— 
many  times!  How  often  have  I seen  Joe  Cain,  with  quiet  reasoning,  bring  a group  to  its  senses 
when  the  members  were  about  to  take  an  action  which  would  not  reflect  credit  upon  them- 
selves, the  profession,  or  the  South  Carolina  Medical  Association  which  they  represented?  — so 
often  that  it  became  almost  commonplace.  Only  a short  month  ago,  as  this  is  being  written, 
those  of  you  who  attended  the  meeting  of  the  Blue  Shield  Corporation  at  Myrtle  Beach  will 
remember  it  was  Joe  Cain  who,  in  a masterful  manner,  brought  a compromise  when  there  was 
danger  of  a serious  rift  among  the  doctors  of  the  Association. 

Joe  Cain  probably  would  not  care  to  be  called  a peacemaker  and  I am  sure  he  never  thought 
of  himself  as  one.  He  reserved,  for  the  most  part,  this  ability  for  use  at  times  when  doctor  was 
pitted  against  doctor  and  when  there  was  danger  of  a breach  in  our  ranks.  For  years,  year  after 
year,  he  led  our  successful  fight  against  the  cultists  who,  through  legislative  action,  desired 
liberties  they  were  not  competent  to  perform.  He  had  an  inordinate  ability  to  sense  the  temper 
of  the  Legislature  so  that  he  knew  when  to  make  an  all-out  show  of  strength  or  when  to  sit 
quietly  by  while  our  friends  in  the  General  Assembly  were  able  to  dispose  of  a bill  in  their  own 
way.  The  only  time  I remember  Joe  Cain’s  being  disappointed  in  the  action  of  his  colleagues 
was  when  the  House  of  Delegates  failed  to  go  along  with  the  compromise  his  Committe  had 
secured  for  the  Legislative  Committee  and  the  Osteopaths.  The  compromise  was  really  a 
victory  for  us,  because  when  it  was  decided  to  fight,  we  went  down  in  stinging  defeat. 

For  more  than  twenty  years,  he  was  a true  leader  in  the  medical  affairs  of  our  State.  In 
the  years  that  I was  privileged  to  serve  with  him,  no  man  was  more  respected  by  his  colleagues. 
He  received  every  honor  men  of  medicine  in  South  Carolina  can  bestow  on  one  another.  No  one 
could  have  deserved  it  more.  His  family,  the  people  of  his  community,  the  Medical  University 
of  South  Carolina  which  he  served  as  trustee,  the  South  Carolina  Medical  Association,  and  doc- 
tors yet  to  come  have  lost  a champion  and  I have  lost  a friend. 

J.  P.  Booker,  M.  D. 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 
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Emotional  stress  can  be  just  as  destructive  to  the 
individual  as  turbulent,  ravaging  flood  waters  are 
to  land  and  property.  Solfoton  will  contribute  to 
the  maintenance  of  a mental  climate  for  purpose- 
ful living. 

Solfoton 

SEDATION  WITHOUT  DEPRESSION 

EACH  TABLET  OR  CAPSULE  CONTAINS: 

Phenobarbital 16  mg. 

(Warning:  may  be  habit-forming) 

Bensulfoid  (See  PDR) 65  mg. 

Precaution:  same  as  16  mg.  phenobarbital 

DOSAGE:  One  tablet  or  capsule  every  6 hours  will 
sustain  mild  sedation. 

Available  in  three  forms  to  satisfy 
prescribing  circumstances: 

TABLETS  100s  500s  5000s 

CAPSULES  100s  500s  1000s 

TABLETS  S/C  100s  500s  4000s 

Federal  law  prohibits  dispensing  without  prescription 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  2326  1 
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Editorials 


Editorial  Board 

The  Editorial  Board  of  the  Journal  of  the 
South  Carolina  Medical  Association  has 
undergone  several  changes  and  it  would  seem 
appropriate  at  this  time  to  acquaint  the 
Association  with  the  present  members. 

Dr.  Joseph  I.  Waring  has  graciously  con- 
tinued to  serve  as  Editor  Emeritus,  which  has 
been  a most  fortunate  circumstance  for  the 
new  Editor.  The  members  of  the  Editorial 
Board  are  an  outstanding  group  of  physicians 
with  these  abbreviated  curricula  vitae  giving 
only  a brief  introduction,  although  most  need 
no  introduction  to  the  South  Carolina  Medical 
Association. 

Harold  E.  Jervey,  Jr. 

Dr.  Jervey  received  his  medical  degree 
from  the  Medical  University  of  South  Caro- 
lina. He  interned  at  Greenville  General  Hos- 
pital and  received  further  training  at  the  South 
Carolina  Baptist  Hospital.  He  is  a member  of 
numerous  scientific  organizations,  has  been 
active  with  the  South  Carolina  Board  of  Medi- 
cal Examiners,  and  has  served  as  President  of 
the  Federation  of  State  Medical  Boards  of  the 
U.S.A.  He  is  presently  in  general  practice  in 
Columbia. 

J.  W.  Jervey,  Jr. 

Dr.  Jervey  re- 
ceived his  M.D. 
degree  from  the 
University  of  Vir- 
I ginia  in  1925.  He 
I served  medical 
I and  eye  residen- 
I cies  at  St.  Luke’s 
I Hospital  in  New 
I York  City  from 
I 1925  through 
I 1929.  He  has 
I been  in  the  prac- 
I tice  of  ophthal- 
I mology  in  Green- 
I ville  from  1929 


to  the  present.  He  is  a member  of  the  Ameri- 
can Ophthalmological  Society  and  certified 
by  the  American  Board  of  Ophthalmologists. 
He  has  been  a lecturer  in  Ophthalmology  at 
the  American  Academy  of  Ophthalmology  and 
Otolaryngology  for  the  last  three  years. 

Donald  G.  Kilgore,  Jr. 

Dr.  Kilgore  re- 
ceived his  M.D. 
degree  from 
Southwest- 
ern  Medical  Col- 
lege of  the  Uni- 
versity of  Texas. 
He  took  his  in- 
ternship at  Park- 
land Memorial 
Hospital  in  Dal- 
las, Texas,  and 
served  his  resi- 
dency in  pathol- 
ogy at  Charity 
Hospital  of  Loui- 
siana in  New  Orleans.  He  is  Pathologist  to 
the  Greenville  General  Hospital  System  in 
Greenville  and  serves  as  Consultant  Patholo- 
gist at  other  hospitals.  He  is  a Clinical  Assist- 
ant Professor  of  Pathology  at  the  Medical 
University  of  South  Carolina.  He  is  certified 
in  both  Pathologic  Anatomy  and  Clinical 
Pathology  and  is  a member  of  a number  of 
scientific  organizations. 

Henry  Curtis  McGown,  III 
Dr.  McGown  graduated  from  the  Univer- 
sity of  Tennessee  College  of  Medicine  in  1955. 
He  interned  at  Baptist  Memorial  Hospital  in 
Memphis,  Tennessee,  and  did  general  practice 
in  Blowing  Rock,  North  Carolina  from  1957 
to  1959.  He  completed  a general  surgery  resi- 
dency at  the  Kennedy  VA  Hospital  in  Mem- 
phis, Tennessee,  and  did  private  practice  of 
general  surgery  in  Boone,  North  Carolina,  and 
Clarksville,  Tennessee.  He  is  certified  by  the 
American  Board  of  Surgery  and  is  a Fellow 
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of  the  American  College  of  Surgeons.  He  is 
now  Director  of  Medical  Education  and 
Director  of  Staff  Surgery  at  the  Columbia 
Hospital.  He  is  also  an  Assistant  Professor  of 
Clinical  Surgery  at  the  Medical  University 
of  South  Carolina. 

Vince  Moseley 

Dr.  Moseley  re- 
ceived his  medi- 
cal degree  from 
Duke  University. 
He  has  been  a 
member  of  the 
faculty  of  the 
Medical  Univer- 
sity of  South 
Carolina  for  a 
number  of  years 
as  a Professor  of 
Medicine.  He  has 
served  as  Dean 
of  Clinical  Medi- 
cine at  the  Medi- 
cal University  and  as  Chief  of  Medical  Ser- 
vice at  the  Charleston  VA  Hospital.  He  is 
certified  by  the  American  Board  of  Internal 
Medicine  and  is  a member  of  numerous 
scientific  organizations.  He  is  presently  the 
Coordinator  of  the  South  Carolina  Regional 
Medical  Program  and  Director  of  the  Division 
of  Continuing  Education  of  the  Medical  Uni- 
versity of  South  Carolina. 

H.  Rawling  Pratt-Thomas 

Dr.  Pratt- 
Thomas  received 
his  medical  de- 
gree from  the 
Medical  Univer- 
sity of  South 
Carolina  and 
took  internship 
as  well  as  resi- 
dency training  at 
the  Cincinnati 
General  Hospital. 
He  is  a Diplo- 
mate  of  the 
American  Board 
of  Pathology  and 
has  served  as  Chairman  of  the  Department 


of  Pathology,  Dean  of  the  School  of  Medicine 
and  President  of  the  Medical  University  of 
South  Carolina.  He  is  a member  of  a number 
of  scientific  organizations  and  is  presently 
Professor  of  Pathology  at  the  Medical  Univer- 
sity of  South  Carolina. 


Donald  E.  Saunders,  Jr. 

Dr.  Saunders  received  his  medical  degree 
from  Duke  University  School  of  Medicine  in 
1955,  first  in  class.  He  served  his  internship 
and  residency  training  in  internal  medicine  at 
Duke  Hospital  and  the  Johns  Hopkins  Hos- 
pital in  Baltimore,  Maryland.  He  held  a 
Fellowship  in  Cardiology  at  the  National 
Heart  Hospital  in  London,  England,  under 
Dr.  Paul  Wood.  He  has  been  in  private  prac- 
tice in  cardiology  and  internal  medicine  in 
Columbia  since  1961.  Dr.  Saunders  became  a 
Diplomat  of  the  American  Board  of  Internal 
Medicine  in  1962  and  of  the  subspecialty 
board  in  Cardiovascular  Disease  in  1964.  He 
is  a Fellow  of  the  American  College  of  Physi- 
cians and  the  American  College  of  Cardiology. 


TV  Spots 

Our  committee  on  Public  Relations  has 
inaugurated  a program  of  public  information 
in  the  form  of  30  second  spots  which  will  be 
carried  by  all  the  major  television  stations  of 
the  state.  These  will  give  “helpful  hints”  on 
various  subjects  such  as  burns,  the  danger  of 
insect  bites,  use  of  aspirin  and  aspirin  poison- 
ing, bleeding,  venereal  disease,  cancer,  and 
other  subjects  of  interest  to  the  public. 

These  spots  are  intended  to  provide  useful 
information  to  their  viewers,  and  to  demon- 
strate that  the  South  Carolina  Medical  Asso- 
ciation has  the  interests  of  the  public  at  heart. 

The  PR  Committee  would  appreciate  any 
help  from  members  of  the  Association  who 
might  comment  to  their  local  TV  stations  on 
their  cooperation  in  using  the  material  and 
remind  the  station  managers  occasionally  of 
the  effort  the  Association  is  making. 

J.I.W. 
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MINUTES  OF  THE  COUNCIL 
SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

Columbia,  South  Carolina 
Sunday,  May  2,  1971 


The  Council  of  the  South  Carolina  Medical 
Association  met  at  the  Blue  Cross-Blue  Shield 
Headquarters  at  2:00  p.m.  on  May  2,  1971. 
Present:  Dr.  Ben  Miller,  President;  Dr. 
Harold  P.  Hope,  Chairman;  Dr.  Joseph 
Thomas,  Vice-President;  Dr.  D.  Strother 
Pope,  Secretary;  Mr.  M.  L.  Meadors, 
Executive  Secretary;  and  Dr.  John  P. 
Booker,  President-Elect.  Councilors:  Dr. 
A.  Richard  Johnston,  Dr.  Halstead  M. 
Stone,  Dr.  John  D.  Gilland,  Dr.  Michael 
Holmes  and  Dr.  Donald  G.  Kilgore,  Jr. 
Also,  Dr.  Michael  F.  Patton,  Dr.  J.  Hal 
Jameson,  Dr.  Thomas  Parker,  Dr.  John  C. 
Hawk,  Jr.,  and  Mr.  Richard  G.  Pugh. 

Dr.  Hope  called  on  Dr.  John  C.  Hawk,  Jr., 
to  give  a report  on  the  Regional  Meeting  on 
Foundations  which  he  attended  last  weekend 
in  Charleston. 

Dr.  Hawk  reported  that  he  attended  Work- 
shop #2,  Administering  Foundations  for  Med- 
ical Care.  Dr.  Hawk  stated  that  the  speakers 
used  a series  of  slides  and  overlays  which 
helped  immensely.  Emphasis  was  placed  on 
the  fact  that  a Foundation  is  run  by  the  doc- 
tors themselves,  and  it  was  stressed  that  every 
effort  should  be  made  to  see  that  doctors  in 
active  private  practice  are  controlling  the 
Foundations.  Proper  set  up  of  a Foundation 
was  discussed. 

Dr.  Michael  Patton,  as  Chairman  of  the 
Peer  Review  Committee,  reported  on  the 
activities  of  the  committee.  It  is  his  opinion 
that  the  Peer  Review  is  potentially  a good 
practice  and  should  include  a total  review  of 
all  activities.  If  this  be  true,  a Foundation  is 
the  best  way  to  accomplish  this. 

After  much  discussion,  it  was  the  feeling 
of  Council  that  the  Foundation  is  the  best  way 
to  keep  Peer  Review  in  the  hands  of  doctors 
and  away  from  the  federal  government. 

Non-participating  physicians  are  not  paid 
directly,  but  the  amount  allowed  by  the  fee 
schedule  will  be  paid  to  the  patient.  Par- 
ticipating physicians  will  be  paid  directly. 


Dr.  Miller  feels  that  this  conference  helped 
tremendously  in  clearing  up  die  matter  of  just 
what  a Foundation  is  and  how  it  operates.  It 
is  his  feeling  that  if  the  medical  profession  can 
keep  the  handle  of  leadership  in  the  field  of 
medi-eredit,  it  would  be  well  to  do  so.  The 
initial  cost  of  forming  a Foundation  is  only  a 
guess. 

Dr.  Hawk  reminded  Council  that  there  are 
two  kinds  of  members  in  a Foundation.  Ad- 
ministrative members  only  can  vote  on  any- 
thing except  the  fee  schedule.  All  participating 
members  must  vote  on  the  fee  schedule. 

Dr.  Michael  Patton,  in  response  to  a ques- 
tion by  one  of  the  Councilors,  reported  that 
the  Peer  Review  Committee  has  received 
only  a few  complaints  to  date. 

Dr.  Halstead  Stone  moved  that  Council 
report  to  the  House  of  Delegates  that  it  favors 
the  formation  of  a Foundation.  Motion  carried 
with  Dr.  Parker  dissenting. 

It  was  moved  and  carried  that  Dr.  Hope 
present  the  concept  of  forming  a Foundation 
in  a way  that  would  be  most  informative  to 
the  House  of  Delegates  at  the  Sunday  night 
meeting. 

Minutes  of  the  February  17  and  April  6, 
1971,  meetings  were  approved  and  adopted. 

As  instructed  by  the  Council  at  its  Feb- 
ruary 17,  1971,  meeting,  the  findings  of  the 
Blue  Shield  Board  were  presented  by  Mr. 
M.  L.  Meadors. 

Dr.  Stone  explained  a proposed  amendment 
to  the  Harrelson  Bill  now  pending  in  the  State 
Senate  and  moved  that  Council  go  on  record 
as  accepting  the  Bill  as  amended  and  that 
Council  recommend  to  the  House  of  Delegates 
that  SCMA  accept  it.  Motion  carried. 

Dr.  Stone  moved  and  it  was  carried  that 
Council  accept  the  findings  of  the  Blue  Shield 
Board  members  as  information  and  pass  it  on 
to  the  House  of  Delegates  for  whatever  action 
it  deems  necessary. 

Dr.  Miller  read  a letter  from  the  South 
Carolina  Commission  on  Higher  Education 
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requesting  that  Council  appoint  a member  to 
the  Master  Planning  Committee  on  Nursing 
Education. 

Dr.  Miller  then  read  a letter  from  Mr.  Herb- 
ert Weisberg,  Director  of  Educational  Serv- 
ices, S.  C.  Hospital  Association,  concerning 
sessions  to  be  held  on  new  guidelines  for  medi- 


cal staff  by-laws  of  the  Joint  Committee  on 
Accreditation  of  Hospitals.  Such  training  ses- 
sions will  be  announced  and  those  desiring  to 
do  so  may  attend. 

D.  STROTHER  POPE,  M.D. 

Secretary 


MINUTES  OF  THE  COUNCIL 
SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

Myrtle  Beach,  S.  C. 

May  9,  1971 


Council  of  the  South  Carolina  Medical  Asso- 
ciation met  at  the  Ocean  Forest  Hotel,  Myrtle 
Beach,  South  Carolina  at  9:00  a.m.,  May  9, 
1971. 

Present:  Dr.  Ben  N.  Miller,  President;  Dr. 
J.  D.  Thomas,  Vice  President;  Dr.  John  P. 
Booker,  President-Elect;  Dr.  D.  Strother 
Pope,  Secretary;  Dr.  J.  Howard  Stokes, 
Treasurer;  Mr.  M.  L.  Meadors,  Executive 
Secretary;  and  Dr.  Buckland  Thomas, 
Editor  of  SCMA  Journal.  Also:  Coun- 
cilors Dr.  A.  Richard  Johnston,  Dr.  Waitus 
O.  Tanner,  Dr.  William  A.  Klauber,  Dr. 
Donald  C.  Kilgore,  Jr.,  Dr.  Halstead  M. 
Stone;  Dr.  John  D.  Gilland,  Dr.  Michael 
Plolmes,  Dr.  J.  Harvey  Atwill,  Vice  Chair- 
man and  Dr.  Harold  P.  Hope,  Chairman, 
Dr.  J.  Hal  Jameson,  Dr.  Thomas  Parker, 
Dr.  Harrison  Peeples,  Dr.  John  C.  Hawk, 
Jr.  and  Dr.  C.  Tucker  Weston. 

Minutes  of  the  Meeting  of  May  2,  1971, 
were  approved  and  adopted. 

Dr.  Miller  gave  a brief  summary  of  his 
report.  Dr.  Miller  mentioned  the  pending 
Harrelson  Bill,  noting  that  a final  decision 
would  have  to  come  from  the  House  of  Dele- 
gates. 

Dr.  Miller  stated  that  he  had  received  a 
request  from  Dr.  Poda,  Secretary  of  the  Aiken 
Medical  Society,  that  Council  appoint  a com- 
mittee to  look  into  up-dating  the  Nurses  Prac- 
tice Act.  Dr.  Miller  suggested  that  said  com- 
mittee, if  appointed  work  with  the  Attorney 
General’s  Office  and  the  Nurses  Association 
in  their  endeavors. 

Dr.  Pope,  Secretary,  gave  a brief  report  of 
the  activities  of  his  office,  and  urged  the 


County  Societies  to  keep  Mr.  Meadors  in- 
formed of  any  changes  in  officers  of  their 
societies  in  order  that  we  might  have  an 
up-to-date  list. 

Dr.  Stokes,  Treasurer,  gave  the  Treasurer’s 
report,  calling  attention  to  a deficit  of  approxi- 
mately $9,000. 

Mr.  Meadors  gave  a brief  summary  of  his 
report  which  will  be  given  in  full  to  the  House 
of  Delegates. 

There  was  quite  a bit  of  discussion  about 
the  way  Medicaid  is  being  handled  by  the 
Department  of  Public  Welfare.  SCMA  has 
already  recommended  that  Medicaid  be  super- 
vised by  the  Department  of  Public  Health 
rather  than  by  the  Department  of  Public  Wel- 
fare. 

Mr.  Meadors  read  the  report  of  Dr.  William 
F.  Fairey  on  a survey  of  malpractice  in  South 
Carolina.  As  a result  of  this  survey,  it  would 
seem  appropriate  at  this  time  for  Council  to 
form  a Malpractice  Committee  to  avail  them- 
selves of  the  status  of  malpractice  cases  and 
insurance  as  revealed  by  the  survey;  to  keep 
abreast  of  increased  rates  as  are  periodically 
requested  by  the  insurance  companies,  and 
for  representatives  to  attend  such  open  hear- 
ings as  are  made  available  by  law  to  question 
critically  the  basis  for  such  increases;  to  de- 
termine some  means  of  notification  by  the 
insurance  companies  of  the  outcome  of  each 
malpractice  claim  or  case  which  is  brought  in 
South  Carolina  (this  may  be  possible  through 
the  legislature  or  through  the  Insurance  Com- 
mission; ) and  further  to  consider  the  possi- 
bilities of  obtaining  a single  insurance  com- 
pany which  would  offer  to  insure  our  physi- 
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A 

BUILDING  BLOCK 
TO  RECOVERY 


As  adjunctive  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i.d. 


Tjrpsm  100  000  N.f  Units,  Chyrootrypjin:  8.000  N.f,  Units; 
equivalent  in  tryptic  activity  to  40  mj.  ol  N.f.  trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


One  tabfetq.i.d. 


Bitabs 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

I I ^ I THE  NATIONAL  DRUG  COMPANY 

3 1 I MHI I division  of  ricmardson  merrell  inc 

I 1 UWU  I PHILADELPHIA.  PENNSYLVANIA  19144 

TRADEMARK  8ITA8S  US  PATENT  NO  3.004.893  9/70  0-009A  161 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F  trypsin 


The  causes  of  vaginitis 
are  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehensive 
therapy  that  combats  all  three  major  vaginal 
pathogens,  alone  or  in  combination. 

AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0% 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.' 


Contraindications:  Known  sensitivity  to  sulfonamides. 

Precautions/ Adverse  Reactions:  The  usual  precautions  for  topical 
and  systemic  sulfonamides  should  be  observed  because  of  the  pos- 
sibility of  absorption.  Burning,  increased  local  discomfort,  skin 
rash,  urticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  dally. 

Supplied:  Cream  — Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV-104  2/71  Y-149 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


AVC 

The  treatment  is  singular 


cians,  on  a selective  basis,  so  that  by  means  of 
a single  company  all  of  this  information  can  be 
readily  and  constantly  available  as  the  mal- 
practice situation  predictably  becomes  more 
critical.  It  is  not  legally  possible  nor  even 
desirable  at  the  present  time  to  obtain  group 
insurance  with  a single  company;  however,  the 
feasibility  of  obtaining  a single  company  is 
worthy  of  study. 

Dr.  Hawk  moved  that  a Malpractice  Com- 
mittee as  recommended  by  Dr.  Fairey  be  ap- 
pointed with  duties  set  out  in  Dr.  Fairey’s 
recommendations  above.  Motion  carried. 

Dr.  Parker  stated  that  Greenville  County 
Society  is  looking  into  the  feasibility  of  form- 
ing a panel  composed  of  reputable  attorneys, 
doctors  and  specialists  for  the  purpose  of 
arbitration  in  possible  malpractice  cases. 
When  presented,  if  the  panel  found  that  there 
was  no  cause  for  action,  the  patient  would 
drop  it;  if  the  panel  found  that  there  was 
cause  for  action,  the  doctor  concerned  would 
be  permitted  to  present  expert  testimony  in 
rebuttal  in  an  effort  to  obtain  the  truth. 

Dr.  Hawk  moved  that  this  proposal  be  for- 
warded to  the  Malpractice  Committee  when 
formed  for  whatever  action  is  deemed  neces- 
sary. 

Dr.  Hope  read  Dr.  Michael  Patton’s  report 
on  the  activities  of  the  Peer  Review  Com- 
mittee. 

Dr.  Johnston  moved  that  Dr.  Westcoat 
Black  from  Beaufort  be  elected  to  replace  Dr. 
George  C.  Brown  of  Walterboro. 

Dr.  Jameson  moved  that  Dr.  Anthony 
White,  Easley,  be  appointed  to  replace  Dr. 
Robert  Burley,  Clemson. 

Mrs.  Thomas  Parker,  President  of  the  Wo- 
man’s Auxiliary,  Mrs.  June  Smith,  Treasurer, 
and  Mrs.  Mary  Turner,  President-Elect,  ap- 
peared before  Council. 

Dr.  Hope  suggested  that  we  have  a report 
on  the  feasibility  of  the  joint  venture  regard- 
ing the  permanent  home  plan,  who  is  to  pay 
what  percent  of  what,  etc. 

Dr.  Tanner  moved  that  the  said  Permanent 
Home  Committee  be  allowed  to  continue  and 
be  allowed  to  continue  negotiations  for  prop- 
erty. 

Dr.  Weston  suggested  to  Council  that  it 
might  be  wise  to  see  that  members  of  the 


Regional  Advisory  Group  were  also  members 
of  SCRMP. 

Dr.  Buckland  Thomas,  Editor  of  SCMA 
Journal,  reported  that  the  new  printer  has 
worked  out  quite  well.  Dr.  Thomas  said  the 
biggest  problem  the  Journal  has  is  getting 
scientific  material.  Dr.  Thomas  stated  that  Dr. 
Waring  is  still  very  helpful. 

Dr.  Stone  reported  that  the  Committee  to 
Negotiate  a “Fee  for  Service”  schedule  with 
the  Blue  Shield  Corporation  has  not  yet 
adopted  a final  schedule  and  moved  that  the 
Committee  be  continued.  Motion  carried. 

Dr.  Tanner  moved  that  Council  go  on  rec- 
ord as  recommending  that  the  Committee  to 
Negotiate  a “Fee  for  Service’’  be  furnished 
information  requested  from  Blue  Shield  if 
such  information  is  not  confidential. 

Dr.  Arthur  C.  Hutson,  Jr.,  presented  the 
concept  of  the  Physician’s  Assistant.  There  are 
three  types  of  Physician’s  Assistants,  but  the 
one  recommended  is  Type  C.  Type  C Assist- 
ant is  capable  of  performing  a variety  of  tasks 
over  the  whole  range  of  medical  care  under 
the  supervision  of  a physician  although  he 
does  not  possess  the  level  of  medical  knowl- 
edge to  integrate  and  interpret  finds.  This  type 
of  assistant  would  be  to  medicine  what  the 
practical  muse  is  to  nursing.  A number  of 
Type  C programs  have  been  developed  over 
the  country.  The  program  makes  use  of  mili- 
tary corpsmen  who  are  classified  as  in- 
dependent duty  qualified.  They  are  given 
three  months  of  training  in  a university  setting 
and  then  placed  in  a 12-months  preceptor- 
ship  with  physicians  in  the  rural  areas  of  the 
state. 

In  reply  to  a question  by  Dr.  Pope,  Dr.  Hut- 
son replied  that  so  far  as  he  knew  there  had 
been  no  malpractice  suits  against  any  of  the 
doctors  or  assistants  and  no  physicians  em- 
ploying an  assistant  had  been  made  to  increase 
his  liability  insurance. 

Dr.  Hutson  stated  that  the  salaries  of  the 
Assistants  varied  from  around  $8,000  to  $12,- 
000,  depending  upon  the  location  of  the 
physician. 

Dr.  Miller  moved  that  Council  go  on  record 
as  endorsing  the  Physician’s  Assistant  Plan 
as  outlined  by  Dr.  Hutson.  Motion  carried. 

Dr.  Miller  moved  that  SCMA  supply  the 
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Woman’s  Auxiliary  the  $125  fee  for  member- 
ship in  the  Health  Manpower  Council. 

Dr.  Miller  moved  that  SCMA  not  join  the 
Health  Manpower  Council. 

Dr.  Miller  moved  that  Dr.  Poda’s  request 
that  a Committee  be  appointed  to  work  with 
the  nurses  in  looking  into  improving  or  up- 
dating the  Nurses  Practice  Act  be  complied 
with  and  that  the  Committee  be  the  present 
Committee  now  working  with  the  Nurses. 
Dr.  Miller’s  motions  carried. 

Dr.  Tanner  nominated  Dr.  Harry  Metropol 
as  a Director  on  the  Blue  Shield  Board. 

Dr.  Jameson  asked  to  be  permitted  to  give 
the  slate  of  the  nominations  as  made  by  the 
Board  of  Blue  Shield.  Dr.  Tanner  objected  to 
such  a slate  of  nominations  and  stated  that  he 
thought  each  one  should  be  nominated  sepa- 
rately. Dr.  Tanner  again  nominated  Dr.  Harry 
Metropol.  Motion  carried. 

Dr.  Pope  nominated  Dr.  Guy  Heyle,  Aiken. 

Dr.  Johnston  nominated  Dr.  Joe  Flowers, 
Walterboro. 

Dr.  Kilgore  nominated  Dr.  Lucius  Cline, 
Greenville. 

Dr.  Hawk  nominated  Dr.  Ray  Ivester, 
Charleston. 

Dr.  Jameson  nominated  Dr.  J.  W.  Schofield, 
Florence. 

Dr.  Jameson  nominated  Dr.  Wendell  Tiller, 
Spartanburg,  to  succeed  himself. 

Dr.  Jameson  nominated  Mr.  Albert  Hartsell, 
Rock  Hill,  to  succeed  Mr.  Bruce  and  Mr.  Mar- 
shall Chapman,  Spartanburg,  to  succeed  Mr. 
Erwin. 


Dr.  Jameson  nominated  Mr.  Preston  Nisbett, 
to  take  Mr.  Adams’  place  and  Mr.  Henry  Sav- 
age, Camden,  to  take  Mr.  Meadors’  place. 

Dr.  Pope  nominated  Mr.  Marion  Roddey  to 
replace  Mr.  Bruce. 

Dr.  Hawk  nominated  Mr.  John  Barnes,  Rock 
Hill. 

Dr.  Stone  moved  that  nominations  be  closed 
and  that  Mr.  Nisbet  and  Mr.  Savage  be  elected 
by  acclamation. 

Dr.  Jameson  moved  that  the  two  laymen 
be  elected  next. 

Dr.  Tanner  called  for  a hand  vote  rather 
than  a secret  ballot.  Motion  defeated. 

Dr.  Atwill  moved  that  the  vote  be  by  secret 
ballot. 

Dr.  Kilgore  moved  that  the  man  getting  the 
most  votes  will  serve  the  three  year  term  and 
the  man  getting  the  second  most  votes  will 
serve  the  two  year  term. 

Mr.  Marshall  Chapman,  Spartanburg,  will 
serve  the  three  year  term  and  Mr.  Albert 
Hartsell  will  serve  the  two  year  term. 

Dr.  Harry  Metropol,  Dr.  Wendell  Tiller  and 
Dr.  Lucius  Cline  were  elected. 

Dr.  Kilgore  moved  that  Mr.  Pugh  give 
Council,  officers  and  the  Legislative  Com- 
mittee a weekly  report  on  legislative  activi- 
ties. 

Dr.  Kilgore  moved  that  each  Councilman 
give  Mr.  Meadors  a list  of  key  men  in  his 
respective  district  to  be  contacted  regarding 
legislation. 

D.  STROTHER  POPE,  M.D. 

Secretary 


MINUTES  OF  THE  COUNCIL 
SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

Myrtle  Beach,  S.  C. 


May  10, 

The  Council  of  the  South  Carolina  Medical 
Association  met  at  the  Ocean  Forest  Hotel, 
Myrtle  Beach,  South  Carolina,  at  8:00  a.m.  on 
May  10,  1971. 

Present:  Dr.  Ben  N.  Miller,  President;  Dr. 
Joseph  Thomas,  Vice-President;  Dr.  How- 
ard Stokes,  Treasurer;  Dr.  John  Booker, 
President-Elect;  Dr.  D.  Strother  Pope, 


Secretary;  and  Mr.  M.  L.  Meadors,  Execu- 
tive Secretary.  Also  Councilors  Dr.  Wil- 
liam Klauber,  Dr.  Donald  Kilgore,  Dr. 
Harold  Hope,  Chairman,  Dr.  Harvey  At- 
will,  Vice  Chairman,  Dr.  Michael  Holmes, 
Dr.  Waitus  Tanner,  Dr.  John  Gilland, 
Dr.  Halsted  Stone,  and  Dr.  A.  Richard 
Johnston.  Also  Dr.  Thomas  Parker,  Dr. 
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WILLINGWAY 


311  Jones  Mill  Road 
Statesboro,  Georgia 


Telephone : 
(912)  764-6236 


LONG  TERM  THERAPY  OF  DRUG  DEPENDENCY  CONDITIONS 

Willingway  Hospital  is  a new  facility,  the  first  complete  hospital  to  be  constructed 
under  the  Georgia  Hospital  Rules  and  Regulations,  revision  of  November  24,  1969, 
authorizing  residential  type  units. 

Located  at  the  city  limits  in  east  Statesboro  on  an  eleven  acre  tract  of  woodland 
in  a quiet,  secluded  area  containing  a lake,  the  single  story,  multi-level  hospital 
consists  of  a detoxification  section  and  a residential  care  section.  The  detoxification 
unit  is  equipped  and  staffed  for  the  withdrawal  treatment  of  any  type  of  intoxica- 
tion including  alcohol,  narcotics,  sedatives,  tranquilizers  and  other  drugs  or 
combinations. 

The  residential  care  unit  is  composed  of  26  private  rooms  with  private  baths 
convenient  to  a comfortable  lounge  and  arranged  to  achieve  an  intimate  home-like 
atmosphere.  All  living  units  are  individually  decorated  and  furnished.  No  two  are 
alike.  Wall  to  wall  carpet  throughout. 

There  is  a large  day  room,  inside  and  outside  patios,  a dining  room  where  home 
cooked  meals  are  served,  a library  and  conference  rooms.  The  building  is  all 
electric,  completely  air  conditioned  with  individual  controls,  and  is  protected  by  a 
modem  sprinkler  system  in  all  areas. 

Male  and  female  patients  are  admitted  to  the  detoxification  unit  for  withdrawal. 
When  this  phase  is  completed,  they  are  transferred  to  the  residential  care  unit  for 
continuation  of  rehabilitative  therapy. 

The  Willingway  treatment  program  operated  successfully  at  another  location  in 
Statesboro  for  four  years  before  moving  to  the  new  facility. 

Requirements  for  admission.  To  be  admitted  all  new  patients  must  agree  to  the 
following: 


Incoming  and  outgoing  mail  is  not  restricted.  Mail  is  not  read  or  censored.  No  one 
is  admitted  for  detoxification  only. 

For  rates  and  information  write  to: 


1.  Stay  28  days. 

2.  No  telephone  calls. 

3.  No  visitors. 

4.  No  automobiles 

5.  Pay  for  28-day  program  at  time  of  admission. 


WILLINGWAY 
P.  O.  Box  508 
Statesboro,  Ga.  30458 


John  Mooney,  Jr.,  M.  D. 
Medical  Director 


Mrs.  Dorothy  R.  Mooney 
Administrator 


Member  Georgia  Hospital  Association 


, 


Hypersensitivity 
to  penicillin 
is  a good  reason 
to  consider 
Lincocin 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
^-hemolytic  streptococcal 
infections,  treatment  should 
continue  for  at  least  10  days. 
Studies  indicate  that 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 


So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 

r 4*  /"V  • O y"\  1 7 7“V  /-4  *«  7^  /~V  1 7 y~V  •«  7-4  ^ I * 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
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(lincomycin  hydrochloride, Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci,  pneumococci,  and  staphylococci 


Each  Lincomycin  hydro- 

preparation  chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

’Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

•Contains  also:  Benzyl  Alcohol  9 mg.;  and, 
Water  for  Injection— q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  /J-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal-Glossitis, stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
Liver—  Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular  — Instances  of  hypoten- 
sion following  parenteral  administration 
have  been  reported,  particularly  after  too 
rapid  I.V.  administration.  Rare  instances 
of  cardiopulmonary  arrest  have  been  re- 
ported after  too  rapid  I.V.  administration.  \ 
If  4.0  grams  or  more  administered  I.V., 
dilute  in  500  ml.  of  fluid  and  administer 
no  faster  than  100  ml.  per  hour.  Local 
reactions—  Excellent  local  tolerance  dem- 
onstrated to  intramuscularly  administered 
Lincocin.  Reports  of  pain  following  in- 
jection have  been  infrequent.  Intrave- 
nous administration  of  Lincocin  in  250 
to  500  ml.  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 


HOW  SUPPLIED:  250  mg.  and  500  mg. 
Capsules— bottles  of  24  and  100. 

Sterile  Solution,  300  mg.  per  ml.— 2 and 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 ml.— 60  ml.  and  pint 
bottles. 


For  additional  product  information,  con- 
sult the  package  insert  or  see  your  Upjohn 
representative. 

JA71-1203  MED  B-5-SR  (KZL-6) 


The  Upjohn  Company 
Kalamazoo 
Michigan  49001 


Upjohn 


PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 


Hal  Jameson,  Dr.  Buckland  Thomas,  Dr. 

Tucker  Weston,  Dr.  John  Hawk,  Dr. 

Harrison  Peeples  and  Mr.  Richard  Pugh. 

Dr.  Atwill  reminded  Council  that  when  the 
Peer  Review  Committee  was  set  up,  Council 
was  to  nominate  two  physicians  for  each  dis- 
trict (but  different  counties)  to  the  House  of 
Delegates.  The  incumbent  would  be  a hold- 
over for  the  year  1971-1972  so  that  it  is  now 
necessary  for  each  councilman  to  nominate 
one  more  man  from  his  district. 

Dr.  Tanner  moved  that  since  Dr.  Owens 
feels  that  some  legislation  may  be  necessary  to 
adopt  the  physician’s  assistant  program,  the 
question  of  SCMA’s  endorsement  of  the  pro- 
gram be  brought  back  on  the  floor. 

Dr.  Tanner  moved  that  rather  than  endorse 
the  physician’s  assistant  program  at  this  time 
a committee  be  appointed  to  study  the  pro- 
gram thoroughly  as  to  what  legislation  might 
be  necessary,  etc.,  and  that  the  action  of 
Council  on  May  9,  1971,  endorsing  the  pro- 
gram be  rescinded  and  that  a committee  be 
appointed  by  the  Chairman  of  Council  to 
study  the  whole  question  and  report  back  to 
Council  at  the  July  7,  1971,  meeting. 

Dr.  Stokes  moved  that  the  suggestions  as  to 
the  temporary  use  of  interest  on  investments 
to  make  up  the  $9,000  deficit  be  tabled  for  the 


present  and  brought  up  again  at  the  October 
meeting. 

Dr.  Tanner  moved  that  the  Finance  Com- 
mittee use  their  own  judgment  regarding 
finances. 

Dr.  Atwill  moved  that  Council  invite  Dr. 
Kenneth  Aycock,  State  Health  Officer,  to  sit 
in  Council  meetings  as  a consultant  and  the 
President,  President-Elect,  or  designee  of 
Council  sit  in  the  Executive  Committee  of 
the  State  Board  of  Health  meetings  as  a con- 
sultant. 

After  much  discussion,  Dr.  Jameson  moved 
that  the  press  be  excluded  from  the  meeting 
of  the  corporate  body  of  Blue  Shield. 

Dr.  Hawk  moved  that  the  press  be  ex- 
cluded from  the  reference  committee  meet- 
ings. 

Dr.  Atwill  moved  that  the  previous  motion 
by  Dr.  Hawk  be  rescinded  and  that  the  refer- 
ence committee  meetings  be  opened  to  all 
interested  parties. 

Dr.  Hope  reminded  all  Couneilmen  to  be 
prepared  to  present  a nominee  for  the  Peer 
Review  Committee  in  the  Wednesday  morn- 
ing meeting  of  the  House  of  Delegates. 

D.  STROTHER  POPE,  M.D. 

Secretary 


MINUTES  OF  COUNCIL 
SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

Myrtle  Beach,  S.  C. 

May  12,  1971 


The  Council  of  the  South  Carolina  Medical 
Association  met  at  the  Ocean  Forest  Hotel, 
Myrtle  Beach,  South  Carolina,  at  8:00  a.m.  on 
May  12,  1971. 

Present:  Dr.  Ben  N.  Miller,  President:  Dr. 
Joseph  Thomas,  Vice  President;  Dr.  How- 
ard Stokes,  Treasurer;  Dr.  John  Booker, 
President-Elect;  Dr.  D.  Strother  Pope, 
Secretary;  and  Mr.  M.  L.  Meadors,  Execu- 
tive Secretary.  Also  Councilors  Dr.  Wil- 
liam Klauber,  Dr.  Donald  Kilgore,  Dr. 
Harold  Hope,  Chairman;  Dr.  Harvey 
Atwill,  Vice  Chairman;  Dr.  Michael  Hol- 
mes, Dr.  Waitus  Tanner,  Dr.  John  Gil- 
land,  Dr.  Halstead  Stone,  and  Dr.  Johns- 


ton. Also  Dr.  Thomas  Parker,  Dr.  Hal 
Jameson,  Dr.  Buckland  Thomas,  Dr. 
Tucker  Weston,  Dr.  John  Hawk,  Dr. 
Harrison  Peeples  and  Mr.  Richard  Pugh. 
Dr.  Klauber  moved  that  Dr.  Sol  Neidich, 
Beaufort,  be  appointed  to  replace  Dr.  H. 
Parker  [ones,  Beaufort,  in  the  10th  District 
of  SCRMP. 

The  following  nominations  wrere  made  for 
the  Peer  Review  Committee: 

1st  District  — Dr.  Johnston  nominated  Dr. 

Thomas  W.  Messervy,  Summerville. 

2nd  District  — Dr.  Tanner  nominated  Dr. 

Guy  C.  Heyl,  Jr.,  Aiken. 

3rd  District  — Dr.  Klauber  nominated  Dr. 


Tuly,  1971 
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Raisa  M.  Fuller,  Clinton. 

4th  District  — Dr.  Kilgore  nominated  Dr. 

Samuel  B.  Moyle,  Walhalla. 

5th  District  — Dr.  Stone  nominated  Dr.  Wil- 
liam L.  McDow,  Kershaw. 

6th  District  — Dr.  Gilland  nominated  Dr. 

Herman  L.  Singletary,  Lake  City. 

7th  District  — Dr.  Holmes  nominated  Dr. 

Howard  H.  Poston,  Jr.,  Kingstree. 

8th  District  — Dr.  Atwill  nominated  Dr. 


Boyce  M.  Lawton,  Jr.,  Cameron. 

9th  District  — Dr.  Hope  nominated  Dr. 

Joseph  H.  Guess,  Union. 

Dr.  J.  Ray  Ivester,  Charleston,  was  nomin- 
ated as  a Member  at  Large. 

Meeting  adjourned  to  reconvene  immedi- 
ately following  adjournment  of  the  House  of 
Delegates. 

D.  STROTHER  POPE,  M.D. 
Secretary 


MINUTES  OF  COUNCIL 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

Myrtle  Beach,  S.  C. 

May  12,  1971 


Meeting  reconvened  at  1:00  at  Convention 
Center,  Myrtle  Beach,  South  Carolina. 

Present:  Dr.  John  Booker,  President;  Dr. 
Forde  A.  M elver,  newly  elected  Vice- 
President;  Dr.  Ed.  F.  Parker,  President- 
Elect:  Dr.  D.  Strother  Pope,  Secretary; 
and  Mr.  M.  L.  Meadors,  Executive  Secre- 
tary. Also,  Councilors  Dr.  William 
Klauber,  Dr.  Harold  Hope,  Dr.  Harvey 
Atwill,  Dr.  Michael  Holmes,  Dr.  Waitus 
Tanner,  Dr.  A.  Richard  Johnston,  Dr. 
John  Gilland,  and  Dr.  Halsted  Stone. 
Also  Dr.  Thomas  Parker,  Dr.  Harrison 
Peeples,  Dr.  Hal  Jameson,  Dr.  Tucker 
Weston,  Dr.  John  Hawk  and  Mr.  Richard 
Pugh. 

Dr.  Harold  Hope  was  re-elected  as  Chair- 
man of  Council. 

Mr.  Sandow  appeared  before  Council  to 
ask  whether  Price-Waterhouse  would  be 
acceptable  to  conduct  the  audit  of  Blue  Shield 


as  they  had  already  been  engaged  to  audit 
Blue  Cross.  After  much  discussion,  Dr.  Atwill 
moved  that  the  Board  of  Directors  of  Blue 
Shield  select  from  at  least  three  bids  an  audit- 
ing firm  and  submit  same  to  a Committee  of 
Council  of  SCMA  composed  of  the  Chairman 
of  Council,  the  President  of  SCMA,  and  the 
Past  President  of  SCMA,  said  committee  being 
empowered  to  either  accept  or  reject  the 
selection. 

Dr.  Harvey  Atwill  was  re-elected  as  Vice 
Chairman  of  Council. 

Dr.  Tucker  Weston  was  elected  Clerk  of 
Council. 

Dr.  Harold  Hope  announced  that  the  next 
meeting  of  the  new  Council  will  be  on 
Wednesday,  July  7,  1971,  at  2:00  p.m. 

Dr.  Richard  Johnston  moved  that  the  meet- 
ing be  held  at  Blue  Cross-Blue  Shield  Head- 
quarters. 


NEW  MEMBERS  OF  SCMA 


Frank  N.  Boensch,  M.D. 

65  Gadsden  St. 

Charleston,  S.  C.  29401 
Merlynn  E.  Borgstedt,  M.D. 
590  Laurel,  NE 
Orangeburg,  S.  C.  29115 
Kenneth  R.  Case,  M.D. 

975  N.  Church  St. 
Spartanburg,  S.  C.  29303 
Maxwell  E.  Cline,  M.D. 

315  Calhoun  St, 

Charleston,  S.  C.  29401 


Gerald  M.  Donovan,  M.D. 

80  Barre  St. 

Charleston,  S.  C.  29401 

Bernard  E.  Doughty,  M.D. 

Springs  Mills  Med.  Dept. 
Lancaster,  S.  C.  29720 

George  G.  Durst,  Jr.,  M.D. 

Station  22i/2 

Sullivan’s  Island,  S.  C.  29482 
Roger  L.  Engelbert,  M.D. 

975  N.  Church  St. 
Spartanburg,  S.  C.  29303 
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Drunk  drivers  bring  families  together. 

In  hospital  rooms  and  at  funerals. 

Because  that’s  where  the  drunk  driver’s  victims  wind  up. 

Drunk  drivers  are  involved  in  at  least  25,000  deaths  and  800,000 
crashes  every  year. 

And  what  can  you  do? 

Remember,  the  drunk  driver,  the  abusive  drinker,  the  problem  drinker 
may  be  sick  and  need  your  help. 

The  first  thing  you  can  do  is  get  him  off  the  road.  For  his  sake  and  yours. 

Do  something.  Write  the  National  Safety  Council,  Dept.  A,  425  North 
Michigan  Ave.,  Chicago,  Illinois,  60611.  And  your  voice  will  be  heard. 

Scream  Bloody  Murder..  rTY  JjB; 

' ''iiihC 

Advertising  contributed  for  the  public  good. 


Call  it  what  you  will,  it 
maybe  premalignant.. 


Before 

3/29/67  Before  therapy  with  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


Roche  Laboratories 

ROCHE  ✓ Division  of  Hoffmann-La  Roche  Inc. 
/ Nutley,  N.J.  07110 


and  £f  udex  (f  luorouradD 
5%  cream  can  resolve  it. 


I^all  it  actinic,  solar  or  senile  keratoses, 

[nany  regard  it  as  “precancerous.”1,2 

topical  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
idvance  in  the  treatment  of  multiple  solar  keratoses,3’4  offers  the  physi- 
cian a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
Cation  and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
Cfudex  offers  2%  and  5 % solution  and  5%  cream  formulations  — formula- 
ions  that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 

Usual  duration  of  therapy,  2 to  4 weeks. 

Studies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
uration  of  therapy  was  only  2 to  4 weeks. 5 Other  studies  with  topical 
uorouracil  revealed  that  when  concentrations  of  less  than  2%  were 
sed,  significant  numbers  of  lesions  recurred.5 

Treats  the  lesions  you  can’t  see,  too. 

Numerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
nanifested  themselves  by  definite  reactions,  while  intervening  skin 
emained  relatively  unaffected.5  The  early  eradication  of  these  subclini- 
al  lesions  (which  may  otherwise  have  undergone  further  progression) 
Irobably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
latients  treated  with  topical  fluorouracil  — especially  with  5% 
oncentrations.5 


low  to  identify  solar  keratoses. 

typically,  the  lesion  — a flat  or  slightly  elevated  brown  to  red-brown 
lapule  — is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
ire  the  rule. 


>redictable  therapeutic  response. 

’he  response  to  a typical  course  of  Efudex  therapy  is  usually 
haracteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
legins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
o intense  inflammatory  response,  scaling  and  occasionally  moderate 
enderness  or  pain.  The  height  of  this  response  generally  occurs  two 
/eeks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
3 stopped.  Within  two  weeks  of  discontinuing  medication,  the 
nflammation  is  usually  gone.  Lesions  that  do  not  respond  should 
e biopsied. 


References:  1.  Allen,  A.  C.:  The  Skin,  A Clinicopathological  Treatise,  ed.  2,  New  York, 
Irune  & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J.  : Jansen,  G.  T.,  and  Honeycutt,  W.  M. : 
Treatment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 
Pharmaceutical  Therapeutics  in  Dermatology,  Springfield,  111.,  Charles  C Thomas,  1968, 
..  92.  3.  Belisario,  J.  C.:  Cutis.  6 : 293,  1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  97: 14,  1968. 

I.  Data  on  file,  HofTmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
Ijein,  E.:  Cancer , 25:4 50,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications : Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings : If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  oi 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruri- 
tus, hyperpigmentation  and  burning  at 
application  site  most  frequent;  also  dermatitis: 
scarring,  soreness  and  tenderness.  Also 
reported  — insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/  weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  o> 
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(fluorouracil) 

cream/solution 
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Stewart  D.  Gilbert,  M.D. 

General  Hospital 
Spartanburg,  S.  C.  29303 
James  M.  Hayes,  Jr.,  M.D. 

315  Calhoun  St. 

Charleston,  S.  C.  29401 
Leroy  J.  Howard,  M.D. 

Ill  Spring  Forest  Rd. 

Greenville,  S.  C.  29607 
Wm.  R.  Hudgens,  M.D. 

180  Dean  St.,  N 
Spartanburg,  S.  C.  29302 
Marvin  E.  Johnson,  M.D. 

General  Hospital 
Rock  Hill,  S.  C.  29730 
Julian  C.  Josey,  Jr.,  M.D. 

General  Hospital 
Spartanburg,  S.  C.  29303 
Paul  A.  Meunier,  M.D. 

9 Pendleton  Med.  Ct. 

Greenville,  S.  C.  29601 
Anthony  Lee  Robbins,  M.D. 

Box  221 

Isle  of  Palms,  S.  C.  29451 
Joseph  C.  Ross,  M.D. 

80  Barre  St. 

Charleston,  S.  C.  29401 
W.  Redd  Turner,  Jr.,  M.D. 

80  Barre  St. 

Charleston,  S.  C.  29401 
Edward  Doy  Aycoth,  M.D. 
Department  of  Radiology 
Medical  University  of  South  Carolina 
80  Barre  Street 

Charleston,  South  Carolina  29401 
O.  M.  Ballenger,  M.D. 

Department  of  Neurosurgery 
Medical  University  of  South  Carolina 
80  Barre  Street 

Charleston,  South  Carolina  29401 
L.  Thomas  Barnett,  M.D. 

Department  of  Urology 

Medical  University  of  South  Carolina 

80  Barre  Street 

Charleston,  South  Carolina  29401 
James  D.  Blanding,  M.D. 

Department  of  Pathology 
Medical  University  of  South  Carolina 
80  Barre  Street 

Charleston,  South  Carolina  29401 


Juan  Brown,  M.D. 

Ears,  Nose  and  Throat  Department 
Medical  University  of  South  Carolina 
80  Barre  Street 

Charleston,  South  Carolina  29401 
Edward  W.  Catalano,  M.D. 

Department  of  Pathology 
Medical  University  of  South  Carolina 
80  Barre  Street 

Charleston,  South  Carolina  29401 
Edmund  J.  Doering,  M.D. 

Department  of  Surgery 

Medical  University  of  South  Carolina 

80  Barre  Street 

Charleston,  South  Carolina  29401 
Robert  W.  Engleman,  M.D. 

Medical  University  of  South  Carolina 
80  Barre  Street 

Charleston,  South  Carolina  29401 
Jack  Fox-Baker,  M.D. 

Medical  University  of  South  Carolina 
80  Barre  Street 

Charleston,  South  Carolina  29401 
Hugh  Stanley  Gregory,  M.D. 

Medical  University  of  South  Carolina 
80  Barre  Street 

Charleston,  South  Carolina  29401 
Roy  H.  Hart,  M.D. 

Department  of  Psychiatry 
Medical  University  of  South  Carolina 
80  Barre  Street 

Charleston,  South  Carolina  29401 
Woodrow  W.  Long,  M.D. 

Department  of  Urology 

Medical  University  of  South  Carolina 

80  Barre  Street 

Charleston,  South  Carolina  29401 
James  S.  Mackall,  M.D. 

Medical  University  of  South  Carolina 
80  Barre  Street 

Charleston,  South  Carolina  29401 
Guy  M.  Meares,  M.D. 

OB-GYN  Department 

Medical  University  of  South  Carolina 

80  Barre  Street 

Charleston,  South  Carolina  29401 
Humberto  Medina,  M.D. 

Department  of  Urology 

Medical  University  of  South  Carolina 

80  Barre  Street 
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Charleston,  South  Carolina  29401 
William  Moseley,  M.D. 

Medical  University  of  South  Carolina 
80  Barre  Street 

Charleston,  South  Carolina  29401 
Anthony  M.  Moser,  M.D. 

Medical  University  of  South  Carolina 
80  Barre  Street 

Charleston,  South  Carolina  29401 
William  Prioleau,  Jr.,  M.D. 

Division  of  Thoracic  Surgery 
Medical  University  of  South  Carolina 
80  Barre  Street 

Charleston,  South  Carolina  29401 
Rene  Ravenel,  M.D. 

Medical  University  of  South  Carolina 
80  Barre  Street 

Charleston,  South  Carolina  29401 
Dowse  Rustin,  M.D. 

Medical  University  of  South  Carolina 
80  Barre  Street 

Charleston,  South  Carolina  29401 


Ervin  Bartow  Shaw,  Jr.,  M.D. 

Medical  University  of  South  Carolina 
80  Barre  Street 

Charleston,  South  Carolina  29401 

Randhir  Sinha,  M.D. 

Medical  University  of  South  Carolina 
80  Barre  Street 

Charleston,  South  Carolina  29401 

Charles  C.  Stampey,  M.D. 

Medical  University  of  South  Carolina 
'80  Barre  Street 

Charleston,  South  Carolina  29401 

Charles  T.  Wallace,  M.  D. 

Medical  University  of  South  Carolina 
80  Barre  Street 

Charleston,  South  Carolina  29401 

Ralph  T.  Wicker,  M.D. 

Medical  University  of  South  Carolina 
80  Barre  Street 

Charleston,  South  Carolina  29401 


50  YEARS  AGO 

July,  1921 

The  Greenville  County  Society  heard  a 
eulogy  of  the  county  doctor  by  the  president 
of  the  Association,  Dr.  H.  L.  Shaw.  Dr.  W.  P. 
Cornell  of  Columbia  read  a paper  before  the 
Newberry  County  Society  in  which  he  stated 
that  it  had  been  demonstrated  that  98  per 
cent  of  mothers  can  nurse  their  babies.  A re- 
port from  the  Annual  Meeting  revealed  that 
in  Charleston  County  (as  an  example)  nearly 
one-half  of  the  homes  were  not  provided  any 
privy  whatsoever. 


July,  1971 
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REPORT  OF  CHAIRMAN  OF  COUNCIL 


I am  happy  to  submit  this  report  on  behalf 
of  the  Council  who  is  devoted  to  the  welfare 
of  die  S.  C.  Medical  Association. 

I am  sure  all  of  us  are  conscious  of  the  many 
changes  taking  place  in  Medical  Practice  and 
consequently  each  year  seems  to  bring  more 
problems. 

You  will  recall  that  we  did  two  things  at  the 
last  State  Meeting  that  we  felt  would  con- 
tribute a great  deal  to  our  Association. 

A Statewide  Peer  Review  Committee  was 
appointed  by  Council  just  after  the  State 
Meeting.  This  Committee  was  to  pass  on 
the  appropriateness  of  professional  services 
and/or  fees  rendered  by  a physician.  It  was 
composed  of  one  man  from  each  district  and 
one  from  the  state  at  large.  This  Committee 
has  worked  hard,  but  certain  events  on  the 
National  and  State  level  have  prevented  it 
from  rendering  its  full  sendee.  Recently  in  a 
report  to  Council  the  Peer  Review  Committee 
indicated  that  they  felt  that  they  could  render 
better  service  through  the  Foundation  con- 
cept. 

At  the  last  State  Meeting  a committee  was 
authorized  to  negotiate  a Fee  for  Service  Con- 
tract with  Rlue  Shield.  Council  appointed  to 
this  Committee  a member  of  each  specialty 
and  a member  of  AAGP.  This  Committee  has 
done  excellent  work. 

Shortly  after  the  July  Meeting  of  Council  to 
appoint  Committees  for  the  coming  year. 
DPW  issued  certain  directives  which  doctors 
generally  spoke  of  as  “Doctor  of  Month.” 
Many  physicians  were  very  unhappy  about 
this  and  one  Society  asked  for  a special  meet- 
ing of  the  House  of  Delegates  to  discuss  this 
situation.  Dr.  Miller  and  I visited  Dr.  Ellis, 
new  Director  of  DPW  and  along  with  Dr. 
Harold  Jervey,  Medical  Consultant,  and  we 
were  able  to  correct  this  situation. 

At  the  July  meeting  of  Council  a Statewide 
Committee  was  authorized  to  negotiate  with 
the  Columbia  Medical  Society  in  exploring 
the  feasibility  and  location  of  a permanent 
home  in  Columbia.  (Columbia  Medical  So- 


ciety had  offered  to  pool  their  permanent 
home  fund  with  the  S.  C.  Medical  Association 
to  have  one  home. ) It  had  also  been  decided 
that  S.  C.  Medical  Association  State  Office 
would  be  moved  from  Florence  to  Columbia 
by  1975. 

The  S.  C.  Medical  Association  Council  em- 
ployed Mr.  Richard  G.  Pugh  as  Assistant  to 
Mr.  Meadors,  Executive  Secretary,  and  ob- 
tained office  space  in  the  Security  Building 
and  Loan  Building  in  Columbia  for  his  office. 
He  has  been  active  during  the  year,  has 
learned  a great  deal  about  the  workings  of 
the  Medical  Association,  has  been  of  great 
assistance  to  the  various  committees  of  the 
S.  C.  Medical  Association,  and  has  traveled 
a great  deal  visiting  the  various  county  soci- 
eties. 

The  October  28th  Meeting  of  Council  was 
a full  one  with  many  items  of  business  being 
attended  to. 

Council  went  on  record  endorsing  a resolu- 
tion by  the  S.  C.  Delegation  to  the  AM  A 
opposing  any  national  compulsory  health  in- 
surance and  also  PSRO.  In  November  Mr. 
Meadors  and  I along  with  Dr.  Henry  Howe  of 
the  State  Peer  Review  Committee  attended  a 
meeting  in  Atlanta  sponsored  by  the  AMA.  In 
December  Dr.  Miller  and  I were  busy  with 
conferences.  We  had  a conference  with  Gov- 
emor-Eleet  West  on  health  problems  in  gen- 
eral and  then  I sat  in  on  a conference  with 
Governor-Elect  West  and  Dr.  McCord.  Presi- 
dent of  the  Medical  University.  The  main 
considerations  at  this  conference  were  plans  to 
shorten  the  curriculum  at  the  Medical  Univer- 
sity, the  formation  of  a Family  Practice  De- 
partment and  the  possibility  of  training  doc- 
tors’ assistants  and  also  a Midwife  Program  at 
State  College  in  Orangeburg.  Dr.  Miller  and 
I also  had  a conference  with  the  Officials  of 
the  South  Carolina  Hospital  Association.  They 
have  very  ambitious  plans,  including  refresher 
courses  for  doctors,  etc. 

Regional  Medical  Programs  also  took  some 
time  of  Chairman  of  Council  attending  Execu- 
tive Meetings. 
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(continuous  release  form) 

(diethylpropion  hydrochloride,  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
In  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  on  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  hove  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  t-  107/4/7 i/u.s  patent  no  3.001.910 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  In 
some  instonces,  and  quinine  may  produce  symptoms  of  cinchonlsm, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


The  controversy  concerning  pollution  and 
the  separation  of  certain  duties  from  the 
S.  C.  State  Board  of  Health  required  attend- 
ance at  meetings  by  a number  of  us  in  order 
to  keep  Council  informed  of  the  situation. 
About  this  time  of  the  year  (January)  the 
most  pressing  business  seemed  to  be  to  try  to 
keep  up  with  the  various  National  Health 
Programs  being  proposed  in  Congress.  High 
on  the  list  of  proposals  was  the  Foundation 
Concept  that  originated  in  California.  This 
was  an  effort  on  the  part  of  Medical  Associa- 
tions in  California  to  counteract  the  Kyser- 
Permanante  Medical  Program  in  California. 
The  January  24th  County  Officers  Meeting  in 
Columbia  was  devoted  almost  entirely  to 
Foundations.  We  urged  the  members  of  Coun- 
cil and  other  interested  Physicians  to  attend 
this  meeting,  and  I am  sure  a great  deal  of 
information  was  obtained.  At  the  February 
17th,  Midwinter  Meeting  of  Council  a great 
deal  of  detailed  business  of  the  Association 
was  conducted.  I asked  and  obtained  per- 
mission to  appoint  a committee  to  study  Medi- 
cal Foundations  along  with  Dr.  Miller,  Mr. 
Meadors,  and  I.  This  was  done  and  the  Com- 
mittee was  asked  to  attend  a Southeastern 
Regional  Meeting  on  Foundations  in  Charles- 
ton the  week-end  of  April  23,  24,  and  25.  This 
it  did  and  reported  to  a special  meeting  of 
Council  held  in  Columbia  on  May  2nd. 

At  this  special  meeting  of  Council  on  May 
2nd,  Council  endorsed  the  formation  of  Medi- 
cal Foundation  for  the  Medical  Association  of 
South  Carolina  and  asked  the  Chairman  of 
Council  to  present  the  proposal  to  House  of 
Delegates  at  a special  meeting  called  for 
Sunday  Night,  May  9th,  to  hear  the  recom- 
mendations of  Council  concerning  Founda- 
tions. Members  of  Council  assisted  in  the 
presentation  before  the  Council  and  at  the 
House  of  Delegates  Meeting  on  Sunday  Night. 
Dr.  Mike  Patton,  Chairman  of  S.  C.  Medical 
Association  Peer  Review  Committee,  also 
assisted  in  both  presentations  emphasizing  the 
relationship  of  Foundations  for  Medical  Care 
and  Peer  Review. 

Another  matter  that  caused  great  concern 
to  Council  was  brought  in  the  form  of  a 
resolution  at  the  February  Meeting  of  Council 
and  this  resolution  was  sent  to  Blue  Cross  and 


Blue  Shield  Board  of  Directors  for  their  study. 
They  were  requested  to  report  back  to  Coun- 
cil. This  resolution  from  the  Columbia  Medical 
Society  Insurance  Committee  expressed  great 
concern  over  the  formation  of  the  Companion 
Life  Insurance  Company  by  certain  Officers 
of  Blue  Cross-Blue  Shield  organization  for 
what  looked  like  private  profit  for  the  stock 
holders.  Blue  Cross  Board  gave  its  O.K.  to  the 
way  in  which  things  had  been  handled  but  the 
Blue  Shield  Board  of  Directors  felt  that  there 
had  been  a conflict  of  interest.  Doctors  on  the 
board  spoke  very  frankly  about  this,  stated 
that  the  Medical  Association  could  not  en- 
dorse the  transactions,  and  also  asked  for 
certain  guarantees  that  a similar  thing  would 
never  happen  again.  Physician  members  of 
the  Blue  Shield  Board  recognized  the  great 
progress  made  under  the  leadership  of  the 
present  Director.  A Joint  Committee  of  Blue 
Cross-Blue  Shield  Board  Directors  compro- 
mised the  differences  and  the  Blue  Shield 
Board  prevailed  in  their  criticism  of  the  for- 
mation of  the  Companion  Life  Insurance 
Company  and  passed  certain  guarantees  that 
would  prevent  a recurrence  of  this  situation. 
The  Council  of  Medical  Association  was  also 
very  much  upset  over  some  of  the  unfortunate 
newspaper  publicity  and  the  loss  of  political 
power  of  the  Medical  Association  since  this 
“Companion  Life  episode”  started. 

During  this  time  a bill  was  introduced  in 
the  Senate  by  Senator  Harrelson  which  would 
completely  disassociate  the  S.  C.  Medical 
Association  from  the  Blue  Shield  organization. 
It  was  noted  that  in  196S  the  Blue  Cross-Blue 
Shield  Organizations  were  made  mutual  insur- 
ance companies  except  that  it  would  specify 
that  Blue  Shield  would  continue  under  its 
original  charter,  that  is,  House  of  Delegates  of 
S.  C.  Medical  Association  would  continue  to 
elect  the  Board  of  Directors  of  Blue  Shield. 
Council  decided  to  oppose  this  bill  by  stating 
to  the  Legislative  Committee  the  harm  that 
we  felt  would  be  done  to  the  Medical  Associa- 
tion and  also  to  Blue  Shield  if  the  connection 
was  completely  dissolved.  After  this  hearing, 
the  Chairman  of  the  Legislative  Committee 
asked  for  a committee  to  be  appointed  by  the 
Medical  Association  to  confer  with  the  com- 
mittee from  the  Legislature  on  this  bill.  Dr. 
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Miller,  Dr.  Halstead  Stone  and  Dr.  Harvey 
Atwill  represented  the  Medical  Association. 
At  this  meeting  a compromise  proposal  was 
tentatively  accepted  until  a meeting  of  the 
House  of  Delegates  of  S.  C.  Medical  Associa- 
tion at  which  time  a definite  decision  on  the 
part  of  the  Medical  Association  was  to  be 
made. 

At  the  meeting  of  Council  yesterday  which 
began  at  8:00  a.m.  and  stayed  in  session  until 
4:30  p.m.,  a number  of  business  items  were 
decided  upon.  Council  passed  Dr.  Poda’s 
request  that  the  Nurses  Practice  Act  be 
up-dated. 

A report  was  read  from  Dr.  William  F. 
Fairey  on  a survey  of  malpractice  which  he 
made.  Council  agreed  to  the  formation  of  a 
Malpractice  Committee  to  determine  the 
status  of  malpractice  cases  and  insurance  as 
revealed  by  the  survey.  The  Committee  is  to 
consider  the  possibility  of  obtaining  a single 
insurance  company  which  would  offer  to 
insure  our  physicians. 

A report  was  read  from  Dr.  Michael  Patton, 
Chairman  of  the  Peer  Review  Committee, 
suggesting  that  the  members  of  the  Peer 
Review  Committee  be  elected  by  the  House 
of  Delegates  for  staggered  terms  of  service. 
Two  vacancies  on  the  Peer  Review  Committee 
were  filled  — Dr.  Wescoat  Black  of  Beaufort 
was  elected  to  replace  Dr.  George  C.  Brown 
and  Dr.  Anthony  White,  Easley,  was  elected 
to  replace  Dr.  Robert  Burley,  Clemson. 

Dr.  Tucker  Weston  presented  an  Interim 
Report  of  the  Permanent  Home  Committee  in 
the  absence  of  Dr.  Frank  Owens,  and,  on 
motion  of  Dr.  Miller,  he  will  be  asked  to 
present  this  to  the  House  of  Delegates. 

Dr.  Halsted  Stone,  a member  of  the  Com- 
mittee to  negotiate  a fee  service  schedule 


with  Blue  Shield,  reported  that  this  committee 
had  not  adopted  a final  schedule  and  asked 
that  this  committee  be  continued. 

Dr.  Robert  Hutson,  with  the  Department 
of  Family  Practice,  South  Carolina  Medical 
University,  presented  a concept  of  Physician’s 
Assistants.  A Committee  was  appointed  to 
study  the  Physician  Assistant  Program  at  the 
Medical  University  of  South  Carolina. 

Nominations  for  Directors  of  Blue  Shield 
were  made  by  Council  and  will  be  presented 
to  the  Blue  Shield  Corporate  Body. 

The  proposal  by  Council  to  the  House  of 
Delegates  of  the  South  Carolina  Medical 
Association  to  form  a medical  foundation  was 
presented  to  a called  meeting  of  the  House  of 
Delegates  at  8:00  p.m.,  May  9th.  The  Chair- 
man of  Council  made  the  presentation  and 
was  assisted  by  Dr.  Miller,  Mr.  Meadors,  Dr. 
Hawk,  Dr.  Tanner  and  Dr.  Mike  Patton. 

This  is  a very  fragmented  account  of  the 
year’s  work  of  Council,  but  I felt  it  wise  to 
give  you  in  some  detail  some  of  the  work  so 
that  you  would  better  understand  what  has 
been  going  on.  I hope  it  will  serve  to  let  you 
know  that  your  Council  was  conscious  of  the 
many  things  that  come  up  every  day  to 
occupy  the  concern  of  the  entire  South  Caro- 
lina Medical  Association. 

I would  like  to  say  that  all  of  the  tasks  of 
your  Chairman  have  been  faced  standing  side 
by  side  with  Dr.  Miller,  your  President,  Mr. 
Jack  Meadors,  your  Executive  Secretary,  and 
his  assistant,  Mr.  Pugh,  and  also  each  member 
of  Council.  Each  Councilor  has  carried  out 
any  task  that  they  were  asked  to  do  during 
the  year.  I can  say  truthfully  that  this  has 
been  a year  of  team  work  and  I trust  it  has 
been  a year  of  progress  for  our  Association. 

Harold  P.  Hope,  M.D. 


REPORT  OF  THE  PRESIDENT-ELECT 


Almost  immediately  after  being  elected  the 
President-Elect,  a year  ago,  I began  to  con- 
cern myself  with  the  duties  and  obligations  of 
the  office.  As  time  draws  near  for  me  to  be 
elevated  to  the  Presidency,  I have  become 
frantically  concerned  — concerned  for  the 


welfare  of  the  South  Carolina  Medical  Asso- 
ciation with  the  likes  of  me  at  the  helm!  This 
year  has  been  spent  learning  and  traveling. 
First  learning  from  Ben  Miller  who  — as 
quickly  as  he  assumed  the  Presidency  — took 
off  on  the  Grand  Tour  of  Europe  for  a 
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month  or  more.  I,  too,  can  hardly  wait  to  get 
my  hands  on  the  money  budgeted  by  the 
Association  for  the  President’s  expense,  but  I 
much  prefer  the  sun  drenched  storied  Isles  of 
the  South  Pacific. 

Jack  Meadors,  after  seeing  the  powerful 
political  machine  I had  built  roll  roughshod 
over  all  opposition  in  the  election  last  year, 
learned  enough  so  that  in  a short  month  after 
our  Convention  he  was  successful  in  being 
elected  President-Elect  of  the  American  Asso- 
ciation of  Medical  Society  Executives.  He  will 
take  office  at  the  AMA  meeting  in  June.  Our 
sincere  congratulations  go  to  him  and  a wish 
for  a successful  year.  I am  willing  to  share 
him  only  if  he  promises  to  sustain  me  during 
my  year  as  President.  It  is  always  an  educa- 
tion to  see  Council  in  action.  Harold  Hope 
and  the  Council  he  leads  are  dedicated  men 
doing  us  a proper  job.  You  will  be  proud  to 
learn  of  their  accomplishments  during  a diffi- 
cult year.  We  need  have  no  worry  as  long  as 
they  are  on  hand  to  keep  us  straight.  These 
are  trying  times  in  our  profession.  Ominous 
forces  gather  from  all  sides  to  besiege  us.  The 
practice  of  medicine  as  you  and  I know  it 
may  be  fast  coming  to  an  end.  It  seems  a 
certainty  that  we  will  have  some  kind  of 
National  Health  Insurance.  A half  dozen  plans 
have  been  introduced  in  the  Congress— I can- 
not begin  to  advise  you  which  Bill  to  support 
or  if  we  should  support  any.  I do  not  know  that 
the  Bill  sponsored  by  the  .American  Medical 
Association  is  one  which  is  better  than  some 
of  the  others.  We  seem  to  be  hurtling  head- 
long into  some  sort  of  Socialized  Medicine 
and  evidently  lack  the  will  or  the  power  to 
do  anything  about  it.  The  losing  fight  against 
Social  Security,  Medicare  and  Medicaid 
bruised  our  image  with  the  people.  We  surely 
should  have  learned  from  past  experience  that 
we  must  give  our  patients  the  kind  of  medical 
care  they  want  and  are  to  be  taxed  for.  Let 
us  never  forget  that  these  are  the  same  people 


who  have  furnished  us  fine  medical  schools 
to  attend,  subsidized  our  education  and  pro- 
vided scholarships  for  many  of  us  who  could 
not  have  borne  the  expense  of  medical  school- 
ing. They  have  paid  for  the  finest  hospitals 
in  the  world,  equipped  them  with  the  best 
tools  and  paid  the  salaries  of  high  priced 
skilled  technicians.  In  return  for  all  this  they 
have  a right  to  expect  adequate  medical  care 
and  at  a price— guaranteed  by  us— to  be  fair 
and  reasonable.  Apparently  we  are  going  to 
have  some  sort  of  medical  foundation.  Those 
of  us  who  wanted  doctors  out  of  the  Insurance 
business  and  who  have  bitterly  opposed  our 
participation  in  Blue  Shield  will  find  that 
our  involvement  in  a foundation  will  put  us 
really  in  the  Health  Insurance  business.  Once 
again,  we  are  backed  into  a corner  where  we 
must  do  it  ourselves  or  have  someone  else 
do  it  for  us.  The  cloud  over  Blue  Shield  should 
be  settled  forthwith.  I hope  you  will  have  the 
confidence  — that  I have  — in  the  wisdom  of 
the  Board  of  Directors  — which  we  elected  — 
to  straighten  things  out  so  that  we  will  not 
get  involved  in  discussions  here  that  could 
serve  only  to  divide  us  and  injure  Blue  Cross 
and  Blue  Shield.  I would  add  a word  of 
caution  about  the  Phylsician’s  Assistant  Pro- 
gram now  so  popular,  and  loudly  proclaimed 
as  a panacea  for  some  of  our  ills.  .Are  we  aid- 
ing and  abetting  in  a program  which  will  rise 
up  to  haunt  us  5 - 10  - 25  years  from  now? 
Will  these  people,  cloaked  with  the  title 
“Doctor”,  seek  and  obtain  legislative  help  to 
attain  heights  now  denied  them  by  a lack  of 
education  and  experience?  We  must  find  a 
place  for  them  in  the  medical  structure  and 
hope  they  will  be  satisfied  to  remain  assistants. 

These  are  some  problems  which  face  us 
here  and  now.  There  will  be  some  of  these 
and  others  as  bad  next  year.  I earnestly  ask 
your  help  in  trying  to  keep  our  house  in  good 
order. 

J.  P.  Booker,  M.D. 


July,  1971 
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Joseph  Palmer  Cain,  Jr. 

1912-1971 


Dr.  Cain,  a member  of  a family  long  in- 
volved in  medicine,  was  born  in  Greenville, 
S.  C.,  August  6,  1912.  He  achieved  the  M.D. 
degree  at  the  Medical  College  of  the  State  of 
South  Carolina  in  1935.  He  served  internships 
at  St.  Francis  Infirmary  in  Charleston  and  at 
Lynn  Hospital  in  Lynn,  Massachusetts,  and 
residencies  in  the  Mission  Hospital  in  Ashe- 
ville and  the  Mullins  Hospital.  He  pursued 
postgraduate  courses  at  George  Washington 
University  and  at  the  Medical  College  of 
South  Carolina. 

Active  in  the  practice  in  medicine  and  sur- 
gery in  Mullins  since  1937,  he  has  been  chief 
of  staff  at  the  Mullins  Hospital,  and  on  the 
consultant  staff  at  the  Marion  County  Mem- 
orial Hospital  and  the  St.  Eugene  Hospital  at 
Dillon.  Ilis  activities  in  organized  medicine 
have  been  very  numerous  and  he  has  held 
many  positions,  such  as  president  of  the 
Marion  County  Medical  Society  and  of  the 
Pee  Dee  Medical  Association,  whose  Bulletin 
he  edited  from  1948  to  1958.  He  was  a mem- 
ber of  the  Council  of  the  South  Carolina  Medi- 
cal Association  for  ten  years  and  served  as 
chairman  for  five  years  preceding  his  nomina- 
tion as  president-elect  in  1959.  He  was  a mem- 
ber of  the  editorial  board  of  The  Journal  of 


the  South  Carolina  Medical  Association , was 
a member  of  the  Committee  on  Industrial 
Health  of  the  American  Medical  Association, 
and  a member  of  the  Southeastern  Surgical 
Congress.  He  was  a director  of  the  South 
Carolina  Medical  Care  Plan  (Blue  Shield), 
and  was  active  in  its  establishment.  He  was 
surgical  consultant  to  the  South  Carolina  Divi- 
sion of  Vocational  Rehabilitation,  and  re- 
ceived a Congressional  citation  for  work  as 
examining  physician  with  the  Marion  County 
Draft  Board  #1  in  World  War  II.  He  was  a 
trustee  of  the  Medical  University  of  South 
Carolina. 

Dr.  Cain  was  vitally  involved  in  the  Alumni 
Association  of  the  Medical  University,  serving 
once  as  its  president,  and  has  done  much  to 
promote  interest  in  postgraduate  education. 
He  was  also  deeply  concerned  in  the  develop- 
ment of  the  branch  of  the  University  of  South 
Carolina  at  Florence,  and  gave  much  time  to 
civic  work  of  many  kinds,  serving  on  his  town 
council  and  interesting  himself  in  many  local 
activities. 

Dr.  Cain  rendered  valuable  and  important 
service  during  his  term  as  delegate  to  the 
American  Medical  Association  from  the  South 
Carolina  Medical  Association.  Dr.  Cain  died 
May  26,  1971. 
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With  the  steady 
improvement  in  the 
therapy  of  cancer,  and 
consequent  increase  in 
the  number  of  5-year 
survivals,  our  programs 
reflect  increasing 
concern  with  thefuture 
of  the  cancer  patient— 
with  the  quality  of  his 
survival. 

High  priority  is 
being  given  to  the 
rehabilitation  of  cancer 
patients— those  having 
had  mastectomies, 
colostomies,  laryngec- 
tomies, amputations, 
and  other  drastic 
treatments  for  cancer. 

Our  "Reach  to 
Recovery”  program  is 
a dramatic  example. 
This  program  helps  the 
physician  meet  many 
special  needs  of  the 
postmastectomy 
patient  on  the  road  to 
total  recovery.  Patients 
receive  psychological 
reassurance  and 
practical  help  from 
women  who  have  had 
the  same  surgery. 

The  laryngectomee 
also  receives  the  benefit 
of  our  rehabilitation 
program.  Supported 


by  the  Society,  the 
International  Associa- 
tion of  Laryngectomees, 
through  its  local  IAL 
clubs,  provides  such 
services  as  individual 
and  group  speech 
therapy,  psychological 
counseling,  visits  to  new 
patients,  safety  training, 
public  education  and 
social  activities. 

Our  rehabilitation 
programs  not  only  give 
heart  and  help  to 
patients  but  provide  the 
physician  with  vital  aids 
necessary  to  improve 
the  quality  of  survival. 


American  Cancer  Society^ 


When  irritable  colon  feels  like  this 


in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 

D belladonna  alkaloids— for  the  hyperactive  bowel 
CH  simethicone— for  accompanying  distension  and  pain  due  to  gas 
D phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED® 

antispasmodic/ sedative/ an  tiflatulent 


The  American  Academy  of  General  Prac- 
tice has  elected  to  active  membership  the 
following  South  Carolinians : Dr.  Thomas 
Boyle  Clark,  Jr.  of  Marion,  Dr.  Gurdon  W. 
Counts  of  Leesville,  Dr.  Daniel  Walter  Brake 
of  Conway  and  Dr.  William  J.  Henry  of  Fort 
Mill.  Dr.  T.  L.  Tiller  of  Greenville  has  been 
elected  to  fellowship  in  the  American  Acad- 
emy of  Pediatrics. 

Dr.  George  L.  Nichols  has  been  named 
director  of  the  York-Chester-Lancaster  Men- 
tal Health  Center  in  Rock  Hill,  following  the 
retirement  of  Dr.  William  G.  Morehouse.  Dr. 
Nichols,  a native  of  Galesburg,  Illinois,  is 
previously  of  the  William  S.  Hall  Psychiatric 
Institute  in  Columbia.  He  is  a graduate  of 
the  Creighton  University  School  of  Medi- 
cine. Dr.  John  W.  Schofield  of  Florence  at- 
tended the  International  Symposium  to  view 
and  discuss  a new  community  health  center 
at  Lincoln,  Nebraska.  Dr.  Robert  S.  McCully 
of  the  Medical  University  of  South  Carolina 
has  been  appointed  by  Governor  John  C. 
West  to  the  State  Board  of  Examiners  in 
Psychology  for  a five-year  term.  Dr.  McCully 
is  professor  in  the  Department  of  Psychiatry 
and  head  of  the  Division  of  Psychology  at 
the  Medical  University. 

Dr.  Jack  W.  Chandler,  Jr.  of  Greenville 
was  elected  vice  president  of  Citadel  Men 
during  commencement  week  at  the  South 
’Carolina  military  college.  Dr.  Leroy  F. 
Anderson,  project  director  of  the  Franklin 
C.  Fetter  Family  Health  Center,  has  been 
appointed  to  the  Charleston  Community 
Mental  Health  Board.  The  Erskine  College 
Circle  of  Omicron  Delta  Kappa,  national 


men’s  leadership  and  service  honor  society, 
tapped  Dr.  J.  H.  Young,  Anderson  physician, 
as  its  first  honorary  member. 

Dr.  Henry  B.  Burton,  39,  will  be  the  first 
private  psychiatrist  to  practice  in  Rock  Hill. 
Dr.  Burton  attended  the  Medical  University 
of  South  Carolina  and  did  his  residency 
there.  He  was  director  of  the  Mental  Health 
Clinic  in  Greenville  and  most  recently  was 
director  of  the  psychological  center  and 
health  services  at  Appalachian  State  Uni- 
versity in  Boone,  North  Carolina.  Dr. 
Martha  Gordy  has  opened  a medical  practice 
in  Modoc,  McCormick  County.  Dr.  Gordy  is 
a former  director  of  internal  medicine  at 
Memorial  Medical  Center  at  Savannah.  She 
studied  medicine  at  the  Medical  College  of 
Georgia. 

After  practicing  in  Belton  for  40  years, 
Dr.  W.  L.  Mcllwain  has  retired.  Dr.  Mc- 
Ilwain  graduated  from  the  Medical  Univer- 
sity of  South  Carolina  in  1926  and  interned 
at  Roper  Hospital.  He  was  plant  physician 
for  the  Abney  Mills’  Belton  Plant  for  a 
period  of  36  years.  Dr.  Leon  Banov  of 
Charleston  has  received  a Red  Cross  award 
for  community  service  and  work  with  the 
blood  program.  Dr.  J.  D.  Guess  was  honored 
in  Greenville  for  his  work  in  establishing  the 
obstetrie-gynocologv  residency  program  at 
Greenville  General  Hospital.  Dr.  William  E. 
Wood  has  resigned  as  director  of  the  Ander- 
son, Oconee,  Pickens  Mental  Health  Center 
and  will  go  into  private  practice.  Dr.  James 
Miles  of  Clemson  was  elected  president  of 
the  Piedmont  Tuberculosis-Respiratory  Dis- 
ease Association. 
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Medical  University  of  South  Carolina 


Dr.  Thomas  W.  Messervy  of  Summerville 
lias  been  elected  president  of  the  College  of 
Medicine  Alumni  Association  at  the  Medical 
University  of  South  Carolina.  He  succeeds 
Dr.  William  P.  Turner  of  Greenwood.  Dr. 
Messervy,  a 1939  graduate  of  the  College  of 
Medicine,  is  in  general  practice-general  sur- 
gery. Other  1971-72  Alumni  Association  offi- 
cers are  Dr.  John  D.  Ashmore,  Jr.,  of  Green- 
ville, president-elect;  Dr.  J.  Vernon  Jeffords 
of  Spartanburg,  vice  president ; and  Dr. 
Richard  W.  Hanckel  of  Charleston,  secre- 
tary-treasurer. South  Carolina  district  direc- 
tors are  Dr.  R.  Maxwell  Anderson  of 
Charleston,  Dr.  William  J.  Strohecker  of 
Columbia,  Dr.  James  L.  Walker  of  Clinton, 
Dr.  John  B.  Martin  of  Anderson,  Dr.  Joseph 
M.  Brice,  Jr.  of  Rock  Hill,  Dr.  Samuel  0. 
Cantey,  Jr.  of  Marion,  Dr.  John  M.  Rhame 
of  Sumter,  Dr.  Marion  R.  Caughman  of 
Orangeburg,  and  Dr.  Rupert  E.  Hodges  of 
Spartanburg. 

Dr.  John  B.  Hynes  has  received  a research 
grant  from  the  IT.  S.  Army  Medical  Research 
and  Development  Command  to  explore  the 
antimalarial  activity  of  a new  group  of 
chemical  compounds.  Dr.  Hynes  is  associate 
professor  of  pharmaceutical  chemistry  at  the 
Medical  University. 

Dr.  F.  Johnson  Putney,  professor  of  oto- 
laryngology at  the  Medical  University,  has 
been  chosen  president  of  the  American 
Laryngological  Association.  Dr.  Richard  W. 
Hanckel,  Jr.,  professor  and  chairman  of  the 
Department  of  Laryngology,  was  named  to 
the  council  of  the  Triological  Society. 

Dr.  J.  Douglas  Balentine,  assistant  profes- 
sor of  pathology  and  director  of  neuro- 


pathology, has  received  a three-year  grant 
from  the  National  Institutes  of  Health  to 
study  brain  damage  patterns  caused  by  high 
oxygen  concentrations. 

Dr.  Robert  F.  Phifer  of  Spartanburg  has 
received  the  first  combined  M.D.-Ph.D.  de- 
grees awarded  by  the  Medical  University. 

Dr.  H.  Rawling  Pratt-Thomas,  chairman 
of  the  department  of  pathology  of  the  Medi- 
cal University,  has  received  an  honorary 
doctor  of  science  degree  from  Davidson  Col- 
lege. Dr.  Pratt-Thomas  graduated  from 
Davidson  in  1934  and  from  the  Medical  Uni- 
versity in  1938.  He  joined  the  faculty  of  the 
Medical  University  in  1940. 

Dr.  Paul  Gross,  an  internationally  recog- 
nized pathologist  on  diseases  of  the  lung,  has 
been  appointed  Distinguished  Research  Pro- 
fessor of  Pathology.  He  leaves  the  post  of 
Research  Professor  in  Pathology  at  the  Uni- 
versity of  Pittsburgh.  Dr.  Gross  received  his 
M.D.  degree  at  Western  Reserve  University 
and  served  as  senior  fellow  at  the  Mellon 
Institute  in  Pittsburgh  for  twenty  years. 
He  has  been  director  of  the  Research  Lab- 
oratory, Industrial  Health  Foundation  since 
1948.  Dr.  Gross  is  a founding  fellow  of  the 
College  of  American  Pathologists. 

Dr.  J.  W.  Schofield  of  Florence  was 
elected  by  the  General  Assembly  to  the 
Board  of  Trustees  of  the  Medical  University 
of  South  Carolina. 

Dr.  Joseph  D.  Thompson,  Jr.,  a 1965 
graduate  of  the  Medical  University  of  South 
Carolina,  has  been  appointed  a Teaching 
Fellow  in  Orthopedic  Surgery.  Dr.  Wesley 
W.  Lawton,  Jr.,  a 1968  graduate,  has  been 
appointed  a Fellow  in  Cardiology. 
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THE  SOUTH  CAROLINA  REGIONAL 
MEDICAL  PROGRAM 
VINCE  MOSELEY,  M.D. 

Coordinator,  South  Carolina 

Nutrition  Conference  Issues  Specific 
Recommendations 


More  than  100  health  professionals  and 
representatives  of  various  health  related 
agencies  in  South  Carolina  attended  a Nutri- 
tion and  Human  Development  Conference, 
May  25-26,  in  Charleston  that  resulted  in 
projecting  a number  of  specific  recommenda- 
tions for  action  indicated  to  alleviate  some  of 
the  nutrition  problems  and  needs  currently 
present  in  the  State. 

The  meeting  was  presented  by  the  South 
Carolina  Regional  Medical  Program;  Center 
for  Disease  Control,  Public  Health  Service; 
Division  of  Continuing  Education,  Medical 
University  of  S.  C.;  Cooperative  Extension 
Service  of  Clemson  University  and  the  S.  C. 
State  Board  of  Health. 

Several  persons  recognized  as  being  knowl- 
edgeable and  experienced  in  identifying  and 
dealing  with  nutrition  problems,  both  from 
within  and  out  of  State,  participated  as 
speakers.  They  included:  Samuel  J.  Fomon, 
M.  D.,  Professor  of  Pediatrics,  The  University 
of  Iowa  Hospital,  Iowa  City,  Iowa;  James  E. 
Padgett,  Jr.,  M.  D.,  M.  P.  H.,  Medical  Bureau 
Chief,  Bureau  of  Maternal  and  Child  Care, 
State  Board  of  Health,  Columbia;  Lloyd  J. 
Filer,  Jr.,  M.  D.,  Professor  of  Pediatrics,  The 
University  of  Iowa  Hospital,  Iowa  City,  Iowa; 
Milton  Z.  Nichaman,  M.  D.,  Medical  Director, 
Center  for  Disease  Control,  U.  S.  Public 
Health  Service,  Atlanta;  E.  John  Lease,  Ph.  D., 
Project  Director,  Malnutrition  and  Parasite 
Project,  University  of  S.  C.,  Columbia;  Leo 
Lutwak,  M.  D.,  Graduate  School  of  Clinical 
Nutrition,  Cornell  University,  Ithaca,  N.  Y.; 
Allan  D.  Lieberman,  M.  D.,  Director  of  Clini- 
cal Services  and  Research,  The  Coastal  Habili- 
tation  Center,  Ladson,  S.  C. 

The  program  and  the  speakers  placed  par- 
ticular emphasis  on  prenatal  and  post  natal 
nutrition  needs,  and  the  impact  of  malnutrition 
on  total  human  development. 


Physicians,  nurses,  dietitians,  representa- 
tives of  county  health  departments  and  the 
State  Board  of  Health  were  among  attendees 
at  the  conference.  Several  members  of 
SCRMP’s  Medical  District  Committees  were 
also  in  attendance. 

Dr.  Vince  Moseley,  SCRMP  Coordinator, 
said,  “I  think  we  gave  them,  from  good 
sources,  a summary  of  the  newer  knowledge 
as  to  the  identified  areas  of  nutritional  de- 
ficiencies and  the  role  these  deficiencies  play 
in  the  human  development  over  the  span 
of  time.” 

Recommendations  of  the  conferees  were: 

1.  Support  of  a bill,  now  before  the  S.  C. 
House  of  Representatives,  requiring  con- 
venience food  to  be  nutritionally  enriched. 

2.  Strengthening  the  Governor’s  Committee 
on  Nutrition  and  involve  and  stimulate  activity 
by  local  nutrition  groups. 

3.  Educate  children  to  use  nutritional  sup- 
plements more  adequately  through  the  school 
food  services  and  discourage  use  of  snack 
foods  and  soft  drinks  as  substitutes  to  nutri- 
tional diet. 

4.  Expand  the  school  breakfast  program 
and  encourage  use  of  more  local  and  state 
funds  as  well  as  federal  funds  for  that  pur- 
pose. 

5.  Promote  workshops  for  teachers  on  ways 
to  teach  nutrition,  sanitation  and  personal 
cleanliness. 

6.  Improve  and  strengthen  health  educa- 
tion, especially  as  related  to  nutritional  im- 
provement, in  grades  kindergarten  through  12 
in  the  school  system. 

7.  Encourage  and  expand  programs  to 
eradicate  and  prevent  intestinal  parasite  in- 
fection. 

Charles  R.  Wyrosdick 
Director  of  Communications 
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STATE  DEPARTMENT  OF  PUBLIC  WELFARE 


There  are  few  programs  now  being  ad- 
ministered in  the  State  of  South  Carolina 
which  have  prompted  more  discussion,  de- 
bate — and  even  controversy  — than  Title 
XIX,  commonly  known  as  Medicaid.  Because 
of  the  deep  and  intimate  involvement  of  the 
medical  profession  in  the  implementation  of 
this  program,  it  is  particularly  important  that 
there  be  full  and  open  communications  be- 
tween the  Department  of  Public  Welfare, 
which  administers  the  program,  and  the  doc- 
tors of  this  State,  who  bear  such  a significant 
share  of  the  responsibility  for  its  conduct.  I 
am  grateful  to  the  Editor  of  this  Journal  for 
inviting  me  to  report  to  you  in  this  manner, 
and  to  share  with  you  some  of  the  basic  think- 
ing which  has  gone  into  the  program  design 
in  South  Carolina. 

Essential  to  any  understanding  of  the  Medi- 
caid Program  in  South  Carolina  is  the  element 
of  limited  funding,  a characteristic  of  most 
state  programs  diming  these  days  of  national 
economic  recession  and  its  resultant  impact  on 
all  segments  of  the  economy.  While  we  are 
motivated  by  the  desire  to  provide  maximum 
services  for  those  who  need  them  — and 
reasonable  compensation  for  those  who  render 
them  — we  are  tightly  restricted  by  a budget 
which  requires  that  we  assume  a rather 
austere  posture.  Therefore,  as  we  determine 
what  services  we  can  provide,  and  in  what 
quantity  and  quality,  we  are  governed  by 
some  rather  fundamental  financial  realities. 

At  the  same  time,  however,  requirements  of 
the  federal  government  make  it  necessary  that 
we  provide  certain  basic  services  — hospital 
care,  nursing  home  care,  physician  services, 
and  the  like  — to  be  eligible  to  receive  federal 
assistance.  Our  approach  is  thus  structured 
within  the  realities  of  financial  limitation  and 
the  mandates  of  federal  program  design.  With- 
in this  tight  and  sometimes  too  narrow  area 


R.  ARCHIE  ELLIS 
STATE  DIRECTOR 

of  operation,  we  attempt  to  exercise  the  type 
of  discretion  which  provides  South  Carolinians 
with  optimum  benefits  for  the  amount  of  tax- 
payers’ money  invested  and  professional  serv- 
ices rendered. 

Obviously,  such  a program,  with  its  built-in 
limitations,  is  highly  dependent  upon  the  co- 
operation, assistance,  participation,  support 
and  guidance  from  the  private  sector  — in  this 
case,  the  medical  profession.  It  has  been  the 
policy  of  this  office,  since  I assumed  the 
position  of  Director  of  the  South  Carolina 
Department  of  Public  Welfare  ten  months  ago, 
that  doctors  be  not  only  involved  in  the 
implementation  and  the  administration  of  the 
program,  but  also  in  the  decision-making 
process.  Pursuant  to  such  a philosophy,  I have 
neither  recommended  nor  placed  into  effect 
any  policy  without  first  consulting  and  re- 
ceiving advice  from  the  elected  officials  of 
your  association.  It  is  a policy  which  has  been 
of  extreme  benefit  to  me  and  to  the  program 
itself,  and  it  is  one  which  I intend  to  continue. 
Within  the  areas  in  which  my  department  has 
discretion,  I shall  actively  seek  and  invite  the 
counsel  of  the  medical  profession. 

In  reality,  there  have  been  the  normal  mis- 
understandings, some  of  them  perhaps 
amounting  to  controversy.  Because  of  the 
nature  of  the  program  and  the  demands  it 
places  upon  the  entire  medical  community  of 
South  Carolina,  such  is  neither  unusual,  nor 
unexpected.  It  is  the  responsibility  of  the  De- 
partment of  Public  Welfare  to  assure  that 
welfare  clients  receive  quality  medical  care  of 
the  proper  quantity  at  the  proper  time.  Such 
a responsibility  is  one  which  must  be  con- 
scientiously pursued  by  the  Department  and 
which  must  be  understood  by  those  whose 
services  are  directly  involved,  including  all 
health  care  providers  — hospitals,  nursing 
homes,  suppliers  of  medical  equipment,  phar- 
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What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  1 0 mg.,  Halotestin  is  economical  as  well  as 
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Halotestin 

(fluoxymesterone,  Upjohn) 

Orally  active  androgen  about  5 times  as  potent 
in  anabolic  and  androgenic  activity  as  methyltes- 
tosterone.  Halotestin  (fluoxymesterone)  induces 
significant  retention  of  calcium  and  potassium, 
but  retention  of  sodium  not  marked.  Doses  below 
20  mg.  daily  have  little  effect  in  producing 
creatinuria. 

Indications  Male:  Replacement  therapy  in  tes- 
ticular hormone  deficiency  states.  Prevents  atro- 
phy of  the  accessory  male  sex  organs  following 
castration  for  as  long  as  therapy  is  continued. 
Impotence  and  male  climacteric  symptoms  when 
due  to  androgen  deficiency.  Primary  eunuchoid- 
ism and  eunuchism.  Delayed  puberty  when  es- 
tablished as  not  a simple  familial  trait.  Indicated 
for  those  symptoms  of  panhypopituitarism  re- 
lated to  hypogonadism,  however,  appropriate 
adrenal  cortical  and  thyroid  hormone  replace- 
ment therapy  remain  of  primary  importance. 
Female:  Palliation  of  androgen-responsive,  ad- 
vanced, inoperable  breast  cancer  in  women  be- 
tween 1 and  5 years  postmenopausal  or  women 
in  whom  castration  has  shown  the  tumor  to  be 
hormone  dependent.  Prevention  of  postpartum 
breast  manifestations  of  pain  and  engorgement; 
there  is  no  satisfactory  evidence  that  this  drug 
prevents  or  suppresses  lactation  per  se.  In  os- 
teoporosis androgens  may  be  of  adjunctive 
value  to  adequate  considerations  of  diet,  cal- 
cium balance,  physiotherapy  and  general  health 
promoting  measures.  Males  and  Females:  In  the 
treatment  of  protein  depletion  states  which  oc- 
cur in  geriatric  patients,  in  debilitation  states,  in 
chronic  corticoid  therapy,  resistant  fractures; 
cryptorchidism;  creating  a positive  nitrogen  bal- 
ance, tissue  repair  and  other  anabolic  effects. 
Androgenic  steroids  may  produce  a response  in 
aplastic  anemias,  myelofibrosis,  myelosclerosis, 
agnogenic  myeloid  metaplasia  and  hypoplastic 
anemias  due  to  malignancy  or  myelotoxic  drugs. 
Androgens  are  not  of  value  in  other  anemias. 
Contraindications  Pregnancy  (may  virilize  fe- 
male fetus),  mammary  carcinoma  in  the  male, 
prostatic  carcinoma,  severe  liver  disease,  severe 
cardiorenal  disease  and  severe  persistent  hy- 
percalcemia. 

Precautions  Employ  with  caution  in  young  boys 
to  avoid  precocious  sexual  development  and 
premature  epiphyseal  closure.  Androgens  tend 
to  promote  retention  of  sodium  and  water,  there- 
fore, watch  for  edema— particularly  in  the  elderly. 
Incidence  and  severity  of  edema  have  been 
minimal  and  have  been  associated  only  with 
high  doses  used  for  palliation  of  breast  cancer. 
Hypercalcemia  may  occur,  particularly  in  patients 
with  metastatic  breast  carcinoma;  if  this  occurs 
the  drug  should  be  discontinued.  Changes  in 
liver  function  tests,  such  as  increased  BSP  re- 
tention and  SGOT  levels,  can  occur  during  ther- 
apy. Jaundice  has  been  rarely  reported.  If  liver 
function  tests  are  altered,  discontinue  medica- 
tion or  reduce  dose.  Priapism  is  indicative  of 
excessive  dosage  and  is  indication  for  tempo- 
rary withdrawal  of  drug.  When  treating  protein 
depletion  states  or  osteoporosis,  an  adequate 
diet  should  be  provided  and  prolonged  immobili- 
zation avoided  whenever  possible.  When  treating 
aplastic  or  hypoplastic  anemias,  androgen  ther- 
apy should  not  replace  other  measure  such  as 
transfusion,  correction  of  iron  deficiency,  anti- 
bacterial therapy,  and  the  use  of  corticosteroids. 
Adverse  reactions  Nausea,  dyspepsia,  men- 
strual irregularities,  hepatic  dysfunction,  pria- 
pism, edema,  precocious  sexual  development, 
and  premature  epiphyseal  closure  in  young 
patients  have  been  reported.  Male  — Prolonged 
administration  or  excessive  dose  may  cause 
inhibition  of  testicular  function  with  oligospermia 
and  decreased  ejaculation  volume.  Female  — 
Large  doses  or  prolonged  administration  may 
produce  masculinization  with  signs  such  as  hir- 
sutism, deepening  of  the  voice,  enlargement  of 
the  clitoris,  acne,  and  sometimes,  increased 
libido. 

Supplied  Tablets:  2 mg.,  scored  — bottles  of  1007 
5 mg.,  scored  — bottles  of  50  /70  mg.,  scored 
— bottles  of  50. 

For  additional  product  information,  see  your 
Upjohn  representative  or  consult  the  package 
circular. 
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macists  and  physicians.  The  quarterback  of 
this  service  team  is,  of  course,  the  doctor.  It 
is  he  who  calls  the  signals,  determines  the 
type  of  care  required,  delivers  the  orders 
which  set  the  other  principals  in  motion.  At 
the  same  time,  however,  his  actions  must  be 
conducted  within  the  program  restrictions 
mentioned  earlier  — finances  and  federal 
regulations.  Thus,  his  decisions  not  only  must 
be  within  the  framework  of  the  program  de- 
sign, they  must  also  be  such  that  other  health 
care  suppliers  may  also  remain  within  the 
framework.  It  is  admittedly  not  an  easy  course 
to  pursue,  but  it  is  one  to  which  we  must  con- 
form if  the  aims  of  the  program  are  to  be  met 
in  this  State. 

There  is  no  more  illustrative  example  of  the 
necessity  of  such  an  approach  than  in  the 
musing  home  segment  of  the  Title  XIX  Pro- 
gram. Forty-six  per  cent  of  oiu  budget  of 
$30,589,000.00  is  directed  toward  the  care  of 
4,000  patients  in  skilled  musing  homes, 
amounting  to  an  average  cost  of  $13.00  per 
day.  It  is  the  doctor  who  determines  the  level 
of  care  a patient  requires,  and  sets  into 
motion  the  machinery  necessary  to  provide 
that  care.  Admittedly  there  has  been  a degree 
of  misunderstanding  regarding  the  extent  and 
quality  of  care  available  at  other  levels  of 
musing  home  service.  Physicians,  motivated 
by  the  desire  to  assure  the  necessary  quality  of 
care  have  tended  to  emphasize  the  skilled 
nursing  home  approach  and  have  directed 
the  great  bulk  of  patients  into  such  facilities. 
Without  questioning  the  wisdom  of  such 
judgment,  it  may  be  useful  to  point  out  some 
of  the  capabilities  available  at  other  levels, 
and  to  suggest  alternatives  for  elderly  pa- 
tients who  may  require  daily  supervision  but 
who  do  not  need  the  intensity  of  care  pro- 
vided at  the  skilled  level. 

Intermediate  care  facilities  are  licensed  to 
provide  such  supervision  of  patients’  activities, 
including  eating,  walking,  administration  of 
drugs  and  others. 

At  an  average  cost  of  $6.60  per  day,  care  is 
provided  at  Intermediate  Care  Facilities 
(ICF)  under  the  supervision  of  a Registered 
Nurse  or  a licensed  practical  muse  or  at 
licensed  boarding  homes  under  the  supervision 
of  a responsible  lay  person.  Whereas  Skilled 
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Blue  Cross-Blue  Shield  Basic  Coverage. 


The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content  . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt,  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100,  500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 

Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
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Clinical  Extension 
of  a pure 
Smooth  Muscle 
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NOTE:  The  high  therapeutic  index 
of  Trocinate  permits  its  administra- 
tion in  dosage  sufficient  to  relieve 
smooth  muscle  spasm  promptly. 
400  mg.  dosage  usually  creates  a 
therapeutic  blood  level.  In  n 
dosage  after  relief,  L 
time  between  dosage  rather  than 
ing  the  recommended  dose  is  preferable. 
The  prompt  direct  action  allows  a 
consciousness  of  ike  first  suggestion  of 
return  of  symptom  ...  a guide  to  dose 
spacing  and  to  determining  when  treat- 
ment is  complete.  A prescription  for 
twelve  or  sixteen  400  mg.  tablets  will 
usually  correct  spasm  and  leave  a few 
tablets  for  a reserve. 


/ 
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TROCINATE 

Brand  THIPHENAMIL  HC1 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS— MUCOUS  COLITIS 
. . . the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  eff  ect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  ( J . Urol. 
73:487-93 ) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
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Nursing  Homes  require  a Registered  Nurse  on 
duty  for  24  hours  a day,  ICF’s  must  have  an 
RN  or  LPN  on  duty  eight  hours  per  day,  and 
qualified  personnel  for  the  remaining  hours. 
The  ICF  thus  has  the  capability  to  perform 
such  services  as  changing  dressings,  irrigating 
catheters,  giving  enemas,  administering  IM 
medications,  taking  BPS,  etc.  once  a day  or 
several  times  a week  when  the  RN  or  LPN  is 
on  duty.  It  is  significant  that  the  public 
awareness  and  confidence  in  Intermediate 
Care  Facilities  is  growing,  thus  decreasing  the 
pressure  on  doctors  to  recommend  only  skilled 
nursing  care  for  all  patients.  For  Medicaid  to 
serve  the  maximum  number  of  persons  within 
its  limited  budget,  it  is  vital  that  all  persons 
being  served  under  the  program  be  assigned 
to  the  proper  levels  of  care.  Such  assignment, 
of  course,  requires  considerable  advanced 
planning,  since  a patient’s  needs  may  change 
from  time  to  time.  It  is  particularly  important 
that  when  a patient  is  admitted  to  a hospital 
or  skilled  nursing  home,  a determination 
should  be  made  as  to  his  needs  after  he  is 
discharged  from  the  facility;  i.e.,  whether  he 
should  go  home,  or  be  assigned  to  an  ICF  or 
licensed  boarding  heme.  Such  advanced  plan- 
ning will  permit  rapid  transfer  without  the 
necessity  of  retaining  a patient  several  addi- 
tional days  at  higher  costs  simply  for  the  pur- 
pose of  arranging  his  transfer.  It  is  recognized, 
of  course,  that  medical  uncertainties  often  rule 
out  precise  planning.  Even  so,  however,  tenta- 
tive plans  can  be  made  which  will  expedite 
the  transfer  process.  The  Department  of  Pub- 
lic Welfare,  and  particularly  my  office,  is 
eager  to  assist  any  doctor  experiencing  any 
difficulties  in  this  area. 

Probably  the  most  vital  cogs  in  the  opera- 
tion of  the  entire  program  are  the  U-R  Com- 
mittees. These  units  are  being  established  by 
statutory  requirement  to  oversee  all  services 
rendered,  and  have  far  broader  responsibility 
than  adjudicating  hourly  fees.  It  is  the  com- 
mittee’s fundamental  responsibility  to  deter- 
mine that  the  tax  dollars  are  being  spent 
properly  in  all  aspects  of  the  Program’s  opera- 
tions, specifically,  that: 


( 1 ) The  client  has  received  the  service  for 
which  the  program  is  billed. 

(2)  The  client  is  eligible  for  benefits  under 
the  program. 

(3)  The  charges  rendered  are  reasonable- 
usual  and  customary  in  that  geograph- 
ical area  — fall  within  the  75th  per- 
centile. 

The  fiscal  agents  for  Title  XVIII.  Blue 
Cross-Blue  Shield,  and  Title  XIX,  Trav- 
elers Insurance  Company,  have  estab- 
lished fee  profiles  for  each  physician 
for  the  majority  of  services  rendered. 
You  are  aware  that  by  HEW  directives, 
all  fees  were  frozen  as  of  January  1, 
1969,  and  none  would  be  approved  for 
amount  charged  by  75  per  cent  of  the 
physicians  in  the  geographical  region. 

( 4 ) The  client  has  received  the  appropriate 
amount  of  care,  not  too  much  or  too 
little.  This  involves  determining  that 
the  number  of  visits,  the  diagnostic  pro- 
cedures (lab  and  x-ray,  etc.),  the  ther- 
apy rendered,  e.g.  injections,  drugs  pre- 
scribed, etc.  with  consideration  of  the 
diagnoses  is  in  accord  with  the  gen- 
erally prevailing  standard  for  quality 
medical  care. 

The  work  of  these  committees  is  complex 
and  time-consuming.  Your  colleagues  who  are 
now  involved  and  will  be  involved  in  this  pro- 
gram in  the  future  will  be  doing  a splendid 
job  for  the  program  and  are  to  be  com- 
mended. I should  hope  that  you  might  ap- 
preciate that  this  is  a service  for  the  medical 
profession  as  well  as  for  all  of  the  citizens  of 
South  Carolina. 

There  are  many  other  areas  that  I might 
touch  on,  but  for  the  moment  this  will  suffice. 
In  conclusion,  I would  emphasize  that  an 
insufficient  amount  of  money  to  fulfill  all  of 
the  needs  of  the  welfare  clients  is  our  basic 
problem.  Controls  are  essential  to  determine 
that  your  tax  dollars  are  being  spent  properly. 
The  understanding,  cooperation,  and  involve- 
ment of  the  entire  medical  profession  is  neces- 
sary if  the  Title  XIX,  Medicaid,  Program  is  to 
operate  efficiently  and  achieve  its  goal. 
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WINCHESTER 

“CAROLINAS’  HOUSE  OF  SERVICE ” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Wincliester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver- 
tised CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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MEETINGS 


The  American  Academy  of  General  Prac- 
tice’s Annual  Scientific  Assembly  will  be 

held  this  year  at  the  Convention  Hall  in 
Miami  Beach,  Florida.  The  dates  are 
October  4-7. 

The  Seventh  National  Cancer  Conference 

will  be  held  at  the  Biltmore  Hotel  in  Los 
Angeles,  California,  on  September  27,  28, 
and  29,  1972.  National  Cancer  Conferences 
are  held  every  four  years.  Plan  now  to  at- 
tend. 


The  Department  of  Otolaryngology  of  the 
University  of  Miami  School  of  Medicine  will 
present  a “Postgraduate  Course  in  Oto- 
laryngology for  the  Family  Physician”  in 
Miami  on  October  8 and  9,  1971.  Course 
Director  will  be  F.  W.  Pullen,  II,  M.D., 
Neuro-Otologic  Laboratory,  School  of  Medi- 
cine, Post  Office  Box  875,  Biscayne  Annex, 
Miami,  Florida,  33152. 


DEATHS 


W.  R.  JONES 

Dr.  William  R.  Jones,  72,  physician  at  the 
regional  office  of  the  Veterans’  Administration, 
died  May  21  in  Columbia.  Dr.  Jones  had  prac- 
ticed surgery  in  Minneapolis  for  35  years 
before  coming  to  Columbia.  He  was  a gradu- 
ate of  the  Medical  University  of  South  Caro- 
lina and  served  his  internship  in  Columbia 
Hospital  and  a residency  in  Minneapolis. 

D.  C.  DIXON 

Dr.  David  Charles  Dixon  (USN-Ret. ) of 
Hilton  Head,  died  at  a Charleston  hospital  on 


May  2.  Dr.  Dixon  was  a graduate  of  the  Uni- 
versity of  Pittsburgh  School  of  Medicine.  He 
became  an  associate  in  pathology  at  the  Medi- 
cal University  of  South  Carolina  in  1964. 

J.  A.  BENNETT 

Dr.  James  Allan  Bennett,  78,  died  on  May 
29  in  the  Baptist  Hospital  in  Columbia.  Dr. 
Bennett  graduated  from  the  Medical  College 
of  Virginia  in  1919.  After  spending  40  years 
in  general  practice  in  West  Virginia,  he  was 
associated  from  1960  until  1963  with  the 
Columbia  Hospital  Clinic. 


RESIDENCY  IN  GENERAL  PSYCHIATRY  AND  CHILD  PSYCHIATRY 

The  William  S.  Hall  Psychiatric  Institute  has  residency  openings  commencing 
July  1,  1971,  in  the  three-year  general  psychiatry  program  and  its  two-year  child 
psychiatry  program.  The  program  is  academically-oriented  and  fully  supervised 
by  full-time  teaching  staff  of  eight  general  psychiatrists,  three  child  psychiatrists, 
and  two  neurologists.  The  full-time  staff  is  supplemented  by  teaching  consultants 
in  neurology,  psychiatry,  and  child  psychiatry  and  by  excellent  supportive  services 
in  psychology,  social  work  and  adjunctive  therapies.  Salary  range  $11,358  - 
$16,202.  NIMH  grants  available.  Submit  inquiries  to  Director,  William  S.  Hall 
Psychiatric  Institute,  P.  O.  Box  119,  Columbia,  South  Carolina  29202. 

EQUAL  OPPORTUNITY  EMPLOYER 
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Ulcer 

Re- 

lief! 


Dicarbosil 


ANTACID 

Your  ulcer  patients  and 
others  will  respond  favorably 
to  it  Specify  DICARBOSIL 
144's  — 144  tablets  in  12  rolls 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St  Louis.  Missouri  63102 


CLINICAL  CENTER  STUDY  OF 
PATIENTS  WITH  CHRONIC  DIARRHEA 

The  cooperation  of  physicians  is  requested  in  the 
referral  of  patients  for  the  study  of  chronic  diarrhea 
being  conducted  by  the  National  Heart  and  Lung 
Institute’s  Experimental  Therepeutics  Branch  at  the 
Clinical  Center,  National  Institutes  of  Health,  Beth- 
esda.  Maryland. 

Patients  with  chronic  diarrhea  due  to  regional 
enteritis,  nontropical  sprue,  short  bowel  syndrome  or 
dumping  syndrome  with  hvpermotility  are  needed  for 
this  study.  Patients  requiring  steroids  are  not  suitable. 
Selected  patients  will  be  admitted  for  evaluation  and 
treatment  with  either  standard  or  experimental  agents. 

Upon  completion  of  their  studies,  patients  will  be 
returned  to  the  care  of  the  referring  physician,  who 
will  receive  a summary  of  findings  and  any  recom- 
mendations. 

Physicians  interested  in  having  their  patients  con- 
sidered for  admission  to  these  studies  may  write  or 
telephone: 

Harry  R.  Keiser,  M.D. 

Clinical  Center,  Room  7N-256 
National  Institutes  of  Health 
Bethesda,  Maryland  20014 
Area  Code  301-496-2044  or  2452 


CLINICAL  CENTER  STUDIES  OF 
HEMOLYSIS  AND  BILIRUBIN 
METABOLISM 

The  cooperation  of  physicians  is  requested  in  the 
referral  of  patients  for  studies  of  hemolysis  and  bili- 
rubin metabolism  being  conducted  by  the  Metabolism 
Branch  of  the  National  Cancer  Institute  at  the  Clini- 
cal Center,  National  Institutes  of  Health,  Bethesda, 
Maryland. 

Two  categories  of  patients  are  needed: 

( 1 ) Patients  with  chronic  hemolytic  states,  either 
hereditary  or  acquired.  Patients  with  con- 
genital spherocytosis  prior  to  splenectomy  or 
with  autoimmune  hemolytic  anemias  are  par- 
ticularly suitable  for  these  studies,  but  any 
patient  with  chronic  hemolytic  anemia  will  be 
considered. 

( 2 ) Patients  with  specific  abnormalities  of  bilirubin 
metabolism,  such  as  Gdbert’s.  Dubin-Johnson 
or  Crigler-Najjar  syndromes. 

Of  patricular  interest  are  adolescents  and  adults 
who  are  ambulatory.  Suitable  patients  will  be  ad- 
mitted to  the  Clinical  Center  for  study. 

Physicians  interested  in  having  their  patients  con- 
sidered for  admission  to  these  studies  may  write  or 
telephone: 

Paul  D.  Berk,  M.D. 

Clinical  Center,  Room  4N-117 
National  Institutes  of  Health 
Bethesda,  Maryland  20014 
Telephone:  (301)  496-5955 
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Does  the 

antianxiety 

agent 

assure  you  of  smooth 
predictable  action? 

have  a 30-year 
safety  record? 


you  now 
prescribe 


minimize 

side  effect  surprises? 

consider  your 
patient's  pocketbook? 


Here's  one  that  does! 


SODIUM® 

(SODIUM  BUTABARBITAL) 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates. 
Precautions:  Exercise  caution  in  moderate  to  severe  hepatic 
disease.  Elderly  or  debilitated  patients  may  react  with  marked 
excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose 
levels,  skin  rashes,  "hangover"  and  systemic  disturbances  are 
seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg. 
t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg.  Available  as: 
Tablets,  15  mg.,  30  mg.,  50  mg.,  1 00  mg.;  Elixir,  30  mg.  per  5 cc. 
(alcohol  7%).  Buticaps®  [Capsules  Butisoi  Sodium  (sodium 
butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 

-\tti  t T|  McNeil  Laboratories,  Inc., 

Fort  Washington,  Pa.  19034 


anxiety: 
a time  bomb 
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Unless  "defused,"  anxiety  may  build  up  to  an  intensity  that  can  over-  c*  t» 
whelm  the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illness 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and  % 
interfere  with  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjuncfivejj 
or  alone  — has  demonstrated  clinical  usefulness  in  many  fields  of  medi^l^ 
practice  where  anxiety  complicates  the  patient's  condition. 
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antianxiety 


Librium 

(chlordiazepoxide 

HCl) 

5-mg,10-mg, 

25-mg  capsules 
up  to  100  mg  daily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 

known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 
patic function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies  may 
be  present  and  protective  measures  nec 
essary.  Variable  effects  on  blood  coagula 
tion  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Ad  verse  Reactions:  Drowsiness, 

ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper 
dosage  adiustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances,  syncope  has  been  re- 
ported. Also  encountered  are  isolated  in 
stances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  con 
stipation,  extrapyramidal  symptoms,  in- 
creased and  decreased  libido— all  infre 
quent  and  generally  controlled  with  dos- 
age reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  re- 
ported occasionally,  making  periodic 
blood  counts  and  liver  function  tests  ad- 
visable during  protracted  therapy. 
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Simple,  accurate  test  for  glycosuria 
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DU-7019 

Who’s  afraid  of  the 
big  bad  enema? 


We  all  are.  But  Dulcolax  is  the  cure  tor  enemaphobia 

It  can  do  almost  anything  an  enema  can  — except  look  scary 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour  Gone  are  the  tubing,  the  "accidents" 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly Suppositories  mayalso  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  Is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax!.. it’s  predictable 
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Hypersensitivity 
to  penicillin 
is  a good  reason 
to  consider 
Lincocin 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
/2-hemolytic  streptococcal 
infections,  treatment  should 
continue  for  at  least  10  days. 

Studies  indicate  that 
Lincocin  does  not  share 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 
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So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


Lincocin 

(lincomycin  hydrochloride, 
l Jniohn) 


I 


(lincomycin  hydrochloride,  Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci, pneumococci,  and  staphylococci 


Each  Lincomycin  hydro- 
preparation chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

‘Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

‘Contains  also:  Benzyl  Alcohol  9 mg.;  and, 
Water  for  Injection— q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 

I in  patients  with  severe  impairment  of 
renal  function. 

PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  /3-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal— Glossitis,  stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hy  persensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
Liver—  Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular  — Instances  of  hypoten-  , 
sion  following  parenteral  administration 
have  been  reported,  particularly  after  too 
rapid  I.V.  administration.  Rare  instances  j 
of  cardiopulmonary  arrest  have  been  re-  I 
ported  after  too  rapid  I.V.  administration.  1 
If  4.0  grams  or  more  administered  I.V.,  1 
dilute  in  500  ml.  of  fluid  and  administer 
no  faster  than  100  ml.  per  hour.  Local 
reactions—  Excellent  local  tolerance  dem- 
onstrated to  intramuscularly  administered 
Lincocin.  Reports  of  pain  following  in- 
jection have  been  infrequent.  Intrave- 
nous administration  of  Lincocin  in  250 
to  500  ml.  of  5%  glucose  in  distilled  | 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg.  and  500  mg. 
Capsules— bottles  of  24  and  100. 


Sterile  Solution,  300  mg.  per  ml.— 2 and 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 ml.— 60  ml.  and  pint 
bottles. 

For  additional  product  information,  con- 
sult the  package  insert  or  see  your  Upjohn 
representative. 

JA71-1203  MED  B-5-SR  (KZL-6) 


The  Upjohn  Company 
Kalamazoo 
Michigan  49001 


Upjohn 


WILLINGWAY 

311  Jones  Mill  Road  Telephone  : 

Statesboro,  Georgia  (912)  764-6236 

LONG  TERM  THERAPY  OF  DRUG  DEPENDENCY  CONDITIONS 

Willingway  Hospital  is  a new  facility,  the  first  complete  hospital  to  be  constructed 
under  the  Georgia  Hospital  Redes  and  Regulations,  revision  of  November  24,  1969, 
authorizing  residential  type  units. 

Located  at  the  city  limits  in  east  Statesboro  on  an  eleven  acre  tract  of  woodland 
in  a quiet,  secluded  area  containing  a lake,  the  single  story,  multi-level  hospital 
consists  of  a detoxification  section  and  a residential  care  section.  The  detoxification 
unit  is  equipped  and  staffed  for  the  withdrawal  treatment  of  any  type  of  intoxica- 
tion including  alcohol,  narcotics,  sedatives,  tranquilizers  and  other  drugs  or 
combinations. 

The  residential  care  unit  is  composed  of  26  private  rooms  with  private  baths 
convenient  to  a comfortable  lounge  and  arranged  to  achieve  an  intimate  home-like 
atmosphere.  All  living  units  are  individually  decorated  and  furnished.  No  two  are 
alike.  Wall  to  wall  carpet  throughout. 

There  is  a large  day  room,  inside  and  outside  patios,  a dining  room  where  home 
cooked  meals  are  served,  a library  and  conference  rooms.  The  building  is  all 
electric,  completely  air  conditioned  with  individual  controls,  and  is  protected  by  a 
modem  sprinkler  system  in  all  areas. 

Male  and  female  patients  are  admitted  to  the  detoxification  unit  for  withdrawal. 
When  this  phase  is  completed,  they  are  transferred  to  the  residential  care  unit  for 
continuation  of  rehabilitative  therapy. 

The  Willingway  treatment  program  operated  successfully  at  another  location  in 
Statesboro  for  four  years  before  moving  to  the  new  facility. 

Requirements  for  admission.  To  be  admitted  all  new  patients  must  agree  to  the 
following: 

1.  Stay  28  days. 

2.  No  telephone  calls. 

3.  No  visitors. 

4.  No  automobiles 

5.  Pay  for  28-day  program  at  time  of  admission. 

Incoming  and  outgoing  mail  is  not  restricted.  Mail  is  not  read  or  censored.  No  one 
is  admitted  for  detoxification  only. 

For  rates  and  information  write  to: 

WILLINGWAY 
P.  O.  Box  508 
Statesboro,  Ga.  30458 

John  Mooney,  Jr.,  M.  D.  Mrs.  Dorothy  R.  Mooney 

Medical  Director  Administrator 


Member  Georgia  Hospital  Association 


When  your  income  STOPS 

Have  a guaranteed  income  that 


STARTS/ 


It’s  easy  with  the  Income  Protection  Plan  sponsored  and  endorsed  by  the 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


What's  it  all  about?  Just  this  — when 
accident  or  sickness  derails  your  earn- 
ing power  and  your  income  STOPS,  our 
regular  Income  Protection  Benefit  Checks 
will  help  you  get  back  on  the  track,  and 
help  keep  you  in  your  own  world! 


Why  Income  Protection  from  Educators? 

• Educators  Mutual  Life  is  a pioneer  in 
designing  Income  Protection  Plans 

• Educators  Mutual  Life  was  among  the 
first  to  provide  cooperative  rehabilitation 

• Recommended  by  your  Society 

• Local  service  from  a local  representative 


Without  obligation,  learn  the  many  advantages  of  your  local  Society’s  Income  Protection  Plan.  Write  or  phone: 


representing 


Charles  W.  Dudley  • Phone:  (803)  662-6525 
Box  3201  — Florence,  S.  C.  29501 


Educators  IfluTual  £ije 


INSURANCE  COMPANY 

Lancaster.  Pa.  17604 


WHEN  YOUR  BACK  FEELS  GOOD  YOU’LL  FEEL  GOOD’’ 


SEALY  POSTUREPEDIC 

A Unique  Back  Support  System 

Designed  in  cooperation  with  lead- 
ing orthopedic  surgeons  for  comfort- 
ably firm  support-“no  morning 
backache  from  sleeping  on  a too-soft 
mattress.”  And  you  choose  the  com- 
fort: Extra  Firm  or  Gently  Firm. 

POSTUREPEDIC  IMPERIAL 

QUEEN  SIZE  60x80”  2-pc.  set  $299.95 
KING  SIZE  76x80”  3-pc.  set  $399.95 

$0095 

Twin  or  full  size,  ea.  pc. 

“No  morning  backache  from  sleeping  on  a too-soft  mattress.  ” 

SEALY  OF  THE  CAROLINAS,  INC. 


(a  division  of  the  69-year  old  Peerless  Mattress  Co.) 


Lexington,  N.  C.  Asheville,  N.  C. 

Charlotte,  N.  C.  Greenville,  N.  C. 

High  Point,  N.  C.  Columbia,  S.  C. 

“sleeping  on  Sealy  is  like  sleeping  on  a cloud” 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  - neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

‘NEOSPORIN' 

brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


i BURROUGHS  WELLCOME  & CO.  (U.S.A.) 


INC.,  Tuckahoe,  N.Y. 


when 

G-l  symptoms 
demand 


move  up  to 
“the  Robinul 
response” 


a potent 

synthetic 

anticholinergic 


In  treating  hypersecretion  and  hypermotility 
associated  with  gastritis  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics? 

Then  move  up  to  a potent  anticholinergic — 
Robinul®  Forte  (2  mg.  glycopyrrolate). 

It  provides  prompt,  pronounced,  prolonged 
suppression  of  gastric  hypersecretion, 
making  it  a highly  effective  agent  in  gastritis 
and  other  upper  G-l  conditions  associated 
with  hypersecretion  and  hypermotility. 
Because  Robinul  Forte  exerts  a profound 
antispasmodic  action,  it  is  also  useful  in  the 
treatment  of  lower  G-l  disorders,  such  as 
functional  bowel  distress  and  spastic  and 
irritable  colon.  If  the  patient  has  a “one  tract 
mind”  concerning  his  condition,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 
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PURULENT  MENINGITIS  CAUSED  BY  SHIGELLA 
FLEXNERI 

A CASE  REPORT 


HAROLD  P.  JACKSON,  M.D.*  AND 
DONALD  G.  KILGORE,  JR.,  M.D.** 


Introduction: 

Although  bacillary  dysentery  has  been 
described  as  a clinical  disease  for  almost 
2,500  years  and  is  familiar  to  every  physician, 
meningitis  caused  by  Shigella  organisms  is 
extremely  rare.  As  far  as  the  authors  have 
been  able  to  determine,  only  three  docu- 
mented cases  of  Shigella  meningitis  have  been 
reported  previously.1'2'3  This  child  would 
appear  to  represent  the  third  case  of  menin- 
gitis caused  by  Shigella  Flexneri. 

Case  Report: 

This  infant  was  the  product  of  a normal  pregnancy 
except  that  the  mother  was  stated  to  have  had  a 
“viral”  infection  several  weeks  prior  to  the  baby’s 
birth.  The  infant  had  a normal  delivery.  The  mem- 
branes ruptured  during  labor.  The  mother  and  father 
were  well.  The  mother  had  had  some  previous 
emotional  disturbances  and  had  been  under  psy- 
chiatric treatment.  She  had  spent  a short  time  in  a 
mental  hospital.  Two  siblings  were  reported  to  have 
“influenza”  while  the  baby  was  in  the  hospital.  No 
history  of  congenital  diseases  was  reported. 

Prior  to  discharge  from  the  Donaldson  Air  Force 
Base  Hospital  the  mother  had  noted  that  the  infant 
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had  nursed  poorly  and  that  she  had  been  concerned 
about  it.  After  discharge  from  the  hospital  the  mother 
mentioned  that  the  baby  took  only  one  to  two  ounces 
of  formula  at  a time.  On  the  eighth  day  of  life  the 
mother  noticed  that  the  baby  was  listless  and  took 
feedings  even  more  poorly.  On  the  ninth  day  of  life 
the  infant  was  taken  to  the  base  hospital  where  a 
spinal  tap  was  attempted  without  success.  Because 
of  this  the  baby  was  then  referred  to  one  of  us. 
( HPJ ) 

Physical  examination  showed  a fairly  well  de- 
veloped, well  nourished,  listless  white  male  infant 
who  cried  feebly.  Temperature  was  97.0;  pulse  was 
100;  and  respirations  were  24.  The  anterior  fontanel 
was  definitely  bulging.  The  pupils  reacted  well.  There 
was  no  drainage  from  the  ears  and  no  obstruction  of 
the  nose.  The  mouth  was  clear.  The  pharynx  was 
mildly  injected.  The  neck  appeared  to  be  supple.  No 
lymphadenopathy  was  noted.  The  chest  was  sym- 
metrical. The  breasts  were  normal.  There  was  no 
obvious  cardiac  enlargement,  and  no  murmur  was 
noted.  The  lungs  were  clear  to  percussion  and 
auscultation.  Good  femoral  pulses  were  noted 
bilaterally.  The  abdomen  was  soft  without  palpable 
masses.  The  liver  was  not  enlarged.  All  extremities 
moved  well.  The  Moro  reflex  was  intact  but  some- 
what hyperactive. 

A lumbar  puncture  was  performed  in  the  physi- 
cian’s office.  The  fluid  had  a peculiar  orange,  cloudy 
appearance.  The  total  white  cell  count  of  the  spinal 
fluid  was  5,100  with  78  per  cent  neutrophils  and 
22  per  cent  lymphocytes.  Sugar  was  20  mg/ 100  cc. 
Total  protein  was  480  mg/ 100  cc.  The  infant  was 
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admitted  to  Greenville  General  Hospital  at  6:00  p.m. 
on  March  3,  1963. 

The  urinalysis  showed  a pH  of  6.0  The  rest  of  the 
urinalysis  was  essentially  normal.  Hemoglobin  was 
20.0  grams.  Peripheral  white  count  was  7,900  with 
29  per  cent  segs.  8 per  cent  stabs,  and  63  per  cent 
lymphocytes.  A smear  of  the  spinal  fluid  showed  gram 
negative  rods.  The  infant  was  started  on  1 million 
units  of  aqueous  penicillin  q8h  intravenously,  100 
mg  Sulfadiazine  q8h  subcutaneously,  and  50  mg 
Chloramphenicol  intravenously  q8h.  On  the  evening 
of  admission  the  infant  had  a cyanotic  episode  with 
apnea.  On  the  morning  after  admission,  the  respira- 
tions were  labored,  but  the  baby  was  somewhat  more 
active.  A high  pitched  cry  was  noted.  Seizures  con- 
tinued but  responded  moderately  well  to  phenobar- 
bital.  The  baby  continued  to  have  respiratory  distress 
and  cyanosis.  He  expired  at  7:40  p.m.  on  March  4, 
1963,  25  hours  after  admission. 

At  autopsy  the  infant  was  a fairly  well  developed, 
well  nourished  white  male  infant  weighing  2820 
grams.  Total  body  length  was  49.0  cm.  A muco- 
sanguineous  material  exuded  from  the  nose  and 
mouth.  Approximately  20  cc  of  serosanguineous  fluid 
was  present  in  each  pleural  cavity.  The  lungs  were 
quite  atelectatic.  Focal  petechiae  and  consolidation 
could  be  seen.  A considerable  amount  of  purulent 
exudate  was  noted,  chiefly  over  the  temporal  poles 
and  the  base  of  the  brain.  No  abnormalities  of  the 
other  organs  could  be  found.  Cultures  of  blood  and 
spinal  fluid  done  on  admission  grew  a pure  culture 
of  Shigella  Flexneri  (group  B).  Post  mortem  cultures 
of  heart  blood  and  the  meningeal  exudate  produced 
the  same  organism. 

Discussion: 

Shigella  infections,  in  contrast  to  those  caused 
by  Salmonella,  have  been  considered  almost 
exclusively  as  an  infection  confined  to  the 
intestinal  tract.  Shigella  organisms  reside 
preferentially  in  colonic  epithelial  cells— a 
unique  characteristic  compared  to  all  other 
enteric  bacterial  pathogens.24  This  generality' 
holds  true  in  almost  all  cases,  but  there  are  a 
number  of  interesting  exceptions.  Bacteremia 
has  been  documented  quite  well.  Forty-eight 
cases  of  bacteremia  ( 198  if  reference  7 can  be 
included)  have  been  reported  as  caused  by 
Shigella  Flexneri,4’11’12'13'14  and  16  16  cases  of 
bacteremia  have  been  reported  by  Shigella  dy- 
senteriae4,14  and  4 cases  of  bacteremia  caused 
by  Shigella  sonnei  have  been  reported.4'5’6  and 
10  One  case  of  Shigella  Allcalescens  bacteremia 
has  been  reported,15  if  Alkalescens  is  still  con- 
sidered as  a Shigella  rather  than  an  Escheri- 
chia. (The  above  authors15  mention  24  cases 


of  Shigella  bacteremia  of  unmentioned  type 
reported  by  Ashworth  and  Upchurch.7 

Probably  one  of  the  most  detailed  studies 
of  Shigellosis  was  written  by  Ch’in  and  Hu.1 
These  authors  describe  their  findings  in  89 
autopsied  cases  from  the  Pathology  Depart- 
ment of  the  Peiping  Union  Medical  College  in 
Peiping,  China.  This  consisted  of  87  cases  of 
lesions  in  the  intestinal  tract.  Forty-three 
cases  were  primary  dysentery,  ( dysentery  was 
the  main  condition  or  cause  of  death ) ; and  44 
cases  were  those  in  which  dysentery  was  a 
terminal  or  complicating  condition  of  such 
diseases  as  tuberculosis,  cirrhosis,  strepto- 
coccal septicemia,  lung  abscess,  kala-azar,  etc. 
The  most  frequent  extraintestinal  changes  in 
the  43  uncomplicated  cases  of  dysentery  were 
a severe  fatty  change  of  the  liver,  nephrosis, 
more  rarely,  glomerular  changes  in  the  kid- 
ney, and  ganglion  cell  degeneration  in  the 
cerebral  cortex.  Pyelophlebitis  of  the  mes- 
enteric and  portal  vein  with  multiple  liver 
abscesses  was  described  once. 

Two  cases  of  purely  extra-intestinal  Shigel- 
losis were  described.  The  first  was  a 6 months 
old  malnourished  female  who  had  subacute 
pyelonephritis  and  multiple  abscesses  of  the 
kidney  without  any  lesions  in  the  gastro- 
intestinal tract.  A Shigella  of  the  mannite 
fermenting  group  was  cultured  from  the  urine 
before  death  and  from  both  the  kidneys  and 
the  urine  at  autopsy.  The  second  case  was  a 
6 day  old  malnourished  female  who  had  a 
purulent  meningitis  and  a bilateral  acute  puru- 
lent otitis  media.  At  autopsy  a pure  culture 
of  Shigella  of  the  mannite  fermenting  group 
was  grown  from  the  heart  blood,  both  middle 
ears,  meninges,  and  lungs.  Bacilli  were 
easily  demonstrated  in  the  sections  of  the 
meninges.  It  was  their  impression  that  extra- 
intestinal  Shigellosis  was  almost  exclusively 
seen  in  malnourished  or  debilitated  individ- 
uals, often  without  gastrointestinal  lesions. 

A second  case  of  meningitis  was  reported 
by  Trindade  and  Nastari  from  the  University 
of  Sao  Paulo  School  of  Medicine.2  A 22  year 
old  man  admitted  with  characteristic  symp- 
toms and  signs  of  acute  appendicitis  under- 
went appendectomy  under  spinal  anesthesia. 
Spinal  fluid  from  the  lumbar  puncture  was 
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clear  at  the  time  of  operation.  A phlegmonous 
appendix  was  found  which  was  ruptured  dur- 
ing the  course  of  operation.  The  peritoneal 
cavity  was  drained  for  2 days,  and  prophy- 
lactic penicillin  and  sulfacetamide  were  given 
intravenously.  A few  hours  after  the  operation 
the  patient  developed  fever  (up  to  104  F), 
headache,  slight  nuchal  rigidity,  confusion,  and 
convulsions.  Intracisternal  and  lumbar  punc- 
tures revealed  cloudy  fluid  containing  numer- 
ous neutrophils  which  later  grew  out  a pure 
culture  of  Shigella  paradysenteriae.  The  pa- 
tient had  a stormy  course  until  the  etiologic 
organism  was  found;  and  he  was  started  on 
oral  and  intracisternal  Chloromycetin.  The  pa- 
tient recovered  and  was  discharged  on  the  37th 
hospital  day.  Cisternal  punctures  with  cul- 
tures 2 weeks  and  3 months  after  discharge 
demonstrated  no  abnormalities.  No  blood  cul- 
ture was  taken  during  the  acute  phase  of  the 
disease.  The  authors  have  attributed  the 
meningitis  to  contamination  at  the  time  of 
anesthesia  or  to  simultaneous  bacteremia  or 
septicemia.  The  authors  state  that  their  col- 
leagues7 reviewed  150  cases  of  S.  para- 
dysenteriae septicemia  between  1901  and  1949 
without  finding  a case  of  meningitis. 

The  third  case  of  Shigella  meningitis  was 
reported  by  Whitfield  and  Humphries  from 
the  University  of  Alabama  Medical  Center.8 
This  white  male  infant  became  listless,  ano- 
rectic, and  febrile  3 days  after  birth.  When 
convulsions  followed,  lumbar  puncture  yielded 
cloudy  fluid  which  grew  out  Shigella  sonnei 
(group  D).  Blood  and  stool  cultures  also  grew 
out  Shigella  sonnei.  The  infant  responded  to 
Ampicillin  and  Kanamycin.  He  was  con- 
sidered normal  at  age  6 months.  The  apparent 
source  of  infection  was  the  mother.  Her  stool 
specimens  were  positive  for  S.  sonnei,  and 
the  maternal  membranes  had  ruptured  12 
hours  prior  to  delivery. 

A doubtful  case  of  S.  dysenteriae  meningitis 
was  reported  by  DeSautelle8  in  a three  week 
old  breast  fed  infant.  A blood  culture  taken 
from  the  great  toe  grew  out  a pure  culture  of 
Shigella  dysenteriae.  Shortly  before  death  five 
days  later,  the  child  began  to  have  convul- 
sions. Lumbar  puncture  revealed  fluid  that 
was  grossly  bloody  from  three  different  sites 


and  was  equally  bloody  at  the  beginning  and 
the  end  of  flow.  This  bloody  fluid  grew  a pure 
culture  of  S.  dysenteriae.  Autopsy  was  refused. 
It  would  appear  that  the  organism  in  this 
fluid  came  from  the  blood  stream  rather  than 
a meningitis,  although  meningitis  remains  a 
possibility. 

A confusing  report  was  presented  by 
Deshmukh"  from  the  BJ  Medical  School  in 
Poona,  India.  A 14  month  old  male  had  a 4 
day  history  of  bloody  diarrhea  (40  to  50 
stools  daily),  tenesmus,  and  fever.  Emetine 
eliminated  the  blood  from  the  stools,  but  not 
the  diarrhea.  Polyvalent  antidysenteric  serum 
was  given  without  significant  effect.  The 
child  developed  clinical  symptoms  and  signs 
of  meningitis.  A transfer  to  the  hospital  was 
urged,  but  the  parents  refused.  The  child 
died  the  next  day.  No  autopsy  or  culture  of 
spinal  fluid  or  blood  was  obtained.  The 
author  felt  that  this  represented  a “mixed 
infection”.  However  he  did  not  state  his 
opinion  of  the  etiologic  organisms. 

The  rarity  of  septicemia  much  less  menin- 
gitis can  be  demonstrated  from  a few  large 
series  of  bacillary  dysentery  as  well  as  large 
series  of  meningitis  both  in  the  general  popu- 
lation and  in  the  neonatal  period.  Ch’in  and 
Hu1  only  had  two  cases  of  septicemia  in 
approximately  2000  cases  of  Shigellosis  at  the 
Peiping  Union  Medical  College  from  1921  to 
1940.  Henson4  reported  only  2 cases  of 
Shigella  septicemia  from  60,680  blood  cultures 
in  10  years  from  Charity  Hospital  of  Louisi- 
ana at  New  Orleans.  Blatt  and  Shaw18  re- 
ported no  cases  of  septicemia  or  meningitis 
in  356  cases  of  bacillary  dysentery  in  the 
Cook  County  Hospital  in  Chicago  from  1930 
to  1932.  Swartz  and  Dodge19  in  their  massive 
review  of  bacterial  meningitis  did  not  mention 
Shigella  as  an  etiologic  organism  in  their  own 
series  of  207  cases  or  in  the  many  thousands 
of  cases  they  reviewed.  Investigation  of  the 
articles  reviewed  also  failed  to  reveal  mention 
of  Shigella  as  an  etiologic  organism.  Hertzog20 
found  no  cases  of  Shigella  in  his  377  cases  of 
fatal  meningitis  that  came  to  autopsy  at  the 
University  of  Minnesota  Medical  School  be- 
tween 1935  and  1945.  Yu  and  Grauaug21 
analyzed  47  cases  of  purulent  meningitis  in 
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the  neonatal  period  from  the  Royal  Alexandra 
Hospital  in  Sidney,  Australia;  but  none  was 
caused  by  Shigella.  Also,  Shigella  was  not 
found  in  83  cases  of  neonatal  meningitis 
analyzed  at  the  Children  Medical  Center  of 
the  Harvard  Medical  School  by  Ziai  and 
Haggerty.22  Ziai  and  Haggerty  considered 
numerous  important  factors  in  the  patho- 
genesis of  neonatal  meningitis.  Premature 
infants  were  especially  susceptible  comprising 
30  per  cent  of  their  series  but  representing 
only  7 per  cent  of  births  in  the  community. 
The  increased  permeability  of  the  meninges 
to  dye  in  the  premature  infant  was  thought  to 
explain  partially  this  particular  vulnerability. 
Obstetrical  trauma  such  as  breech  delivery 
(19  cases)  was  mentioned.  Maternal  infection, 
particularly  when  associated  with  prolonged 
rupture  of  the  membranes,  was  considered  to 


be  quite  important.  Haltalin23  reported  16 
cases  of  neonatal  Shigellosis  from  the  Chil- 
dren’s Medical  Center  and  Parkland  Memorial 
Hospital  in  Dallas.  He  also  reviewed  8 cases 
from  the  world’s  medical  literature.  He  re- 
corded one  case  of  apparent  septicemia.  Shig- 
ella dysenteriae  was  cultured  from  heart  blood 
at  autopsy  6 hours  after  death.  No  cases  of 
meningitis  were  reported. 

Final  Summary: 

The  third  case  of  meningitis  caused  by 
Shigella  Flexneri  and  the  fourth  case  of  menin- 
gitis caused  by  Shigella  was  diagnosed  clini- 
cally and  confirmed  at  autopsy  in  a 10  day 
old  white  male  infant.  The  previous  cases  of 
Shigella  meningitis  as  well  as  Shigella  septi- 
cemia in  the  reported  literature  were  re- 
viewed. 
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ANTIBIOTIC  TOXICITY 


ALLEN  H.  JOHNSON,  M.D.* 


With  the  development  of  newer  antibiotics 
to  combat  emerging  drug  resistant  micro- 
organisms physicians  must  now  be  concerned 
not  only  with  the  choice  of  a particular  anti- 
biotic for  the  infection  but  also  with  the 
problems  of  side  effects  that  may  be  created 
by  treatment.  Unpreventable,  idiosyncratic 
reactions  probably  account  for  less  of  the 
serious  side  effects  than  physician  unaware- 
ness of  known,  often  anticipated  toxicity. 
Most  physicians  are  not  impressed  by  the 
toxic  potency  of  new  antibiotics  until  they  see 
or  know  of  a specific  instance  where  toxicity 
has  occurred.  The  possibility  of  adverse  effects 
of  antimicrobial  agents  should  be  considered 
prior  to  administration.  Many  times  the  re- 
sponsibility of  an  iatrogenic  disease  is  due  to 
physician  unawareness;  when  for  example  a 
physician  selects  an  antimicrobial  drug  that 
is  more  toxic  than  suitable  alternate  drugs  that 
are  available;  when  specific  host  character- 
istics which  predispose  to  toxic  reactions  are 
not  considered;  when  specific  laboratory  tests 
( for  example,  creatinine  to  evaluate  renal 
function)  are  not  obtained;  and  most  often 
when  antimicrobial  agents  are  administered 
unnecessarily. 

The  following  brief  cases  illustrate  several 
different  types  of  antibiotic  toxicity. 

Case  #1 

A 17-year-old  patient  was  seen  with  exudative 
pharyngitis  and  treated  with  Ampicillin  250  mg 
every  six  hours.  The  sore  throat  persisted  and  after 
one  week  of  therapy,  a maculopapular  and  erythe- 
matous rash  developed  over  the  extensor  aspects  of 
the  limbs  especially  over  the  elbows  and  knees  and 
spread  to  most  areas  of  the  body.  The  rash  was 
extremely  florid. 
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This  is  an  illustration  of  the  use  of  a more  toxic 
drug  when  a less  toxic  drug  would  have  been  more 
suitable.  Penicillin  should  be  used  for  exudative 
pharyngitis  and  not  Ampicillin.  The  risk  of  drug  rash 
is  much  greater  with  Ampicillin  than  with  other  Peni- 
cillin preprarations.  This  17-year-old  patient  had 
infectious  mononucleosis  and  most  patients  with  in- 
fectious mononucleosis  develop  rashes  if  they  are 
given  Ampicillin.1  This  is  also  true  in  cytomegalo- 
virus mononucleosis.2 

Case  #2 

A 50-year-old  man  was  admitted  to  the  hospital 
with  aortic  stenosis.  He  underwent  aortic  valve  re- 
placement and  received  50  million  units  of  sodium 
crystalline  Penicillin  intravenously  during  the  opera- 
tion. The  patient  did  not  recover  consciousness  in 
spite  of  discontinuation  of  the  anesthesia.  He  was  in 
status  epilepticus  and  remained  in  coma  for  24 
hours. 

This  case  illustrates  neurotoxicity  secondary  to 
Penicillin.3  Workers  in  experimental  epilepsy  are 
quite  familiar  with  the  ability  of  Penicillin  to  produce 
seizures  but  fortunately  this  does  not  occur  in  clinical 
practice  unless  patients  with  conditions  that  pre- 
dispose to  Penicillin  neurotoxicity  are  treated  with 
large  doses  ( 20-60  million  units  per  day ) . The  follow- 
ing factors  predispose  to  Penicillin  neurotoxicity;  ( 1 ) 
cardiopulmonary  by-pass  as  in  the  above  case  (2) 
diminished  renal  function  (3)  hyponatremia  (4)  treat- 
ment by  continuous  intravenous  infusion  and  (5) 
cerebral  disease.  Although,  this  is  an  uncommon 
toxicity,  physician  awareness  can  prevent  the  prob- 
lem. 

Case  #3 

A 46-year-old  patient  with  severe  renal  insufficiency 
and  a serum  potassium  of  6.4  mEq/liter  was  started 
on  Kayexalate  and  a low  potassium  diet.  An  x-ray 
film  revealed  a lung  abscess  and  treatment  was 
initiated  with  30  million  units  of  Penicillin  daily.  She 
seemed  to  improve  initially  but  was  found  un- 
responsive in  bed.  An  electrocardiogram  revealed  no 
activity  and  resusciative  measures  failed. 

Her  physician  did  not  consider  that  potassium 
Penicillin  G contains  1.7  mEq  of  potassium /one  mil- 
lion units,  therefore,  the  patient  was  receiving  51 
mEq  of  potassium  intravenously.  Hyperkalemia  can 
be  aggravated  by  the  use  of  potassium  Penicillin 
and  sodium  Penicillin  G which  contains  only  1 to  2 
mEq  of  potassium  should  be  substituted. 
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Case  #4 

A 25-year-old  female  in  her  8th  month  of  preg- 
nancy was  admitted  with  right  lower  lobe  pneumonia. 
Due  to  nausea,  she  was  placed  on  500  mg  of  Tetra- 
cycline intravenously  every  6 hours  and  seemed  to 
improve  after  the  first  24  hours.  She  later  lapsed 
into  coma  with  asterixis  and  jaundice. 

Hepatotoxicity  can  be  produced  with  intravenous 
Tetracylcine  in  patients  who  are  pregnant.1 2 3 4 5  This  again 
illustrates  physician  unawareness  and  poor  selection  of 
antibiotic.  An  increasing  percentage  of  pneumococci 
are  resistant  to  the  Tetracyclines  and  these  drugs 
should  not  be  the  first  choice  in  patients  with  sus- 
pected pneumococcal  pneumonia.6 

Case  #5 

A 52-year-old  alcoholic  was  admitted  to  the  hos- 
pital with  liver  coma  and  was  treated  for  gram  nega- 
tive sepsis  with  IM  Kanamycin  and  the  dosage  of 
Kanamycin  was  reduced  because  of  renal  insuffi- 
ciency. The  patient  responded  to  the  usual  therapy 
for  liver  coma,  but  on  the  7th  treatment  day  became 
deaf. 

The  physicians  treating  this  patient  were  aware 
that  the  Aminoglycoside  antibiotics  (Kanamycin, 
Streptomycin,  Gentamicin)  were  nephrotoxic  and  oto- 
toxic and  they  correctly  reduced  the  dose  because  of 
the  presence  of  renal  insufficiency.  The  patient  was 
receiving  Neomycin  orally  for  liver  coma.  These  phy- 
sicians were  unaware  that  Neomycin  can  be  absorbed 
in  the  presence  of  marked  renal  insufficiency  and 
the  combination  of  parenteral  Kanamycin  and  oral 
Neomycin  was  sufficient  to  produce  marked  oto- 
toxicity in  this  patient.6 

Case  #6 

A 22-year-old  medical  student  was  treated  with 
Penicillin  for  a persistent  sore  throat.  He  was  ad- 
mitted to  the  hospital  because  of  progressive  malaise 
and  questionable  scleral  icterus.  Anemia,  reticulocyto- 
sis,  and  hyperbilirubinemia  were  present.  A Coombs 
test  was  positive  and  the  diagnosis  of  infectious  mono- 
nucleosis was  considered. 

This  is  a Coombs  positive  hemolytic  anemia  pro- 
duced by  Penicillin.  The  Penicillin  hemolytic  anemia 
is  of  the  auto-immune  type.7  Sulfonamides,  nitro- 
furans,  and  chloramphenicol  are  antibacterials  that 
produce  hemolytic  anemia  but  only  in  patients  whose 


erythrocytes  are  deficient  in  the  enzyme  glucose 
6 phosphate  dehydrogenase. 

Case  #7 

A 20-year-old  white  female  patient  was  admitted 
to  the  hospital  with  lower  abdominal  cramping  pain 
and  a history  of  blood  and  mucus  mixed  in  the  stools 
during  the  past  24  hours.  She  had  been  in  pre- 
viously good  health  with  the  exception  of  a mild 
upper  respiratory  tract  infection  that  was  being 
treated  by  her  physician. 

This  patient  was  receiving  Lincomycin  for  her 
upper  respiratory  infection  and  developed  bloody 
diarrhea  secondary  to  the  Lincomycin.  It  is  quite 
important  for  physicians  to  realize  and  be  aware  of 
this  complication  because  continued  therapy  can 
aggravate  the  colitis.8 
Case  #8 

A 17-year-old  patient  with  a past  history  of  Peni- 
cillin allergy  was  treated  with  another  antibiotic  by 
her  local  physician.  She  continued  to  have  a problem 
and  a second  course  of  therapy  was  instituted.  On  the 
12th  day  of  therapy  eosinophilia  and  jaundice  de- 
veloped. 

This  is  a case  of  hepatic  dysfunction  secondary  to 
Erythromycin  Estolate.”  The  effect  of  this  drug  seems 
to  be  intrahepatic  cholestasis  secondary  to  hyper- 
sensitivity. It  usually  only  occurs  after  prolonged 
therapy  with  the  Estolate  form  of  Erythromycin  and 
it  is  not  dose  related. 

The  above  brief  case  summaries  illustrate 
only  a few  problems  of  antibiotic  toxicity  but 
emphasize  that  all  physicians  should  con- 
tinuously review  the  reported  toxicities  of  anti- 
biotics that  they  commonly  use  and  obtain 
adequate  reference  information  on  antibiotics 
that  are  rarely  used.  Many  of  these  toxicities 
can  be  prevented  by  physician  awareness. 

Summary 

Antimicrobial  agents  are  often  used  without 
awareness  of  potential  side  effects  and  com- 
plications that  may  ensue.  The  eight  brief 
cases  that  are  presented  emphasize  toxicity 
that  may  be  prevented  by  physician  aware- 
ness. 
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COMPUTERIZED  DOSIMETRY  FOR  CANCER 
PATIENTS  NOW  AVAILABLE  IN  SOUTH  CAROLINA 

KEENE  M.  WALLACE,  M.D. 


Therapeutic  radiation  has  proven  its  value 
in  the  treatment  of  patients  with  malignant 
disease  and  has  become  an  essential  part  of 
the  treatment  of  such  common  tumors  as  car- 
cinoma of  the  cervix  and  breast. 

Recently,  through  assistance  from  the  Re- 
gional Medical  Program,  South  Carolina 
achieved  considerable  progress  in  the  thera- 
peutic radiation  field  at  two  of  its  hospitals 
by  being  able  to  reduce  the  time  required  to 
accurately  define  a radiation  dose  given  to 
cancer  patients  from  hours  to  minutes  by 
employing  computerized  dosimetry. 

This  is  accomplished  by  a teleprinter  hook- 
up between  Greenville  General  Hospital  and 
the  Medical  University  of  South  Carolina 
Hospital  in  Charleston  and  by  use  of  a com- 
puter. The  operation  is  similar  to  that  em- 
ployed by  wire  services  in  transmitting  photo- 
graphs to  newspapers. 

In  the  past,  considerable  time— days,  in 
some  cases— was  required  by  hospitals  to 
carry  out  the  calculations  involved  in  the 
total  work-up  of  a cancer  patient  to  determine 
accurately  the  radiation  delivered  to  that  pa- 
tient. The  data  had  to  be  sent  back  and  forth 
by  mail  between  the  community  hospital  and 
MUSC  Hospital. 

Now  the  Greenville  General  Hospital  sends 
a patient’s  work-up  information  by  teleprinter 
to  the  Department  of  Radiation  Therapy  at 
MUSC.  This  includes  information  such  as  the 
section  of  the  body  to  be  treated  and  the  loca- 
tion of  vital  organs. 

After  review  by  specialists  at  MUSCH,  the 
data  is  sent  to  the  computer  and  in  a matter 
of  minutes  the  calculations  are  returned  to 
MUSCH  printed  out  in  accurate  dosimetry 
plots.  It  also  sketches  out  the  area  of  the  body 
involved  and  plots  the  path  the  radiation  will 
take  to  reach  the  affected  organs. 

These  calculations  are  then  checked  by  the 


radiation  physicist  and  the  consulting  thera- 
pist at  MUSCH.  If  the  results  are  acceptable, 
they  are  sent  to  Greenville  General  Hospital. 
In  some  cases,  final  calculations  have  been 
provided  to  Greenville  General  Hospital  in 
less  than  two  hours  after  initial  receipt  at 
MUSCH. 

This  recent  development  in  speeding  the 
treatment  of  cancer  patients  was  made  pos- 
sible, in  part,  by  a $46,558  grant  from  the 
South  Carolina  Regional  Medical  Program  to 
the  Medical  University  of  S.  C.  in  connection 
with  a Statewide  Radiation  Therapy  and 
Nuclear  Medicine  Program. 

The  program  is  directed  towards  improving 
the  treatment  of  malignant  diseases  by  radia- 
tion in  South  Carolina. 

A step  towards  accomplishing  part  of  this 
objective  is  the  establishment  of  a central 
resource  at  MUSC  to  provide  basic  services  to 
all  hospitals  in  the  State  which  offer  definitive 
radiation  therapy  to  patients  with  cancer. 

Community  hospitals  cannot  afford  to 
employ  all  the  highly  skilled  personnel  neces- 
sary for  providing  these  services.  However, 
MUSC  has  these  personnel  available,  includ- 
ing a Board  certified  radiation  therapist,  a 
clinical  radiation  physicist,  and  other  specially 
trained  professional  and  technical  people  who 
are  available  for  consultation  to  other  hospitals 
in  the  State. 

One  area  in  which  consultation  can  be  pro- 
vided is  treatment  planning.  This  means  the 
total  work-up  of  a patient  to  determine  the 
best  way  to  treat  him,  before  any  therapy  is 
initiated. 

At  the  present  time,  we  do  not  have  the  full 
capabilities  necessary  to  offer  complete  serv- 
ices in  treatment  planning.  However,  we  have 
made  the  first  important  step  with  the  in- 
stallation of  the  computer  terminal  at  the 
MUSC  Hospital.  Connected  to  a computer, 
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this  terminal  can  provide  accurate  and  speedy 
calculations  of  a dose  of  radiation  delivered  to 
a patient. 

These  calculations  can  be  performed  by  a 
radiation  physicist;  however,  they  involve 
many  hours  of  tedious  work  and  it  would  be 
necessary  for  these  community  hospitals  to 
employ  a radiation  physicist  who  is  specially 
trained  in  clinical  areas  and  has  the  necessary 
experience. 

In  addition  to  alleviating  hospitals  of  em- 
ploying a physicist,  the  provision  of  these  serv- 
ices from  a central  resource  such  as  MUSCH 
establishes  closer  working  relationships  among 
radiologists  at  community  hospitals,  provides 
a needed  service  to  these  clinicians,  provides 
dose  calculations  in  a matter  of  minutes,  and 
ultimately  can  result  in  improved  care  of  the 
patient  with  cancer. 

While  computerized  dosimetry  service  is  of 
value  to  the  community  hospitals,  it  serves 
only  as  a beginning.  Present  developments  in 
the  field  make  it  possible  to  offer  a much 
wider  service  to  the  hospitals. 

Future  plans  are  to  refine  and  upgrade  the 


system  through  a grant  which  has  been  sub- 
mitted by  the  S.  C.  Regional  Medical  Program 
to  Washington  for  approval  and  funding.  This 
grant  would  enable  the  Department  of  Radia- 
tion Therapy  at  MUSCH  to  obtain  specialized 
equipment  designed  specifically  for  perform- 
ing rapid  treatment  planning;  expand  facilities 
at  MUSCH;  launch  a program  in  the  region 
for  up-grading  the  training  of  therapists  and 
technologists  needed  by  hospitals  with  radia- 
tion facilities;  and  provide  continuing  educa- 
tion for  physician  specialists  and  consultative 
support  in  the  matters  involving  dosimetry, 
and  therapy  planning. 

Total  treatment  planning  services  can  then 
be  extended  to  all  hospitals  in  the  State  which 
have  radiation  therapy  capabilities. 

Greenville  General  Hospital  was  the  first 
to  receive  the  computerized  dosimetry  because 
of  the  recent  expansion  of  Greenville’s  radia- 
tion therapy  facilities,  which  expansion  was 
also  supported  in  part  by  a South  Carolina 
Regional  Medical  Program  grant  in  1969.  It  is 
hoped  the  service  can  be  expanded  in  the  near 
future  to  other  hospitals  in  the  State  which 
have  modem  radiation  therapy  units. 


Psijchological  Aspects  of  Vasectomy— H.  Wolfers 
(London  School  of  Hygiene  and  Tropical  Medicine, 
London)  Brit  Med  J 4:297-300  (Oct  31)  1970. 

Follow-up  surveys  of  vasectoinized  patients  con- 
sistently reveal  a very  low  incidence  (1%  to  3%)  of 
psychological  ill  effects.  Psychiatrists’  case  records 
suggest  a much  higher  incidence.  In  this  study,  con- 
ducted by  a combination  of  postal  survey  and  depth 
interview,  ten  of  82  couples  interrogated  ( 12% ) 
were  found  to  be  suffering  from  sexual  or  psycho- 
logical disorders  which  they  attributed  to  the  opera- 
tion. In  the  majority  of  these  cases  the  operation  had 
only  accelerated  or  aggravated  a preexisting  sexual 
problem;  three  couples  had  actually  sought  the  opera- 
tion as  a cure  rather  than  a contraceptive  measure. 
Some  screening  of  applicants  for  contraceptive 
vasectomy  is  required.  It  is  tentatively  suggested  that 
men  with  marital,  psychological  or  sexual  problems 
should  be  dissuaded  from  this  form  of  contraception. 


Cluster  Migraine:  Unrecognized  Common  Entity— 
R.  F.  Nelson  (Ottawa  General  Hosp,  Ottawa)  Canad 
Med  Asso  J 103:1026-1030  (Nov  7)  1970. 

A review  is  presented  of  a distinctive  type  of  vascu- 
lar headache  in  which  rather  sterotyped  features  are 
emphasized,  ie,  severe  non-throbbing  character,  uni- 
lateral, usually  periocular  localization,  frequent 
nocturnal  occurrence,  and  tendency  to  occur  in  brief 
episodes  in  a clustered  pattern  over  weeks  or  months 
with  headache-free  periods  lasting  months  or  years. 
Ten  illustrative  case  histories  are  given  emphasizing 
these  features  and  a plea  is  made  for  early  clinical 
recognition  so  that  patients  will  not  be  submitted  to 
unnecessary  and  potentially  hazardous  investigative 
procedures.  While  the  common  analgesics  and  nar- 
cotics are  usually  ineffective,  ergotamine  derivatives, 
methysergide,  and  the  new  compound  BC-105  are 
highly  effective  forms  of  therapy. 
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Help  For  The  Physician  — Physician  Assistant* 

For  years  South  Carolina  physicians  have  accepted  the  responsibility  of  delivering  medical 
care  to  the  citizens  of  this  state.  Each  of  our  physicians  has  an  earnest  desire  to  improve  the 
quality  and  quantity  of  care  he  is  capable  of  delivering.  Each  physician  is  concerned  about  the 
accessibility  of  medical  care  and  his  role  in  making  care  accessible  to  patients  who  need  care. 
Physicians  of  the  state  of  South  Carolina  are  acutely  aware  that  there  is  a lack  of  primary  care, 
emergency  care,  and  that  more  attention  should  be  given  to  improvement  of  preventive  medicine. 

We  are  now  faced  with  an  expanding  population,  a scientific  explosion,  and  an  increasing 
third  party  health  care  payment  system.  Each  of  these  compounds  the  problems  of  physicians 
who  already  work  an  average  of  64  hours  a week. 

The  scientific  explosion  has  been  helpful.  The  technological  advances  enable  physicians  to 
confirm  clinical  impressions  quickly.  Because  of  this  physicians  can  now  define  many  pro- 
cedures in  an  orderly  fashion,  and  these  procedures  may  be  performed  by  someone  with  less 
education  than  a physician.  This  allows  a physician  to  delegate  tasks  and  make  use  of  assistants. 

In  1970  the  Ad  Hoc  Panel  on  New  Members  of  the  Physician  Health  Team  of  the  Board 
of  Medicine  of  the  National  Academy  of  Science  addressed  itself  to  the  problem  of  physician 
assistants.  This  is  their  conclusion: 

“There  has  been  much  discussion  of  health  manpower  needs  and  of  roles  for  new  types 
of  personnel,  such  as  physician’s  assistants.  There  is  a need  for  objective  data,  including 
measurements  of  the  effect  of  such  assistants  on  the  quality  and  quantity  of  medical  care 
delivered  in  various  settings.  This  task  cannot  be  accomplished  unless  health  personnel  are 
trained  and  placed  in  practice  settings  in  sufficient  quantity  to  allow  reliable  observations 
to  be  made. 

Although  there  are  still  unanswered  questions  and  unresolved  problems,  the  existing  and 
still-growing  shortage  of  physicians  places  programs  for  training  physician’s  assistants  among 
the  top  priorities  for  the  health  professions.  The  Board  on  Medicine  endorses  the  concept 
of  expansion  of  physician  services  by  the  use  of  physician’s  assistants,  endorses  and  supports 
continued  exploration  of  the  effects  of  such  assistants  in  a variety  of  clinical  settings,  and 
urges  the  cooperation  of  the  Association  of  American  Medical  Colleges,  the  American 
Medical  Association,  and  government  in  the  establishment  of  uniform  systems  for  testing 
and  certification  of  such  assistants.” 

This  panel  recommended  the  division  of  physician  assistants  into  three  types. 

“1.  The  Type  A Assistant— The  Type  A Assistant  is  capable  of  approaching  the  patient,  col- 
lecting historical  and  physical  data,  organizing  these  data,  and  presenting  them  in  such  a 
way  that  the  physician  can  visualize  the  medical  problem  and  determine  appropriate 
diagnostic  or  therapeutic  steps.  He  is  also  capable  of  assisting  the  physician  by  perform- 

°Editor’s  Note:  This  article  was  submitted  by  invitation  of  the  President  for  the  President’s  Page.  It  was  felt  that 
this  might  help  present  another  viewpoint  regarding  Physicians’  Assistants. 


August,  1971 


355 


ing  diagnostic  and  therapeutic  procedures  and  coordinating  the  roles  of  other,  more 
technical,  assistants.  While  he  functions  under  the  general  supervision  and  responsibility 
of  the  physician,  he  might,  under  special  circumstances  and  under  defined  rules,  per- 
form without  the  immediate  surveillance  of  the  physician.  He  is,  thus,  distinguished  by 
his  ability'  to  integrate  and  interpret  findings  on  the  basis  of  general  medical  knowledge 
and  to  exercise  a degree  of  independent  judgement.” 

The  Type  A Physician’s  Assistants  Program  has  been  developed  at  such  places  as:  Duke 
University,  the  University  of  Alabama,  Bowman  Gray  Medical  School  and  the  University  of 
Colorado.  The  requirements  for  these  programs  are  basically:  a high  school  education  and  a 
manifested  interest  in  the  medical  field  which  has  been  demonstrated  by  a year  or  more  of  ex- 
perience in  that  field.  These  people  are  put  under  a rather  intensive  two-year  program  including 
broad  coverage  in  the  basic  sciences  and  clinical  fields.  The  majority  of  these  programs  to  date 
have  chosen  people  with  greater  than  two  years  of  college  education  and  who  have  had  more 
than  two  years  experience  in  some  health  field. 

“2.  The  Type  B.  Assistant— The  Type  B Assistant,  while  not  equipped  with  general  knowl- 
edge and  skills  relative  to  the  whole  range  of  medical  care,  possesses  exceptional  skill  in 
one  clinical  specialty  or,  more  commonly,  in  certain  procedures  within  such  a specialty. 
In  his  area  of  specialty  he  has  a degree  of  skill  beyond  that  normally  possessed  by  a 
Type  A Assistant  and  perhaps  beyond  that  normally  possessed  by  physicians  who  are 
not  engaged  in  the  specialty.  Because  his  knowledge  and  skill  are  limited  to  a particular 
specialty,  he  is  not  qualified  for  independent  duty  action.  An  example  of  this  type  of 
assistant  might  be  one  who  is  highly  skilled  in  the  physician’s  functions  associated  with 
a renal  dialysis  unit  and  who  is  capable  of  performing  these  functions  as  required.” 

An  example  of  the  Type  B Program  would  be  the  Medical  Specialties  Program  established 
at  Emory  University  in  which  persons  are  trained  over  a two  year  period  for  duty  in  such  things 
as  the  renal  dialysis  unit,  the  pulmonary  function  laboratories  and  units  and  the  coronary  care 
unit.  The  educational  requirements  are  essentially  the  same  as  those  for  a Type  A Assistant. 

“3.  The  Type  C Assistant— The  Type  C Assistant  is  capable  of  performing  a variety  of  tasks 
over  the  whole  range  of  medical  care  under  the  supervision  of  a physician,  although  he 
does  not  possess  the  level  of  medical  knowledge  necessary  to  integrate  and  interpret 
findings.  He  is  similar  to  a Type  A Assistant  in  the  number  of  areas  in  which  he  can 
perform,  but  he  cannot  exercise  the  degree  of  independent  synthesis  and  judgment  of 
which  Type  A is  capable.  This  type  of  assistant  would  be  to  medicine  what  the  practical 
nurse  is  to  nursing.” 

A number  of  Type  C programs  have  been  developed  over  the  country.  The  first  program 
was  developed  by  Dr.  Richard  Smith  in  the  State  of  Washington  by  the  Washington  Medical 
Association  and  the  University  of  Washington.  This  type  of  program  appeals  to  me. 

The  types  of  programs  mentioned  above  represent  innovation  and  experimentation  in  uti- 
lizing health  manpower.  South  Carolina  ranks  48th  in  the  nation  with  a physician  population 
ratio  of  eighty-four  physicians  for  every  hundred  thousand  people.  Maldistribution  magnifies 
the  problem  for  some  areas.  As  a result  some  rural  areas  have  only  forty  physicians  per  hundred 
thousand.  Type  C assistants  could  perform  the  following: 

1.  complete  initial  interviews. 

2.  conduct  physical  assessment  surveys. 

3.  make  data  available  to  attending  physician. 

4.  guide  personnel  in  the  implementation  of  health  care  plan. 

5.  interact  with  patient’s  family  and  physician  to  evaluate  the  effectiveness  of  patient  care. 

6.  perform  standardized  procedures. 

7.  provide  care  to  minor  trauma  victims. 

8.  assist  the  physician  with  major  trauma  victims. 

9.  do  hospital  discharge  summary. 

10.  start  IVs,  insert  catheters,  and  nasogastric  tubes. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Many  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


A triumph  over 
trichomoniasis 

The  male  urogenital  tract  is 
by  far  the  main  source  of 
reinfection  in  trichomonal 
vaginitis. 

It  follows  that  neglecting 
to  treat  infected  male  partners 
of  women  with  trichomonal 
vaginitis  invites  therapeutic 
failure. 

Just  as  Flagyl  is  the  best 
agent  available  for 
eradicating  trichomonal 
infection  from  extravaginal 
sites  in  women,  it  is  the 
only  agent  capable  of 
eradicating  demonstrated 
trichomonal  infection  in  men. 

Because  of  published 
reports  of  consistently  high 
cure  rates— often  up  to  100 
percent— and  a relatively  low 
incidence  of  side  effects, 
Flagyl  has  become  the  agent 
of  choice  for  trichomonal 
vaginitis. 


Indications:  For  the  treatment  of 
trichomoniasis  in  both  male  and  female 
patients  and  the  sexual  partners  of 
patients  with  a recurrence  of  the 
infection  provided  trichomonads  have 
been  demonstrated  by  wet  smear 
or  culture. 

Contraindications:  Evidence  of  or  a 
history  of  blood  dyscrasia,  active 
organic  disease  of  the  central  nervous 
system  and  the  first  trimester  of 
pregnancy. 

Warnings:  Use  with  discretion  during 
the  second  and  third  trimesters  of 
pregnancy  and  restrict  to  patients  not 
cured  by  topical  measures.  Flagyl 
(metronidazole)  is  secreted  in  the  breast 
milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious 
to  the  newborn. 

Precautions:  Mild  leukopenia  has  been 
reported  during  Flagyl  use;  total  and 
differential  leukocyte  counts  are 
recommended  before  and  after 
treatment  with  the  drug,  especially  if  a 
second  course  is  necessary.  Avoid 
alcoholic  beverages  during  Flagyl 
therapy  because  abdominal  cramps, 
vomiting  and  flushing  may  occur. 
Discontinue  Flagyl  promptly  if 
abnormal  neurologic  signs  occur.  There 
is  no  accepted  proof  that  Flagyl  is 
effective  against  other  organisms  and 
it  should  not  be  used  in  the  treatment 
of  other  conditions.  Exacerbation  of 
moniliasis  may  occur. 

Adverse  Reactions:  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric 
distress,  abdominal  cramping, 
constipation,  a metallic,  sharp  and 
unpleasant  taste,  furry  or  sore  tongue, 
glossitis  and  stomatitis  possibly 
associated  with  a sudden  overgrowth  of 


Monilia,  exacerbation  of  vaginal 
moniliasis,  an  occasional  reversible 
moderate  leukopenia,  dizziness, 
vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an 
extremity,  fleeting  joint  pains, 
confusion,  irritability,  depression, 
insomnia,  mild  erythematous 
eruptions,  “weakness,”  urticaria, 
flushing,  dryness  of  the  mouth,  vagina 
or  vulva,  vaginal  burning,  pruritus, 
dysuria,  cystitis,  a sense  of  pelvic 
pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido, 
nasal  congestion,  proctitis,  pyuria  and 
darkened  urine  have  occurred  in 
patients  receiving  the  drug.  Patients 
receiving  Flagyl  may  experience 
abdominal  distress,  nausea,  vomiting 
or  headache  if  alcoholic  beverages 
are  consumed.  The  taste  of  alcoholic 
beverages  may  also  be  modified. 
Dosage  and  Administration:  In  the 
Female.  One  250-mg.  tablet  orally  three 
times  daily  for  ten  days.  Courses  may 
be  repeated  if  required  in  especially 
stubborn  cases;  in  such  patients  an 
interval  of  four  to  six  weeks  between 
courses  and  total  and  differential 
leukocyte  counts  before,  during  and 
after  treatment  are  recommended. 
Vaginal  inserts  of  500  mg.  are  available 
for  use,  particularly  in  stubborn  cases. 
When  the  vaginal  inserts  are  used 
one  500-mg.  insert  is  placed  high  in  the 
vaginal  vault  each  day  for  ten  days 
and  the  oral  dosage  is  reduced  to  two 
250-mg.  tablets  daily  during  the 
ten-day  course  of  treatment.  Do  not  use 
the  vaginal  inserts  as  the  sole  form  of 
therapy.  In  the  Male.  Prescribe  Flagyl 
only  when  trichomonads  are 
demonstrated  in  the  urogenital  tract, 
one  250-mg.  tablet  two  times  daily 
for  ten  days.  Flagyl  should  be  taken  by 
both  partners  over  the  same  ten-day 
period  when  it  is  prescribed  for  the  male 
in  conjunction  with  the  treatment 
of  his  female  partner. 

Dosage  Forms:  Oral  tablets  250  mg. 

Vaginal  inserts  500  mg. 

References  available  on  request. 
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Each  of  us  as  physicians  should  look  critically  at  any  new  program  being  developed  in  medi- 
cine, and  Dr.  Berger’s  comments  presented  in  the  June  issue  of  the  South  Carolina  Medical  Jour- 
nal by  Dr.  Booker  are  worth  considering,  ffowever,  I do  not  believe  these  statements  constitute 
a significant  indictment  against  the  concept  of  physician  assistants. 

The  experience  of  physicians  in  medicine  thus  far  indicates  that  assistants  do  improve  the 
quality  of  medical  care.  The  pathologist  has  cytologic  technicians  routinely  screen  for  abnormal 
cells.  These  technicians  are  making  a fine  contribution  in  meeting  a medical  need  and  in  doing 
this  allow  the  physician  to  spend  more  time  evaluating  the  abnormal  and  difficult  slide.  Even  in 
internal  medicine  individuals  specially  trained  for  coronary  and  intensive  care  units  perform 
specialized  tasks,  recognize  and  treat  specific  abnormalities  which  are  life  saving.  They  certainly 
improve  the  quality  of  medical  care  in  these  units. 

An  assistant  trained  specifically  to  aid  the  family  physician  can  perform  defined  tasks  under 
the  supervision  of  the  family  physician  and  increase  the  physician’s  capacity  to  deal  with  the 
serious  and  more  urgent  problems  which  require  medical  doctor  expertise.  This  will  improve 
availability  and  quality  of  medical  care  for  the  people  of  South  Carolina. 

We,  as  South  Carolina  physicians,  must  be  imaginative  and  willing  to  investigate  the  medical 
needs  of  South  Carolina,  and  we  must  establish  programs  which  will  meet  the  overall  health 
needs  of  our  state. 

The  Department  of  Family  Practice  is  considering  a program  to  train  Type  C physician 
assistants  to  work  with  the  family  physicians  in  areas  of  low  physician: population  ratio.  These 
assistants  can  be  trained  to  meet  their  future  physician  employers’  specific  needs. 

By:  Arthur  C.  Hutson,  Jr.,  M.D. 

Dept,  of  Family  Practice 
Medical  University  of  South  Carolina 
80  Barre  Street 
Charleston,  S.  C.  29401 
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50  YEARS  AGO 

August,  1921 

An  advertisement  appeared  for  the  Baker 
Sanatorium  in  Charleston.  The  Annual  Clinic 
Day  by  the  Columbia  Medical  Society  was 
reported  to  have  been  very  successful.  Ac- 
cording to  a report  from  St.  Matthews,  “it  was 
a splendid  body  of  physicians  and  surgeons 
that  attended  the  meeting  of  the  2nd  District 
of  the  Association  here  yesterday.  The  attend- 
ance was  the  largest  within  the  history  of  the 
Association  and  the  interest  manifested  was 
indicative  of  the  usefulness  of  the  Associa- 
tion. . . 
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Editorial 


Nurses’  Training 

At  one  period  of  time  reservations  were 
expressed  in  this  section  regarding  the  trend 
of  the  American  Nursing  Association  to  move 
toward  a change  in  their  training  programs. 
The  movement  is  toward  establishing  nurses’ 
training  programs  within  University  academic 
settings  with  a bachelor’s  degree  to  be 
awarded,  followed  by  graduate  training,  if 
desired,  in  specialized  areas.  After  becoming 
somewhat  better  informed,  it  does  appear  to 
me  that  the  merits  of  this  approach  will  out- 
weigh other  considerations.  In  addition  to  the 
greater  in  depth  training  which  will  be  re- 
ceived through  broader  based  educational 
approaches,  this  should  help  re-establish  the 


professional  identity  of  the  nurses  within  the 
health  care  professions. 

Realistically,  other  para-medical  groups 
have  seemed  to  move  ahead  of  the  nursing 
profession  in  terms  of  status,  not  only  with  the 
public,  but  within  many  institutional  settings 
as  well,  yet  traditionally  physicians  have 
probably  tended  to  view  the  nurses  as  a group 
as  the  most  essential.  Nurses  have  seemingly 
been  quite  comfortable  working  within  a 
medical  model  or  setting,  and  should  have  less 
difficulty  than  some  para-medical  groups 
establishing  a complementary  role  with  the 
medical  profession,  while  expansion  of  the 
nursing  model  for  health  care  should  provide 
a wider  range  of  therapeutic  tools  which  this 
profession  may  offer. 


Letter  to  the  Editor 


THE  FDA  AND  FREEDOM 


Shelley  wrote  a poem  about  Ozymandias, 
a ruler  so  powerful  that  he  was  called  king 
of  kings.  And  then  suddenly  he  was  gone, 
dead  or  vanquished,  his  kingdom  turned  to 
dust. 

So  in  our  own  time  we  saw  the  rise  of  a 
ruler  named  Goddard  who  reigned  over  the 
Food  and  Drug  Administration  as  mightily 
as  a czar  or  Caesar.  In  the  midst  of  threats  to 
banish  this  drug  and  that,  puerile  statements 
about  marijuana,  and  a clatter  of  awesome 
gibberish,  he  was  suddenly  gone  like  Ozy- 
mandias of  old. 

Like  some  sort  of  cancerous  bureaucratic 
hulk  the  body  of  FDA  lived  on,  acquiring 
another  head  with  the  ease  of  a hydra.  Some- 
how defying  the  laws  of  the  thermodynamics, 
as  well  as  the  people’s  law,  this  bureaucratic 
monstrosity  lurks  on,  its  tentacles  reaching 


ROY  H.  HART,  M.D. 

deeper  toward  the  marrow  of  the  corpus  of 
democracy. 

The  events  of  this  communication  belong 
to  a time  in  history  just  a few  short  years  ago 
when  Goddard  ruled  over  the  Food  and  Drug 
Administration.  Words  were  written  by  me 
near  the  end  of  his  reign  but  were  buried 
in  the  wake  of  his  sudden  departure  from  the 
FDA  realm.  Time  has  passed  and  the  FDA 
creature  looms  more  fearsome,  and  thus  the 
words  are  dusted  off  and  offered  up  now 
for  review  and  a fresh  view. 

For  me,  it  began  with  an  article,  “FDA 
Writes  New  Prescriptions  in  Fundamental 
Areas,”  in  the  February  9,  1968,  issue  of 
Medical  World  News.  Suddenly  Vitamin  P 
(bioflavonoids)  was  to  be  banished  from  the 
market  by  FDA  edict.  The  syndicated  column- 
ist James  J.  Kilpatrick,  writing  in  the  February 
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8,  1968,  edition  of  The  Times-Picayune  (New 
Orleans),  in  an  article  entitled  “FDA  Flexes 
Muscles,”  was  aghast  over  the  manner  in 
which  the  FDA  gathered  up  its  data  and 
trampled  on  some  of  our  constitutional  guar- 
antees. 

In  my  diary  for  February  10,  1968,  I 
scribbled  the  following  entry.  From  St.  Luke 
1:37,  “For  with  God(dard)  nothing  shall  be 
impossible.”  The  FDA  czar  raised  his  hand  in 
the  air  and  in  a flash  Vitamin  P was  destroyed 
and  the  ground  shook  under  the  edifice  of 
the  pharmaceutical  industry.  GODdard  the 
(AL)  MIGHTY  had  spoken!  The  consumer 
had  been  protected— Who  knows  from  what?— 
and  freedom  throughout  the  Republic  had 
been  dealt  a bludgeoning  blow. 

How  did  that  Diviner  or  Necromancer  do 
it?  According  to  Kilpatrick  the  FDA  made  no 
clinical  or  laboratory  tests  and  interviewed 
no  doctors  or  patients.  It  simply  had  the 
National  Academy  of  Sciences  review  the 
literature. 

Its  condemnation  of  bioflavonoids,  wrote 
Kilpatrick,  rests  on  the  authority  of  two 
sources,  one  of  which  cited  by  the  Academy 
is  Goodman  and  Gilman’s  The  Pharmaco- 
logical Basis  of  Therapeutics^  1965  Edition). 
However,  what  Goodman  and  Gilman 
actually  state  is  that  “a  fairly  extensive  litera- 
ture indicates  that  the  flavonoids  have  a direct 
constrictor  action  on  the  capillary  bed.”  This 
is  certainly  not  the  kind  of  statement  to  show 
up  the  physiological  and  pharmacological  use- 
lessness of  Vitamin  P.  Where  is  the  evidence 
to  support  the  FDA  contention  that  bio- 
flavonoids are  ineffective  for  use  in  man  for 


any  condition? 

In  every  quadrant  of  the  country  there  are 
practicing  physicians  who  have  found  bio- 
flavonoids to  be  efficacious  clinically.  How 
can  the  Academy  and  FDA  dismiss  articles 
like  Gustav  J.  Martin’s  “Therapy  in  Capillary 
Fragility,”  in  The  Journal  of  the  South  Caro- 
lina Medical  Association,  Vol.  53,  January 
1957,  along  with  its  more  than  30  references? 
Martin  lays  out  some  solid  evidence  for  the 
use  of  bioflavonoids  in  medicine. 

Kilpatrick,  a reliable  member  of  the  fourth 
estate,  stated  that  “it  is  not  the  constriction  of 
capillaries  that  matters  in  all  of  this.  It  is  the 
constriction  of  freedom.”  I am  concerned 
about  the  constriction  of  the  physician’s  free- 
dom to  think  independently  about  his  pa- 
tient’s needs.  It  is  not  for  the  FDA  Caesar  and 
his  band  of  bureaucratic  overseers  to  tell  me 
what’s  good  or  not  good  for  my  patients. 
Such  information  I obtain  from  medical  text- 
books, journals,  lectures,  meetings,  and  con- 
sultations. 

My  entry  ends  here.  These  thoughts  were 
set  down  in  writing  more  than  three  years 
ago,  but  they  are  pertinent  today,  regardless 
of  the  outcome  of  the  bioflavonoid  contro- 
versy and  the  departure  of  Goddard.  We  do 
not  need  a new  technocratic  Santa  Herman- 
dad,  a Holy  Inquisitional  Scientific  Board, 
with  a self-proclaimed  Messiah  of  the  Medici- 
nal Realm  to  proclaim  hither,  thither,  and 
yon.  I find  something  unpalatable  in  the  dicta- 
torial tactics  of  the  FDA;  and  since  I am  still 
living  in  a democracy,  I shall  speak  out 
against  what  I find  anathema  to  a free 
society’s  needs  and  those  of  my  profession. 


NEW  MEMBERS,  SCMA 

Dr.  Lawrence  D.  Hanback 

Veterans  Administration  Hospital 
Charleston,  South  Carolina  29403 
Dr.  Michael  L.  Hodge 
526  S.  Dargan  Street 
Florence,  South  Carolina  29501 
Dr.  William  M.  Turner 
1525  N.  Fant  Street 
Anderson,  South  Carolina  29621 
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PRESIDENT’S  ADDRESS 
Myrtle  Beach,  South  Carolina 
May,  1971 


Today  is  a mountain  peak  in  my  life.  Let 
me  make  a personal  confession  to  you,  without 
embarrassment,  that  being  your  president  has 
been  a profound  emotional  experience,  the 
like  of  which  is  surpassed  in  my  60  years  only 
by  love  of  family  and  church.  During  the 
span  of  my  professional  life  I have  been 
mindful  of  the  office  of  president  and  of  the 
dedicated  doctors  who  have  held  this  high 
office.  My  admiration  extends  to  Council  and 
the  officers  of  the  Association.  Dr.  Harold 
Hope,  Chairman  of  Council,  and  his  lovely 
wife,  Helen,  are  dear  to  my  heart.  Dr.  Hope’s 
loyal  support  to  your  president  has  been  very 
meaningful  to  me  and  the  memory  of  his 
wisdom  and  integrity  will  be  cherished  in  my 
store  of  recollections  of  this  year. 

I would  join  Council  in  expressions  of 
thanks  and  appreciation  to  all  the  committees 
and  organizations  within  the  South  Carolina 
Medical  Association  who  have  carried  on  with 
excellence  and  wisdom  the  work  of  the  or- 
ganization. Special  gratitude  is  due  Mrs.  Tom 
Parker  and  the  Auxiliary.  They  have  done 
meaningful  work  in  many  fields  to  the  good 
of  our  state  and  the  profession. 

The  Executive  Committee  and  the  Dele- 
gates of  the  Columbia  Medical  Society  have 
been  a source  of  strength  and  wisdom  to  me. 
Special  thanks  are  due  my  Councilman,  Dr. 
Waitus  Tanner.  Dr.  Strother  Pope,  Dr.  Albert 
Cremer,  Dr.  Tucker  Weston,  Dr.  Frank 
Owens,  Dr.  Ethel  Madden,  and  many  others 
have  enriched  my  administration. 

The  physician  has  been  put  on  notice  by 
the  American  Medical  Association  and  the 
news  media  that  this  is  the  year  of  Reforma- 
tion in  Medicine. 


The  foundation  of  American  Medicine  is 
built  on  the  firm  base  of  individual  personal 
characteristics,  grace,  conscience,  style  and 
pride  — which  summates  to  decency  and 
character.  The  ability  to  make  and  accept 
change  with  conscience  is  decency  — this 
paves  the  way  to  progress. 

Now  let  me  address  myself  to  the  decade 
of  the  Caduceus  — the  issues  of  the  times. 

1.  National  Health  Insurance. 

2.  Foundations  and  Health  Maintenance 
Organizations  (HMO). 

3.  Medical  Education  and  Financing. 

National  Health  Insurance 
First,  take  a look  at  the  problem  of  National 
Health  Insurance.  Historically,  the  American 
Medical  Association  has  been  the  epitome  of 
“too  little,  too  late”.  Recall  the  1950’s  when 
the  national  organization  hired  the  top  public 
relations  firm  to  defeat  socialized  medicine, 
specifically  the  concept  of  Medicare.  The  pro- 
fession contributed  to  a fund  which  was  used 
in  a vain  effort  to  block  socialized  medicine; 
and,  in  spite  of  supreme  efforts  by  organized 
medicine  it  went  down  in  defeat.  The  AMA  is 
determined  to  present  a positive  program 
rather  than  to  oppose  positive  innovations  in 
the  1970’s.  As  a result,  at  the  forefront  of  the 
concept  on  National  Health  Insurance  is  the 
AMA’s  Medicredit  Plan. 

As  a preamble  to  a brochure  published  by 
the  AMA  entitled  Medical  and  Health  Care 
For  All,  the  following  is  stated.  “It  is  the  basic 
right  of  every  citizen  to  have  available  to  him 
adequate  health  care;  it  is  the  basic  right  of 
every  citizen  to  have  a free  choice  of  physician 
and  institution;  the  medical  profession,  using 
all  means  at  its  disposal,  should  endeavor  to 
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The  causes  of  vaginitis 
are  multiple 


■ indications:  Known  sensitivity  to  sulfonamides, 
itions/ Adverse  Reactions:  The  usual  precautions  for  topical 
stemic  sulfonamides  should  be  observed  because  of  the  pos- 
of  absorption.  Burning,  increased  local  discomfort,  skin 
jrticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  - Four-ounce  tube  with  applicator. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK,  AVC  AV-104  2/71  Y-149 

I THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

I PHILADELPHIA,  PENNSYLVANIA  19144 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprel 
therapy  that  combats  all  three  major 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


AVC 

The  treatment  is  singular 


A 

BUILDING  BLOCK 
TO  RECOVERY 


Asodjonctive  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i.d. 


Trypsin  1 00  000  N.F  Units,  Chymotrypsin  8.000  N.F.  Units; 
equivalent  in  tryptic  activity  to  40  mg  at  N f trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


One  tabletq.I.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but.  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

I THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

| PHILADELPHIA,  PENNSYLVANIA  19V44 

TIAOtMAlK  SITABS  US  PATENT  NO  3.004.093  9/70  0 009 A 161 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  B 8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


make  good  medical  care  available  to  every 
person.  Health  care  for  the  poor  should  not  be 
disassociated  from,  but  rather  should  be  a 
vital  part  of,  the  overall  health  care  system.” 
This  policy  was  adopted  by  the  House  of 
Delegates  of  the  American  Medical  Associa- 
tion in  December,  1969. 

AMA’s  Medicredit  would  not  disturb  the 
present  Medicare  program  for  individuals 
above  65  years  of  age  but  would  replace 
Medicaid  for  the  poor  and  near-poor  and 
would  make  available  to  everyone  under  65 
a private  program  of  comprehensive  medical 
and  health  care  covering  both  ordinary  and 
catastrophic  expenses  of  illness,  this  coverage 
being  purchased  from  the  private  sector  of 
the  health  and  hospital  insurance  industry. 

At  the  core  of  Medicredit  are  the  following 
concepts: 

Health  Care  Insurance  and  Hospitalization 
will  be  carried  by  the  private  sector  and 
group  insurance  carrier.  The  protection  may 
be  in  the  form  of  a health  insurance  policy 
from  a company;  membership  in  a prepay- 
ment plan  such  as  Blue  Cross-Blue  Shield; 
membership  in  a prepaid  group  practice  plan 
(in  which  the  patient  pays  a fixed  fee  per 
month  or  year  and  receives  medical  and  health 
care  as  needed  from  physicians  practicing  in 
the  group).  Choice  of  the  kind  of  protection 
desired  is  made  by  the  family  or  individual. 
All  programs  offered  under  Medicredit  would 
be  approved  by  the  respective  states  to 
assure  that  the  benefits  meet  the  national 
standards. 

Low-income  families  would  be  furnished 
“certificates  of  entitlement”  that  would  be 
used  in  payment  for  coverage.  Middle-income 
and  high-income  tax  groups  would  be  on  a 
sliding  scale  with  income  tax  credits  to  be 
used  against  premiums  for  coverage. 

The  plan  would  not  disrupt  the  present 
system  of  medicine  and  would  allow  patients 
free  choice  of  physicians  and  facilities. 

Medicredit  would  not  obligate  the  govern- 
ment to  pay  for  the  care  of  people  who  could 
afford  to  handle  most  of  their  own  medical 
problems.  The  federal  government’s  contribu- 
tion to  the  cost  of  Medicredit  has  been  esti- 
mated as  $14.5  billion  for  the  first  year.  This 
does  not  take  into  account  the  savings  from 


Medicaid  that  would  be  cancelled  out. 

The  AMA  plan  is  contrasted  with  the  other 
extreme  initiated  by  Walter  Reuther  and  the 
Committee  of  One  Hundred,  now  championed 
by  Leonard  Woodstock,  which  has  as  its  con- 
cept total  health  care  financed  by  the  em- 
ployer and  federal  government.  This  latter 
plan  has  a price  tab  conservatively  estimated 
as  $70  billion  with  the  general  consensus  that 
it  will  approach  the  $100  billion  mark,  this 
contrasted  to  the  $14.5  billion  cited  above.  To 
put  this  in  real  perspective  the  total  national 
product  approaches  the  $1,000  billion  mark 
and  the  predicted  $70  to  $100  billion  health 
care  expenditure  approaches  10  per  cent  of 
our  productivity. 

The  AMA’s  Medicredit  Bill,  known  as  the 
'"Health  Care  Insurance  Act  of  1971’'’  is 
launched  in  Congress  by  more  than  120 
House  and  Senate  members.  At  the  AMPAC 
Workshop  in  Washington  in  March  of  this 
year,  it  was  conceded  that  no  plan  is  apt  to 
succeed  in  the  present  Congress.  It  is  felt  that 
in  the  next  presidential  campaign  one  of  the 
main  planks  in  both  parties  will  have  to  do 
with  overall  national  health  care  and  it  is 
generally  conceded  by  the  top  echelon  of  the 
political  family  that  something  will  come  out 
of  the  Congress  following  that  election. 

Foundations 

A Foundation  for  Medical  Care  is  an  or- 
ganization of  Doctors  of  Medicine,  sponsored 
by  a local  County  Medical  Society  or  a State 
Medical  Association.  It  is  a separate  and 
autonomous  corporation  with  its  own  board 
of  directors. 

A Foundation  for  Medical  Care  is  con- 
cerned with  the  development  and  delivery  of 
medical  services  and  the  reasonable  cost  of 
health  care,  whether  privately  or  publicly 
financed.  A Foundation  also  believes  in  the 
American  tradition  of  free  choice  of  a per- 
sonal physician  and  hospital  by  the  patient, 
the  fee  for  service  concept,  and  the  local  con- 
trol of  over  and  under-utilization  through 
“peer  review”. 

A Foundation  for  Medical  Care  establishes 
minimum  standards  for  health  care  as  prac- 
ticed in  the  community  which  offer  broad 
coverage  within  a reasonable  cost  level.  The 
Foundation  accepts  the  service  principle  of 
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insurance,  thereby  making  certainty  of  cover- 
age available  to  all  consumer  groups  covered 
by  a sponsored  program. 

Quality  of  medical  care  is  emphasized 
through  utilization  review  techniques  — both 
over-utilization  and  under-utilization,  by  both 
physician  and  the  patient. 

A Foundation,  recognizing  that  health  is  a 
community  affair,  functions  in  concert  with  all 
segments  of  the  community  in  upgrading 
existing  health  care  programs  and  in  experi- 
mentation and  development  of  new  health 
care  programs.  The  latter  involvement  has 
specific  interest  in  bringing  medical  care  to 
those  segments  of  the  population  that  do  not 
now  have  easy  access  to  adequate  medical 
care. 

Health  Maintenance  Organizations  (HMO) 

A health  maintenance  organization  is  an 
organized  system  of  health  care  which  pro- 
vides comprehensive  health  maintenance  and 
treatment  services  for  an  enrolled  group  of 
persons  through  a prepaid  aggregate  fixed 
sum  or  capitation  arrangement. 

An  HMO  can  be  sponsored  or  organized 
by  a medical  foundation,  a community  group, 
a nonprofit  group  allied  with  an  insurance 
firm,  or  several  other  combinations.  It  may  be 
hospital-based,  medical  school-based,  or  be  a 
free-standing  clinic  or  group  of  clinics.  It  may 
provide  all  of  the  services  or  provide  some 
and  contract  for  others. 

The  proposed  1970  amendments  to  the 
Social  Security  Act  provides  that  both  Medi- 
care beneficiaries  and  Medicaid  recipients  are 
eligible  for  enrollment  in  approved  Health 
Maintenance  Organizations. 

Medical  Education  and  Financing 

Moving  into  the  area  of  medical  education 
and  financing,  the  Carnegie  Report  is  the 
most  frequently  quoted  document.  The  con- 
cept of  speeding  up  premedical  and  medical 
education  and  shortening  the  residence  pro- 
gram has  found  popular  support.  It  is  gen- 


erally conceded  that  the  premedical  curricu- 
lum can  be  shortened  and  that  some  con- 
ventional medical  basic  science  subject  should 
be  taught  at  the  undergraduate  level.  A num- 
ber of  universities  now  have  made  scheduled 
adjustments  to  allow  a student  to  finish  his 
baccalaureate  preparation  in  three  calendar 
years.  The  medical  schools,  running  on  a 
year-round  basis  as  documented  by  Dr. 
McCord  and  others,  can  furnish  the  require- 
ments for  the  Medical  Doctor  Degree  in  three 
calendar  years.  The  matter  of  resident  train- 
ing will  come  under  scrutiny  with  the  idea  of 
reducing  Board  Requirements  from  four  to 
three  years. 

Federal  funding  in  undergraduate  as  well 
as  professional  schools  in  the  past  has  been 
oriented  to  the  area  of  research  and  develop- 
ment. A new  concept  would  prorate  funds  for 
medical  school  operations  based  on  a figure 
of  approximately  $6,000  for  each  student 
graduated. 

The  delivery  of  health  care  would  involve 
further  concepts.  Health  science  centers  (the 
medical  university)  with  the  satellite  health 
education  centers  would  be  so  numerically 
created  and  geographically  located  as  to 
afford  teaching  and  special  medical  care  to 
all  regions  and  population  segments.  The  pres- 
ent medical  schools  plus  those  under  con- 
struction and  nine  additional  schools  would 
constitute  the  proposed  Health  Science  Cen- 
ters. The  Health  Education  Centers,  126  in 
number,  are  recommended  to  complete  the 
plan.  Financing  of  these  community  projects 
is  based  on  heavy  federal  funding. 

Under  the  leadership  of  organized  medicine 
it  is  hoped  that  the  Reformation  in  Medicine 
of  the  1970’s  will  evolve  into  such  a system 
that  it  can  be  accepted  by  the  majority  of  the 
profession  with  grace  and  style  within  the 
framework  of  character  and  decency. 

Ben  N.  Miller,  M.  D. 
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REPORT  OF  THE  EXECUTIVE  SECRETARY 


Membership  in  the  Association  last  year 
reached  a total  of  1,730.  Of  this  number,  1,541 
paid  dues,  there  were  13  in  the  category  of 
Junior  Members,  and  7 Service  Members.  One 
hundred  and  forty-five  (145)  were  active 
members  in  good  standing,  but  exempt  from 
payment  of  dues  under  the  By-Laws.  This 
total  represents  a net  increase  of  16  over  the 
previous  year.  During  1970  we  actually 
acquired  84  new  members.  Twenty-two  mem- 
bers died  and  23  were  dropped,  principally 
for  non-payment  of  dues. 

A large  majority  of  our  members  also  belong 
to  the  American  Medical  Association.  Four- 
teen hundred  eight  (1,408)  paid  dues  to 
AMA.  There  were  123  active  members,  but 
exempt  from  dues  and  13  listed  as  Associate 
Members.  The  latter  are  our  Junior  Members, 
who,  under  the  By-Laws  of  AMA,  are  exempt 
from  payment  of  dues  to  that  organization  so 
long  as  they  maintain  that  status.  Accordingly, 
there  were  a total  of  1,544  of  our  members 
who  are  also  members  in  good  standing  of 
AMA.  This,  we  feel,  is  an  excellent  record  for 
the  Association,  when  it  is  considered  that 
membership  in  AMA  is  entirely  voluntary. 

The  record  continues  good  for  this  year. 
Up  to  the  present  time,  1,378  physicians 
have  paid  dues  to  the  State  Association.  Al- 
though dues  to  AMA  were  increased  to  $110 
for  1971,  1,188  members  have  already  paid 
dues  to  AMA,  just  85  less  than  the  number 
as  of  this  date  last  year.  It  should  be  recalled 
that  all  AMA  dues  are  collected  through  the 
State  office.  This  nearly  doubles  the  amount 
of  money  which  is  handled,  over  that  which 
would  be  collected  if  only  our  State  Associa- 
tion dues  were  involved.  All  but  a very  small 
percentage  of  the  dues  to  both  organizations 
are  collected  by  the  county  secretaries  and 
treasurers  and  remitted  by  them  to  the  State 
office,  where,  in  turn,  we  deduct  the  State’s 
portion  and  remit  and  account  to  the  AMA 
for  the  amount  belonging  to  them. 

In  addition  to  these  amounts,  we  received 
last  year,  $3,745  in  contributions  to  AMA- 
ERF. 


Dues  to  SocPac  also  are  included  on  the 
Association  bills,  and  we  received  and  re- 
mitted $5,000  to  this  organization  from  250 
members.  Four  (4)  other  members  paid  direct 
to  the  Treasurer  of  SocPac. 

The  work  of  the  Executive  Office  has  con- 
tinued as  usual,  with  a steady  increase. 
Shortly  after  the  Annual  Meeting  last  year, 
Mr.  Richard  G.  Pugh  was  added  to  the  Staff 
as  Assistant  and  placed  in  charge  of  the 
newly  established  Columbia  office.  Mr.  Pugh 
came  with  us  in  August  and  shortly  there- 
after began  a series  of  trips  about  the  State, 
meeting  the  various  officers,  councilors,  chair- 
men of  committees  and  other  members  of 
the  Association.  We  feel  sure  that  his  person- 
able manner  and  good  approach  has  served  to 
bring  the  Association  a bit  closer  to  its  in- 
dividual members  in  the  various  cities  and 
towns  and  it  has  helped  to  keep  the  central 
office  better  informed  as  to  the  wishes  and 
the  activities  of  the  various  county  societies. 

Mr.  Pugh  has  attended  a number  of  meet- 
ings of  related  organizations  in  Columbia, 
Charleston  and  elsewhere,  including  the 
Interim  Session  of  the  AMA  House  of  Dele- 
gates, in  Boston,  last  December.  Beginning  in 
January,  he  devoted  most  of  his  time  to 
developing  contacts  and  helping  to  maintain 
liaison  with  the  members  of  the  General 
Assembly.  This  particular  type  of  work  was 
new  to  him  but  we  believe  he  is  adapting 
himself  readily  and  will  continue  to  serve  well 
in  this  capacity. 

This  has  been  an  active  year  legislatively 
and  one  that  has  been  decidedly  different 
from  any  of  those  in  our  past  experience.  A 
number  of  Bills  have  been  introduced  in 
which  the  Association  as  a whole  or  different 
segments  of  the  profession  have  been  inter- 
ested and  to  most  of  which  they  were  opposed. 
The  session,  of  course,  is  not  yet  over  but  we 
are  very  pleased  to  say  that  up  to  the  present 
time  not  any  of  the  Bills  have  been  passed 
which  we  have  actively  opposed  and,  al- 
though it  is  still  possible  that  one  or  more  of 
them  might  get  through,  we  are  optimistic  at 
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this  time.  Since  this  is  the  first  session  of  the 
present  General  Assembly,  Bills  in  committee 
or  which  remain  on  the  Calendar  at  the  time 
of  adjournment  this  Spring  will  be  up  for 
consideration  at  the  next  session. 

We  find  that  there  has  been  a difference  in 
this  session  of  the  Legislature  from  the  atti- 
tude and  method  of  operation  of  most  of  the 
committees  in  past  years  and  this  is  giving  us 
some  concern. 

There  seems  to  be  evidence  in  my  opinion, 
at  least,  of  a considerable  disenchantment 
among  the  members  of  the  General  Assembly 
with  the  medical  profession  and  its  attitude 
toward  legislative  proposals.  Without  excep- 
tion in  years  gone  by,  all  of  our  requests  for 
a public  hearing  on  any  Bill  were  courteously 
honored  and  as  a general  thing,  there  was 
willingness  on  the  part  of  the  chairmen  of  the 
committees  to  give  sufficient  notice  in  ad- 
vance as  to  allow  for  adequate  preparation. 
It  has  not  always  been  so  this  year.  With  the 
new  Chairman  of  the  Committee  on  Military, 
Public  and  Municipal  Affairs— the  Committee 
of  the  House  which  handles  most  bills  con- 
cerning health  and  medicine— we  have  had 
rather  a hard  time.  Our  requests  for  a hearing 
on  two  bills  favored  by  the  optometrists  were 
rather  grudgingly  granted  and  upon  arrival  of 
a large  number  of  ophthalmologists  at  the 
time  and  place  set,  we  were  told  that  only  a 
limited  number— 5 or  6,  I beheve— would  be 
admitted  and  a similar  number  from  the 
optometric  association.  This  is  a far  cry  from 
the  custom  of  the  past  when  on  more  than  one 
occasion,  we  have  nearly  filled  the  entire  Hall 
of  the  House. 

Requests  for  hearings  on  two  other  Bills, 
referred  to  the  same  Committee,  were  com- 
pletely ignored  and  in  both  instances,  the 
Bills  were  considered  in  executive  session  and 
reported  out  as  Committee  Bills.  Other  and 
similar  instances  could  be  enumerated.  The 
Chairman  of  this  Committee,  who  is  serving 
his  first  year  in  that  office,  has  never  been 
very  medicine  oriented,  but  the  tactics  in  the 
past  have  been  considerably  different.  As  First 
Vice-Chairman  of  the  Committee  several  years 
ago,  he  led  the  fight  against  us  in  connection 
with  the  legislation  to  extend  the  licenses  of 
the  osteopaths.  Oddly  enough,  the  Chairman 


of  this  Committee  is  an  ex-offieio  member  of 
the  Board  of  Trustees  of  the  Medical  Univer- 
sity. 

Despite  the  difficulties,  however,  we  have 
not  fared  too  badly.  One  of  the  Bills  concern- 
ing podiatry,  it  was  decided  not  to  oppose. 
The  other  Bill  is  still  in  the  Committee  and  a 
limited  hearing  has  been  set  for  Tuesday,  May 
11th,  at  which  we  are  authorized  to  have 
three  (3)  representatives  present  to  explain 
the  Association’s  position. 

A Bill  endorsed  by  Council  at  its  meeting 
in  February  and  introduced  by  a House  mem- 
ber at  our  request  would  have  added  two  (2) 
physicians  to  the  State  Advisory  Council  for 
Comprehensive  Health  Planning.  In  this  same 
Committee,  it  was  amended  by  attempting  to 
add  also  to  the  Council  a podiatrist,  an 
optometrist,  and  several  others.  It  is  too 
early  to  tell  what  the  final  outcome  of  this 
Bill  will  be,  but  we  doubt  that  it  has  much 
chance  of  passage  with  only  the  addition  of 
the  two  physicians. 

As  the  foregoing  will  indicate,  the  time  has 
passed  when  the  members  of  the  Legislature 
are  willing  to  take  without  question  the  ad- 
vice and  opinion  of  doctors  of  medicine  on 
problems  of  health  and  health  care.  Efforts 
in  all  the  Association’s  fight  in  the  Legislature 
have  been  to  emphasize  the  scientific  value 
of  medical  opinion;  but  the  increasing  num- 
bers of  practitioners  of  various  kinds  who 
profess  to  be  able  to  treat  the  ills  of  the 
human  body  are  having  their  effect.  The  fact 
that  there  are  not  really  enough  doctors  to  go 
around  makes  it  still  easier  for  others  to 
establish  themselves  in  some  sort  of  practice 
and  then  to  influence  the  lawmakers. 

In  other  areas,  the  work  of  our  office  has 
been  pretty  much  as  in  the  past  only  at  an 
increased  degree.  Despite  adequate  personnel 
and  the  added  help  of  an  assistant  head- 
quartered in  Columbia,  we  have  never  been 
busier  on  affairs  for  the  Association  than  we 
have  been  since  the  first  of  January  this  year. 

As  most  of  you,  of  course,  realize,  the  pre- 
vailing opinion  among  those  who  are  sup- 
posed to  know  is  definitely  to  the  effect  that 
some  federally  sponsored  health  care  law  will 
be  enacted  within  the  course  of  the  next  two 
or  three  years— probably,  by  the  present  Con- 
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The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content  . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt , predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 
Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100,  500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 

Cyi/avuj^ec/M'ietA  o^>(T^£4/ca/f , fymaceu/tcci/i 


Clinical  Extension 
of  a pure 
Smooth  Muscle 
Relaxant 


TROCINATE0 

Brand  THIPHENAMIL  HC1 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS-MUCOUS  COLITIS 
. . . the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  ( 7.  Urol. 
73:487-93 ) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 


gress  at  its  second  session  in  1972.  We  have 
kept  in  touch  with  the  AMA  and  attended 
meetings  where  these  proposals  have  been  dis- 
cussed in  detail. 

With  an  eye  to  the  future  and  since  some 
major  development  along  this  line  seems  to 
be  definitely  impending,  we  cooperated  in  the 
arranging  and  holding  of  a Regional  Confer- 
ence for  the  Southeastern  part  of  the  United 
States,  in  Charleston,  two  weeks  ago  on  the 
subject  of  “Foundations  for  Medical  Care’’. 
Such  Foundations  are  being  used  to  good 
advantage  on  the  West  Coast  by  county  and 
state  medical  societies.  They,  apparently, 
offer  one  possibility  for  members  of  the  medi- 
cal profession  to  exercise  some  control  over 
their  professional  destiny  under  a system  of 
universal  medical  care  in  the  United  States. 
Physicians  and  lay  officials  of  the  West  Coast 
Foundations  were  on  hand  in  Charleston. 
They  are  experts  in  their  field  and  offered 
information  and  suggestions.  This  was  one  of 
four  conferences  scheduled  for  the  entire 


country  — the  first  being  held  in  Rochester, 
New  York;  the  third  in  Des  Moines  this  month 
and  the  fourth  in  Hawaii,  in  June.  We  are 
very  pleased  to  have  been  able  to  assist  in  the 
organization  and  holding  of  this  conference 
prior  to  this  Annual  Meeting  so  that  the 
actions  of  your  councilors  and  other  officials 
and  members  could  be  presented  for  informa- 
tion and  discussion  at  a special  session  of  the 
House  of  Delegates  on  Sunday  evening. 

In  conclusion,  I wish  to  thank  the  officers 
and  councilors  of  the  Association  for  their  un- 
failing courtesies  and  cooperation  in  our 
efforts  to  administer  the  affairs  of  the  Asso- 
ciation. Dr.  Miller’s  quiet,  reassuring  leader- 
ship has  been  a tremendous  asset  to  the  Asso- 
ciation during  the  past  year,  and  Dr.  Hope’s 
continued  sound  direction  of  the  responsibili- 
ties of  Council,  as  usual,  has  been  invaluable. 
We  appreciate  also  the  cooperation  of  Dr. 
Pope,  Secretary,  and  Dr.  Howard  Stokes, 
Treasurer. 

M.  L.  Meadors 


Editor’s  Report 


The  Journal  now  prints  approximately  2,700 
copies,  distributed  to  members  of  the  South 
Carolina  Medical  Association,  senior  medical 
students,  house  officers,  other  state  medical 
journals,  advertisers,  and  others.  It  is  accorded 
the  usual  mailing  privileges  of  a scientific 
publication  and  is  listed  with  the  Index 
Medicus. 

The  change  to  a new  printer  appears  gen- 
erally to  have  produced  a most  satisfactory 
result  and  we  feel  has  resulted  in  a more 
attractive  appearance  for  the  Journal  with 
fewer  printing  errors. 

Dr.  Waring  continues  to  lend  invaluable 
support  and  is  always  available  for  counsel 


with  problems  that  arise  with  this  type  of  pub- 
lication. 

The  editorial  assistant,  Mrs.  Esther  Temple, 
formerly  worked  with  Dr.  Waring  prior  to 
assuming  her  current  position  in  Columbia 
which  has  helped  achieve  a much  smoother 
transition  of  the  editorship. 

We  are  finding  what  appears  to  be  an  in- 
creased amount  of  advertising  which  must  be 
balanced  with  scientific  material.  Therefore, 
we  continue  to  be  desirous  of  receiving  mate- 
rial suitable  for  publication  from  the  member- 
ship. 

R.  B.  Thomas,  M.  D. 

Editor 
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ANNUAL  CONVENTION,  AMA,  ATLANTIC  CITY, 

JUNE,  1971 


Thomas  Parker,  M.  D. 
Delegate  to  the  A.M.A. 


The  convention  was  noteworthy  because 
of  the  speeches  given,  the  actions  taken,  and 
the  changed  attitude  of  the  House  of  Dele- 
gates. It  might  be  well  to  take  these  subjects 
up  in  chronological  order. 

On  Sunday  Dr.  Raymond  Robillard,  Presi- 
dent of  the  Federation  of  Medical  Special- 
ists of  Quebec,  addressed  the  Conference  of 
State  Presidents.  lie  described  how  the 
Canadian  government  had  implemented 
socialized  medicine  over  a period  of  several 
years.  The  doctors  thought  that  they  would 
be  able  to  negotiate  with  the  government 
thus  influencing  legislation.  Finally,  an 
impasse  was  reached,  in  Quebec,  and  the 
doctors  realized  that  a firm  stand  must  be 
taken,  particularly  after  the  Minister  of 
Health  announced  his  intention  of  closing 
all  private  offices.  The  doctors  therefore 
withdrew  their  services  to  the  population  as 
a whole,  but  maintained  excellent  emer- 
gency services  with  2400  of  6000  doctors  on 
call.  At  this  time  the  political  abduction 
and  murder  of  a prominent  diplomat  led  to 
the  imposition  of  martial  law  by  the  Prime 
Minister,  during  which  the  government 
forced  the  doctors  to  return  to  work  and 
prohibited  their  practicing  except  in  the 
government  system.  After  the  doctors  had 
been  brought  to  heel,  the  worst  of  the  puni- 
tive legislation  was  repealed  and  some 
negotiation  was  undertaken.  Dr.  Pobillard’s 
conclusion  was  that  the  only  way  to  deal 
with  government  is  through  collective  bar- 
gaining; that  there  must  be  only  one  voice 
for  a united  medical  profession. 

Next  came  the  presidential  address  of  Dr. 
Bornemeir.  He  said  there  were  three  aspects 
of  medical  care  which  we  have  to  consider; 
cost,  which  is  going  up  and  over  which  doc- 


tors have  little  control  anyway;  quality, 
which  is  good  and  is  getting  better;  and 
availability,  which  is  the  most  important 
aspect  of  all.  We  must  make  quality  medical 
care  available  at  a cost  which  the  citizens 
can  pay. 

He  then  discussed  the  necessity  for  an  in- 
crease in  the  number  of  physicians,  ad- 
vocating a shortening  of  medical  education, 
and  in  particular  of  having  all  medical  stu- 
dents  have  their  last  year  of  training  not  in 
hospitals  but  in  doctors’  offices  so  that  they 
would  be  acquainted  with  community  medi- 
cine. If  they  wished,  after  this,  they  could 
return  for  specialist  training. 

He  particularly  stressed  the  need  for 
having  medical  care  available  where  the 
people  live.  He  advocates  group  practice, 
whether  prepaid  or  not;  and  thinks  the 
groups  should  go  to  the  population  centers. 
Tn  passing,  he  thought  there  should  be 
groups  in  vicinities  of  big  hospitals,  to  care 
for  the  people  who  live  in  their  areas,  so 
that  the  hospitals  should  not  be  responsible 
for  furnishing  routine  medical  care  to  people 
in  their  areas,  but  should  furnish  hospital 
care  instead;  and  that  the  inhabitants  in  the 
area  should  not  look  to  doetors-in-training 
for  their  care.  He  felt  that  because  of  the 
expense  of  setting  up  a group  practice,  fed- 
eral aid  should  be  available  for  this. 

It  should  be  noted  that  the  remarks  of  the 
President  are  his  remarks,  and  are  not  the 
policy  of  the  Association  unless  accepted  as 
such.  This  distinction  is  important  and  will 
come  up  again. 

We  also  heard  an  excellent  talk  by  Bruce 
Fagel,  President  of  the  Student  American 
Medical  Association,  who  has  been  coming 
to  AMA  meetings  for  several  years.  He  is  a 
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most  personable  and  articulate  young  man. 
He  stated  that  the  most  important  event 
creating  the  current  dilemma  facing  today’s 
medical  students  is  the  Vietnam  war,  which 
has  destroyed  the  student’s  basic  trust  in 
our  institutions.  Students  wonder  whether 
our  institutions  can  respond  to  current  prob- 
lems. Students  seek  credibility ; that  is  to 
say,  they  seek  action,  not  words.  Resolutions 
won’t  do.  He  discussed  briefly  the  Medi- 
cal Education  Community  Organization 
(MECO)  programs,  and  said  that  700  stu- 
dents would  be  involved  in  these  this  sum- 
mer. He  concluded  by  saying  that  although 
SAMA  disagrees  with  AMA  on  various  sub- 
jects, it  nevertheless  shares  common  concern 
over  our  problems  and  will  continue  to  work 
with  AMA  at  all  levels. 

All  day  Monday  was  devoted  to  com- 
mittee hearings  on  the  various  items  of 
business  before  them. 

On  Tuesday  President  Nixon  addressed 
the  House  of  Delegates.  He  commenced  by 
quoting  Disraeli,  “The  health  of  the  people 
is  the  foundation  upon  which  all  the  hap- 
piness of  the  people  depends”.  He  said  the 
United  States  is  a healthy  country.  He  said 
American  medicine  has  always  had  a rest- 
less and  inquiring  spirit.  He  said  that  the 
current  picture  of  health  care  presents  many 
opportunities  among  which  are:  1.  Poor  dis- 
tribution of  doctors  with  relation  to  need. 
2.  Performance  of  too  many  routine  tasks 
by  physicians  which  could  be  properly  done 
by  less  highly  trained  people.  3.  The  tre- 
mendous problem  of  malpractice  suits.  4. 
Provision  of  primary  care  to  the  people.  5. 
The  funding  of  the  cost  of  catastrophic  ill- 
ness. 

He  discussed  the  administration’s  plans  to 
provide  health  care,  stressing  cost  and  qual- 
ity were  not  synonymous  and  that  his  plan 
was  much  better  than  the  Kennedy  plan  at 
1/3  the  cost.  He  wishes  to  build  on  the  pres- 
ent system  of  medical  care  rather  than 
change  the  system ; and  pointed  out  that  we 
cannot  improve  on  the  country’s  health  by 
fighting  the  doctors. 

He  named  drug  abuse  as  public  enemy 
number  one  and  stated  that  his  administra- 
tion intended  to  go  on  an  all-out  offensive 


against  it. 

He  admonished,  “doctors  had  better  get 
into  politics  or  they  won’t  have  any  profes- 
sion”. He  therefore  challenged  us  not  only 
to  enter  politics  as  such,  but  to  assist  the 
government  in  formulating  the  best  medi- 
cal programs  for  the  care  of  the  people.  He 
concluded  by  reminding  us  that  years  ago 
when  our  country  was  young,  America  was 
militarily  weak,  economically  poor,  but 
strong  in  its  spiritual  outlook.  Today  he 
says  America  is  the  strongest  nation  in  the 
world  militarily,  and  the  richest  nation  in 
the  world  economically;  but  what  about  its 
moral  and  spiritual  strength?  He  challenged 
us  to  lead  the  way  to  good  physical,  mental, 
and  moral  health.  The  following  day  a full 
page  ad  appeared  in  the  New  York  Times 
entitled  “We  accept,  Mr.  President”. 

The  next  talk  was  that  of  Wesley  W.  Hall, 
President  of  the  AMA.  He  started  his  re- 
marks by  a quotation  that  “this  is  a gloomy 
moment  in  history”  in  which  we  face  the 
“problems  of  pollution,  war,  and  social  un- 
rest.” The  quotation  originated  in  1857.  He 
stated  that  the  solutions  to  these  problems 
must  be  solved  through  the  cooperation  of 
interested  organizations.  He  said  the  AMA 
is  relevant  to  our  times  and  problems,  that 
it  is  aware  of  the  problems  and  that  it  is 
utilizing  its  resources  to  find  the  answers. 

He  then  made  definite  suggestions  to  the 
House  of  Delegates  of  which  the  first  was 
that  we  should  have  a constitutional  con- 
vention for  the  purpose  of  streamlining  the 
organization.  He  said  our  meetings  twice  a 
year  for  four  and  three  days  are  not  long 
enough  to  adequately  cover  the  business  of 
the  association,  and  that  we  have  more  than 
a hundred  councils,  etc.  which  overlap.  He 
suggested  that  states  limit  the  service  of 
their  delegates  to  a given  number  of  years, 
following  which  delegates  emeritus  would  be 
available  to  serve  on  councils  and  in  other 
ways.  He  devoted  considerable  time  to  the 
necessity  for  our  winning  the  confidence 
and  cooperation  of  young  physicians,  and 
suggested  a scientific  section  for  interns  and 
residents,  and  voting  delegates  from  SAMA. 
He  said  that  many  doctors  are  disillusioned 
with  the  AMA  and  are  seeking  progress  out- 
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side  of  it,  while  retaining  the  same  goals 
which  AMA  professes.  He  urged  all  doctors 
to  come  under  the  AMA  umbrella,  since 
doctors  must,  can,  and  do  meet  the  needs  of 
the  old,  the  young,  the  residents  in  ghettos, 
the  poor,  and  even  the  rich,  lie  says  that 
doctors  care,  but  are  not  solely  responsible 
for  the  health  of  the  nation.  We  need  help 
from  all  Americans. 

Without  any  doubt  it  was  a challenging 
speech  and  Dr.  Hall  is  an  able  leader  in  full 
command  of  his  faculties.  His  speech  was 
handled  in  a most  unusual  way,  As  almost 
the  last  item  of  business  on  the  final  day  of 
the  convention,  the  Board  of  Trustees  had  a 
called  meeting  on  the  presidential  address ; 
and  then  recommended  to  the  House  that  we 
have  no  constitutional  convention  now,  and 
that  we  continue  to  utilize  our  present 
mechanism. 

A substitute  motion  came  from  the  floor 
to  defer  action  on  the  constitutional  conven- 
tion to  the  interim  meeting  in  New  Orleans, 
at  which  time  we  could  have  reports  from 
the  Committee  on  Constitution  and  Bylaws 
and  the  Committee  on  Long  Range  Planning 
and  possibly  other  groups,  and  the  House 
would  have  more  information  as  to  the 
necessity  of  drastic  change  in  the  structure 
of  the  American  Medical  Association.  The 
substitute  motion  to  defer  action  until  the 
clinical  meeting  was  approved.  It  is  only 
fair  to  say  that  there  is  a serious  struggle 
for  power  in  the  ranks  of  the  AMA.  The 
struggle  exists  not  only  between  the  elected 
officers,  but,  in  the  opinion  of  your  writer, 
between  the  elected  officers  and  the  staff. 
It  involves  personalities  and  principles. 
Moreover,  it  does  no  good  to  blame  outside 
trouble-makers  for  the  AMA’s  present  divi- 
sion; it  is  sui  generis.  The  New  Orleans 
meeting  should  be  a real  sure  enough  wing- 
dinger. 

Now  for  the  business  of  the  House.  In 
accordance  with  its  desire  to  include  young 
doctors  in  the  AMA,  the  House  amended  the 
Bylaws  to  provide  direct  membership  for 
service  members,  physicians  employed  by 
federal  agencies,  and  interns  and  residents ; 
which  changes  will  permit  physicians  who 
are  ineligible  for  membership  in  a county  or 


state  medical  society  because  of  local  cir- 
cumstances to  join  the  AMA  directly  and  to 
have  representation  in  the  House  of  Dele- 
gates. The  matter  of  setting  up  the  scientific 
section  for  interns  and  residents  was  re- 
ferred to  a Board  of  Trustees.  The  House 
also  voted  to  give  voice  and  vote  to  the 
SAMA  delegates.  The  House  expressed  its 
concern  over  the  financing  of  the  education 
of  the  medical  students,  and  urged  addi- 
tional federal  aid  to  medical  students  in  the 
form  of  loans. 

The  House  passed  resolution  19,  to  urge 
state  societies  to  seek  revision  of  state  laws 
if  necessary  to  provide  for  doctors  to  be 
eligible  for  membership  on  hospital  boards 
like  other  citizens.  It  also  urged  hospital 
boards  and  medical  staffs  to  resolve  their 
disputes  internally.  It  urged  individual  phy- 
sicians, hospital  medical  staffs,  and  medical 
societies  to  take  active  roles  in  community 
health  planning.  In  this  connection  it 
stressed  the  necessity  for  the  physician  to 
view  himself  as  “leader”  of  the  health  care 
“team  approach”,  thereby  acknowledging 
the  necessity  for  participation  by  other  cate- 
gories of  health  professionals.  Report  E 
stressed  the  necessity  for  voluntary  action, 
and  contained  this  paragraph.  “In  many 
areas  of  the  country,  controls  are  being  ap- 
plied in  a variety  of  ways,  such  as  1.  vol- 
untary agreements  among  health  care  in- 
stitutions and  other  providers  to  share 
services  and  facilities;  2.  provision  or  denial 
of  capital  funds  for  initial  construction  or 
plant  alterations ; 3.  contracts  for  reimburse- 
ments of  patient  services  entered  into  be- 
tween providers,  public  and  private  financ- 
ing agencies,  and  individual  subscribers ; 
and  4.  authorization  by  a state  or  local  gov- 
ernment agency  permitting  the  institution 
to  expand  or  change  its  scope  of  services, 
including  the  actual  certification  that  there 
is  a valid  need  for  the  facility  or  service  in 
the  area.  The  voluntary  approach  is  prefer- 
able and  should  be  employed  where-ever  pos- 
sible.” It  should  be  noted  in  passing  that  at 
the  first  conference  on  Area  Wide  Planning 
held  by  the  AMA  in  Miami  several  years  ago, 
the  panel  members  pointed  out  that  vol- 
untary area-wide  planning  was  fine,  but  un- 
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realistic ; and  that  anyone  who  thought  area- 
wide planning  did  not  have  to  be  compul- 
sory, simply  did  not  know  the  score.  It 
should  also  be  mentioned  that  the  South 
Carolina  Legislature  has  just  passed  a law 
requiring  approval  by  the  State  Department 
of  Health  of  the  plans  of  any  hospital  for 
any  substantial  expansion  or  diversification, 
a certificate  of  community  need  being  essen- 
tial to  approval.  There  is  nothing  voluntary 
about  this  approach. 

The  House  resolved  “that  medical  staffs 
be  urged  to  form  a staff  committee  to  co- 
operate with  administration  in  the  guidance 
of  developing  safety  programs  that  will  in- 
clude the  concepts  of  prevention,  detection, 
and  correction,  and  which  will  fully  utilize 
the  expertise  of  physicians  and  other  mem- 
bers of  the  health  care  team”. 

The  House  considered  temporary  licensure 
for  physicians  licensed  in  other  states  to 
serve  voluntarily  in  medically  indigent  com- 
munities, and  finally  referred  the  matter  to 
the  Board  of  Trustees.  Specifically  the  point 
was  raised  that  such  legislation  should  not 
permit  physicians  in  government  employ  to 
be  moved  into  areas  of  alleged  need,  or  even 
more  specifically,  that  it  should  not  permit 
the  drafting  of  doctors  by  the  government 
for  civilian  purposes. 

The  country  presently  faces  an  epidemic 
of  venereal  disease.  A resolution  was  adopted 
calling  for  increased  activities  of  various 
sorts  to  control  venereal  disease,  and  in  par- 
ticular for  AMA  support  for  research  de- 
signed to  discover  a vaccine  for  venereal 
disease  as  the  only  practical  means  of  con- 
trolling the  epidemic  in  the  present  permis- 
sive moral  climate. 

The  Federal  Communication  Commission 
was  requested  to  establish  a special  band  of 
radio  frequencies  for  use  exclusively  in 
medical  emergencies.  The  performance  of 
ham  operators  in  times  of  disaster  has  al- 
ready proven  most  worthwhile. 

The  financial  statement  of  the  Board  of 
Trustees  disclosed,  briefly  and  superficially, 
that  the  AMA  operated  at  a deficit  of  about 
$2,917,000  last  year  in  spite  of  the  dues 
increase.  We  were  assured,  however,  that  the 
matter  was  well  in  hand  by  reason  of  the  ad- 


ministrative and  other  changes  which  had 
been  and  were  being  instituted.  When  the 
questioning  became  pointed,  believe  it  or  not, 
the  lights  in  this  room  only  went  out  for 
so  long  that  most  of  us  in  attendance  left 
and  went  elsewhere.  In  this  connection  the 
House  recommended  to  the  speakers  that 
they  endeavor  to  appoint  the  members  of  the 
committee  which  is  to  consider  the  financial 
statement  for  staggered  terms  of  two  years, 
so  that  they  can  give  a more  accurate  and 
knowledgable  report  to  the  House  than 
members  tackling  such  a proposition  for  the 
first  time. 

The  House  overruled  the  Reference  Com- 
mittee to  adopt  a California  resolution, 
“Resolved  that  the  AMA  make  a definite 
effort  to  determine  the  opinions  and  desires 
of  the  total  membership  on  critical  basic 
issues  by  an  informed  opinion  poll  to  the 
entire  membership ; and  be  it  further  re- 
solved that  the  speaker  appoint  an  ad  hoc 
committee  to  develop  the  implementation  of 
such  opinion  polls.”  It  was  pointed  out  that 
numerous  physicians,  particularly  younger 
physicians,  felt  that  they  had  absolutely  no 
access  to  policy-making  in  the  AMA ; and 
that  such  polls  would  be  of  help  to  the  AMA 
in  retaining  and  regaining  the  confidence  of 
its  members.  It  should  also  be  pointed  out 
that  this  does  bypass  the  federal  structure 
of  the  AMA  coming  up  through  the  county 
and  state  organizations;  and  that  the  danger 
of  uninformed  voting  is  certainly  great. 

There  was  considerable  discussion  of  the 
problem  of  malpractice  insurance  and  efforts 
are  being  made  by  the  AMA  to  obtain  cover- 
age which  could  be  extended  to  members  on 
a state  basis  if  and  when  they  could  not  get 
satisfactory  coverage  otherwise.  The  use  of 
assistants  in  medical  practice  was  discussed 
in  various  places,  and  the  necessity  for  refer- 
ring to  “physicians’  assistants”  instead  of 
“physicians’  associates”  was  emphasized.  It 
was  also  resolved  “that  it  is  the  right  and 
duty  of  the  physician  to  do  or  cause  to  be 
done  anything  for  the  patient  that  his  medi- 
cal care  requires;  the  physician  may  prop- 
erly delegate  technical  procedures  to  an 
allied  health  worker;  and  that  medicine 
affirms  the  principle  that  whatever  privi- 
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leges  may  at  any  time  be  granted  to  either 
allied  health  workers  or  independent  limited 
practitioners,  by  law  or  otherwise,  such 
grant  in  no  way  circumscribes  the  physi- 
cian’s authority  in  that  field,  and  in  no  way 
restricts  the  practice  of  medicine  by  the 
physician”.  The  point  of  this  resolution  in 
part  was  that  in  certain  jurisdictions  right 
now,  certification  by  technicians  dealing 
with  eye  problems,  and  certification  by  tech- 
nicians dealing  with  ear  problems,  is  re- 
quired for  certain  state  papers  in  addition  to 
and  regardless  of  certification  by  practicing 
physicians. 

There  was  lengthy  and  heated  discussion 
of  regional  medical  programs.  It  was  ap- 
parent that  in  some  states  the  RMP’s  had 
endeavored  to  change  the  manner  of  de- 
livery of  medical  care  to  the  detriment  of 
the  practice  of  private  medicine ; whereas  in 
other  states  the  RMP’s  had  confined  their 
activities  to  those  specified  by  law,  which 
are  basically  of  an  educational  and  demon- 
strational  nature.  The  House  urged  that 
RMP’s  confine  their  activities  to  those 
originally  specified  by  law. 

There  was  lengthy  discussion  of  Peer 
Review  and  the  following  resolution  was 
adopted  “Resolved  that  the  American  Medi- 
cal Association  and  its  constituent  state 
associations  reaffirm  their  support  of  vol- 
untary mechanisms  of  review  and  education 
by  physicians  such  as  grievance  committees, 
insurance  review  committees,  and  the  numer- 
ous hospital  review  mechanisms,  many  of 
long  standing;  and  be  it  further  resolved 
that  the  American  Medical  Association  and 
its  constituent  state  associations  continue  to 
oppose  any  and  all  peer  review  proposals 
which  would  not  allow  this  professional 
function  to  be  carried  out  by  or  under  the 
sponsorship  of  the  county  and  state  medical 
societies,  and  be  it  resolved  that  the  House 
of  Delegates  call  on  all  county  and  state 
medical  societies  to  take  an  active  and  pub- 
lic role  in  Peer  Review  and  to  inform  the 
public  of  such  activity,  and  be  it  further 
resolved  that  Peer  Review  is  a professional 
function  and  as  such  should  be  carried  out 
by  or  under  the  sponsorship  of  state  or 
county  medical  societies  by  physicians”.  In 


response  to  a question,  it  was  pointed  out 
t hat  this  resolution  does  not  require  county 
or  state  medical  societies  to  establish  medi- 
cal foundations  as  such,  because  Peer  Review 
can  be  carried  out  by  other  mechanisms. 

A resolution  was  passed  encouraging  gov- 
ernment hospitals  to  implement  utilization 
review  programs  such  as  those  in  effect  in 
non-government  hospitals. 

There  was  a long  report  and  there  were 
resolutions  on  health  maintenance  organiza- 
tions. The  substance  of  these  was  that  the 
HMO  concept  is  still  experimental  and  un- 
proven as  a nationally  applicable  solution 
to  problems  of  health  care  delivery  and 
cost,  and  that  the  American  Medical  Asso- 
ciation regrets  the  wide  governmental  sup- 
port given  this  mechanism  prior  to  valid 
proof  of  its  general  effectiveness.  The  AMA 
is  to  continue  to  study  and  evaluate  HMOs. 
The  matter  of  foundations  for  medical  care 
also  came  up  and  a resolution  was  approved 
for  the  Board  of  Trustees  to  appoint  a dele- 
gate to  the  American  Association  of  Medical 
Foundations. 

The  National  Association  of  Blue  Shield 
Plans  was  urged  to  take  action  to  assure 
that  the  benefit  programs  of  its  member 
plans  which  are  labelled  “usual  customary 
or  reasonable”  are  in  fact  reimbursing  at 
the  level  of  “usual  customary  or  reasonable” 
fees.  The  obvious  inference  is  that  some  of 
them  are  not  doing  so.  This  led  naturally  to 
resolution  27  submitted  by  the  South  Caro- 
lina Medical  Association  on  the  subject  of 
truth  in  advertising  by  HEW.  The  Reference 
Committee  weakened  this  resolution  in  a 
substitute  resolution,  whereupon  your  dele- 
gation submitted  a second  substitute  resolu- 
tion strengthening  the  original  resolution 
and  requiring  the  Board  of  Trustees  and 
officers  of  the  AMA  to  report  and  document 
to  the  Department  of  HEW  instances  of  de- 
ception of  the  aged  by  the  Department  of 
HEW  with  regards  to  their  benefits  under 
Medicare.  Our  substitute  resolution  was 
warmly  supported  by  various  speakers  in- 
cluding several  from  California  and  Michi- 
gan and  was  passed  overwhelmingly  by  the 
House,  to  the  amazement  and  one  might 
almost  say  consternation  of  the  presiding 


370 


The  Journal  of  the  South  Carolina  Medical  Assoclation 


officer.  It  just  goes  to  show  the  truth  does 
prevail  sometimes. 

The  matter  of  medical  care  as  a human 
right  has  been  debated  in  the  House  for 
several  years  and  finally  last  year  the  AMA 
adopted  a policy,  which  your  delegation 
opposed,  that  medical  care  is  indeed  a human 
right.  This  time  two  resolutions  were  pro- 
posed from  elsewhere,  No.  43  defining  health 
care  as  “a  human  need”,  and  No.  91  dealing 
with  “the  right  to  access  to  medical  care.” 
The  Reference  Committee  recommended  that 
the  AMA  reaffirm  “that  it  is  a basic  right 
of  every  citizen  to  have  available  to  him 
adequate  health  care”,  etc.  The  House  re- 
versed the  Reference  Committee  and  adopted 
the  following  resolution  from  California, 
“It  is  the  right  of  every  citizen  to  have  access 
to  medical  care,  but  it  is  the  responsibility 
of  the  citizen  or  society  to  seek  it.  The 
American  Medical  Association  will  use  all 
means  at  its  disposal  in  an  endeavor  to  make 
medical  care  available  to  meet  the  needs  of 
each  person.  In  the  spirit  of  inheritance  of 
the  Oath  of  Hippocrates,  the  AMA  reaffirms 
its  obligation  to  humanity.  In  this  effort  the 
AMA  cannot  assume  the  responsibilities  of 
government  or  the  individual  citizen.  The 
AMA  also  recognizes  the  right  of  the  physi- 
cian to  choose  whom  he  will  serve  and  the 
conditions  under  which  he  will  render  his 
service.  These  are  integral  essentials  in  the 
delivery  of  quality  medical  care.”  Your 
delegation  supported  this  resolution. 

Another  resolution  reiterated  support  for 
the  concept  of  direct  billing  of  patients 
by  physicians  as  essential  to  the  preservation 
of  medical  freedom. 

Two  resolutions  pointed  out  the  necessity 
of  the  distinction  between  physician  and 
non-physician  service  in  insurance  plans, 
and  that  payment  for  non-phvsician  services 
should  not  preclude  payment  for  legitimate 
physician  services.  These  resolutions  were 
adopted. 

Report  I of  the  Board  of  Trustees  dealt 
with  teenage  pregnancy,  and  expressed  the 
opinion  that  physicians  probably  would  not 
be  liable  legally  for  giving  contraceptive 
advice  and  prescriptions  to  unmarried  minor 
females.  The  report  therefore  advocated  that 


such  information  should  be  given  to  un- 
married minor  females  when  action  was  con- 
sidered medically  desirable  by  the  physician 
consulted,  and  that  certain  other  actions 
should  be  taken  including  the  effort  to 
obtain  follow  up  of  such  cases.  The  report 
was  modified  to  provide  that,  before  giving 
such  information,  the  physician  should  make 
every  effort  to  obtain  parental  consent  for 
such  action.  Reference  was  made  to  giving 
such  information  in  cases  of  “emergency”. 
The  report  was  adopted.  The  House  also 
voted  to  seek  “new  legislation  to  remove 
legal  and  administrative  obstacles  to  the 
distribution  of  birth  control  information, 
medication  and  devices  by  providers  of 
medical  care — through  whatever  means  are 
deemed  appropriate”. 

The  medical  society  of  Guam  was  re- 
ceived into  membership  in  the  AMA. 

It  was  decided  to  utilize  the  half  day  im- 
mediately preceding  the  opening  of  the 
House  of  Delegates  at  each  annual  conven- 
tion for  a “Forum  for  Medical  Affairs” 
sponsored  by  the  Conference  of  Presidents 
and  Other  Officers  of  state  medical  associa- 
tions. It  was  at  such  a forum  that  Dr. 
Robillard  spoke. 

Individual  members  of  the  AMA  were 
encouraged  to  become  sustaining  members 
of  SAMA. 

Resolution  84  was  adopted,  which  urged 
the  AMA  to  assist  all  forms  of  nursing  ed- 
ucation, including  diploma  schools. 

The  House  adopted  Report  V of  the  Board 
of  Trustees  which  pointed  out  the  superior- 
ity of  blood  from  voluntary  donors  to  that 
obtained  from  other  sources  because  of  the 
lessened  transmission  of  serum  hepatitis. 

There  were  many  reports  and  resolutions 
dealing  with  the  use  and  abuse  of  drugs. 
The  possible  “causal  relationship  between 
advertising  in  the  mass  media  and  drug 
misuse  and  abuse”  was  mentioned.  The  FDA 
was  criticized  for  its  arbitrary  removal  of 
certain  drugs  from  the  market,  including 
fixed  drug  combinations,  and  for  its  basing 
regulatory  action  upon  “controversial  sci- 
entific studies”.  The  opinion  was  expressed 
that  methadone  treatment  of  heroin  addic- 
tion could  not  be  properly  carried  out  in 
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Because  bacterial  proliferation  in  the 
urine  is  a function  of  time  and  retention/  2 3 
dawn  can  be... 

the  darkest  hour. 


Voiding  frequency  and  bacterial  build-up1 

Graph  shows  the  theoretical  effect  of  various 
voiding  frequencies  on  bacterial  proliferation  in 
the  urine. 

— maximum  growth  rate  during  the  overnight  period 
voiding  every  3V2  hours 
voiding  every  2V2  hours 

« , voiding  every  hour : the  "washout"  effect 
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Time  in  hours 

For  through-the-night  coverage 

Force  fluids.  Frequent  micturition.  It's  hard  to  fault 
this  regimen  for  dealing  effectively  with  an  acute 
bladder  infection.  Another  fundamental  adjunct  to 
treatment  is  drug  therapy  for  round-the-clock 
antibacterial  coverage.  Coverage  that  may  be  especially 
desirable  during  the  night  hours  of  sleep  when  urinary 
retention  favors  bacterial  build-up  in  the  bladder. 

This  is  the  coverage  that  Gantanol  (sulfamethoxazole) 
b.i.d.  can  provide. 

Controls  susceptible  gram-negative 
and  gram-positive  bacteria 

Within  2 to  3 hours  of  the  initial  2-Gm  adult  dose, 
effective  antibacterial  levels  in  blood  and  urine  begin 
working  to  control  the  most  common  urinary  tract 
invaders.  Subsequent  1-Gm  b.i.d.  doses  maintain 
coverage  your  patient  needs  to  fight  E.  coli  and  other 
susceptible  gram-negative  and  gram-positive 
pathogens. 

Your  options:  tablets  or  suspension 

Prescribe  Gantanol  Tablets  or  the  pleasant-tasting 
Suspension.  Either  dosage  form  provides  your  patient 
with  the  all-day,  all-night  coverage  she  needs  to  fight 
off  nonobstructed  cystitis. 

References:  1.  O'Grady,  F.,  and  Cattell,  W.  R. : Brit.  J.  Urol., 

38: 156, 1966.  2.  Hinman,  F.,  Jr.,  and  Cox,  C.  E.:  J.  Urol.,  96:491, 
1966.  3.  Lapides,  J.,  et  al.:  J.  Urol.,  100:552, 1968. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  acute,  recurrent  or  chronic 
urinary  tract  infections  (primarily  pyelonephritis,  pyelitis  and 
cystitis)  due  to  susceptible  organisms  (usually  E.  coli,  Klebsiella- 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis,  and,  less 
frequently,  Proteus  vulgaris ) and  in  the  absence  of  obstructive 
uropathy  or  foreign  bodies.  Note:  Carefully  coordinate  in  vitro 
sulfonamide  sensitivity  tests  with  bacteriologic  and  clinical 
response.  Add  aminobenzoic  acid  to  culture  media  of  patients 
receiving  sulfonamides.  Resistant  organisms  present  a current 
problem  to  the  usefulness  of  antibacterial  agents.  Blood  levels 
should  be  measured  in  patients  receiving  sulfonamides  for  seri- 
ous infections,  since  there  may  be  wide  variations  with  identical 
doses;  20  mg/ 100  ml  should  be  the  maximum  total  sulfonamide 
level,  as  adverse  reactions  occur  more  frequently  above  this  level. 

Contraindications:  Sulfonamide  hypersensitivity;  infants 
less  than  2 months  of  age  (except  adjunctively  with  pyrimetha- 
mine in  congenital  toxoplasmosis) ; pregnancy  at  term  and  dur- 
ing nursing  period. 

Warnings:  Safe  use  in  pregnancy  has  not  been  estab- 
lished, and  teratogenicity  potential  has  not  been  thoroughly  in- 
vestigated. Sulfonamides  will  not  eradicate  or  prevent  sequelae 
to  group  A streptococcal  infections,  i.e.,  rheumatic  fever,  glo- 
merulonephritis. Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias 
have  been  reported;  early  clinical  signs  such  as  sore  throat, 
fever,  pallor,  purpura  or  jaundice  may  indicate  serious  blood 
disorders.  Complete  blood  counts  and  urinalysis  with  careful 
microscopic  examination  are  recommended  frequently  during 
sulfonamide  therapy.  Clinical  data  are  insufficient  on  prolonged 
or  recurrent  therapy  in  chronic  renal  diseases  of  children  under 
6 years. 

Precautions:  Use  with  caution  in  patients  with  impaired 
renal  or  hepatic  function,  severe  allergy,  bronchial  asthma  and 
in  glucose-6-phosphate  dehydrogenase-deficient  individuals.  In 
the  latter,  dose-related  hemolysis  may  occur.  Maintain  adequate 
fluid  intake  to  prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  agranulocytosis, 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and  methemoglobinemia; 
allergic  reactions:  erythema  multiforme  (Stevens-Johnson 
syndrome),  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reac- 
tions, periorbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis;  gastro- 
intestinal reactions:  nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  anorexia,  pancreatitis  and  stomatitis;  C.N.S.  reactions: 
headache,  peripheral  neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia;  and 
miscellaneous  reactions:  drug  fever,  chills,  toxic  nephrosis  with 
oliguria  and  anuria,  periarteritis  nodosa  and  L.E.  phenomenon. 

Due  to  certain  chemical  similarities  with  some  goitrogens,  diu- 
retics (acetazolamide  and  thiazides)  and  oral  hypoglycemic 
agents,  sulfonamides  have  caused  rare  instances  of  goiter  pro- 
duction, diuresis  and  hypoglycemia.  Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age,  except  adjunctively  with  pyri- 
methamine in  congenital  toxoplasmosis.  Usual  dosage  is  as 
follows: 

Adults— 2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm  b.i.d. 
or  t.i.d.  depending  on  severity  of  infection.  Children— 0.5  Gm 
(1  tab  or  teasp.)/ 20  lbs  of  body  weight  initially,  followed  by 
0.25  Gm/ 20  lbs  b.i.d.  Maximum  dose  for  children  should  not 
exceed  75  mg/ kg/  24  hrs. 

Supplied:  Each  tablet  or  teaspoonful  (5  ml)  of  suspension 
contains  0.5  Gm  sulfamethoxazole. 

In  nonobstructed  urinary  tract  infections 

Gantanol  B.i.D. 

(sulfamethoxazole) 

12  hours  of  therapy  with  every  dose 

/ \ Roche  Laboratories 

C ROCHE  / Division  of  Hoffmann-La  Roche  Inc 
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the  “office  practice  of  private  physicians”. 
A resolution  was  passed  urging  all  physi- 
cians to  limit  their  use  of  amphetamines  and 
other  stimulant  drugs  to  “specific  well 
recognized  medical  indications”,  and  to  sup- 
port the  transference  of  “amphetamine  and 
meth-amphetamine  and  their  salts,  optical 
isomers,  and  salts  of  the  optical  isomers 
from  schedule  3 to  schedule  2”.  Among  other 
things  this  would  place  quotas  upon  the 
manufacture  of  such  drugs.  Resolutions  were 
passed  opposing  the  repeal  of  anti-substitu- 
tion provisions  of  state  laws  and  regulations. 

Report  0 of  the  Board  of  Trustees  dealt 
with  physician  manpower  and  medical  ed- 
ucation. It  urged  continued  federal  support 
to  medical  education.  It  also  urged  “intense 
efforts  to  assist  the  repatriation  of  American 
students  studying  in  foreign  medical 
schools”.  It  seems  that  after  students  com- 
plete their  clinical  instruction  in  certain 
foreign  medical  schools,  they  are  required  to 
put  in  one  or  two  years  doing  “social  work” 
in  the  said  country,  before  they  get  their 
degrees.  The  AMA  proposes  that  students 
who  have  completed  their  clinical  training 
should  be  permitted  to  return  to  this  country 
for  an  additional  year  of  supervised  clinical 
training  under  the  direction  of  a medical 
school,  following  which  they  will  be  pre- 
pared to  enter  the  first  year  of  AMA  ap- 
proved graduate  medical  education,  or 
internship.  Such  students  may  well  be  with- 
out any  degree  but  it  was  felt  that  this  could 
be  taken  care  of,  since  students  from  vari- 
ous foreign  countries  who  have  completed 
required  courses  have  different  degrees.  In 
passing,  the  theft  of  credentials  from  for- 
eign medical  students  by  persons  wishing  to 
practice  medicine  in  this  country  was  men- 
tioned, and  it  was  brought  out  that  Texas 
now  requires  a Dean’s  certificate  of  the 
picture  of  the  student  applicant  to  make 
sure  that  an  imposter  doesn’t  obtain  li- 
censure. 

The  SAMA  extramural  programs,  includ- 
ing MECO  (Medical  Education  Community 
Organization)  were  discussed.  The  AMA 
wished  to  endorse  the  intentions  of  SAMA 
and  to  consider  whether  SAMA-MECO  pro- 
grams could  be  accepted  for  elective  aca- 


demic credit.  It  was  recommended  that 
AMA-ERF  consider  giving  financial  aid  to 
MECO.  One  resolution  dealt  with  “the  need 
of  control  of  the  imbalance  among  different 
medical  specialists”  and  the  Council  on  Medi- 
cal Education  is  to  continue  studying  the 
questions  of  supply  and  demand  involving 
the  different  specialties  and  to  disseminate 
such  information.  Another  resolution  strong- 
ly supported  resident  training  in  community 
hospitals. 

The  following  officers  were  elected: 

President-elect — Carl  Hoffman  of  West 
Virginia 

Vice  President — Ralph  Teall— California 

Speaker  of  the  House — Russell  B.  Roth — 
Pennsylvania 

Vice  Speaker  of  the  House — J.  Frank 
Walker — Georgia 

Trustees:  John  M.  Chenault — Alabama 

Raymond  T.  Holden — District  of 
Columbia 

John  R.  Kernodle — North  Caro- 
lina 

Donald  E.  Wood — Indiana 
Robert  Hunter — Washington 
Jere  Annis — Florida 

Two  members  were  elected  to  the  Council 
on  Constitution  and  Bylaws: 

Carrol  L.  Witten — Kentucky 
John  Burkhart — Tennessee 

To  the  Council  on  Medical  Education — 
James  W.  Haviland  and  Vernard  J.  Pisani 

The  Council  on  Medical  Service  — C. 
Willard  Camalier,  Jr. — Dist.  of  Columbia 
and  Guy  A.  Owsley — Indiana. 

To  the  Judicial  Council — Henry  Fine- 
berg — New  York 

Dr.  Richard  Wilbur,  Deputy  Executive 
Vice-President  of  the  AMA  has  been  granted 
leave  of  absence  for  approximately  18 
months  to  serve  as  Deputy  Secretary  of  De- 
fense for  Health  Manpower  and  Environ- 
mental Affairs. 

This  meeting  of  the  AMA  was  noteworthy 
because  of  the  altered  mood  of  the  House  of 
Delegates.  For  the  past  several  sessions, 
except  for  the  controversy  over  abortion  on 
demand,  the  meetings  have  been  spiritless, 
and  by  and  large  the  House  has  accepted 
governmental  interference  and  bureaucratic 
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manhandling.  This  time  the  House  actively 
opposed  not  only  governmental  interference 
in  the  practice  of  private  medicine  (and 
incidently  President  Nixon  endorsed  the 
practice  of  private  medicine  as  the  best  sys- 
tem) but  it  also  reversed  its  reference  com- 
mittees on  several  important  matters. 

Other  matters  should  be  mentioned  which 
came  up  about  this  time  but  not  in  con- 
nection with  the  AMA.  The  following  article 
is  from  The  Philadelphia  Inquirer  for  Satur- 
day morning,  June  19,  1971  “Blue  Shield 
holds  key  to  plan  on  doctors”  by  Patricia 
McBroom.  “The  Delaware  Valley  Hospital 
Council  agreed  Friday  to  bill  doctors  for  the 
care  of  uninsured  patients  who  are  need- 
lessly hospitalized,  but  the  agreement  car- 
ried a great  “if.” 

It  rests  on  the  willingness  of  Blue  Shield 
to  refuse  payment  to  doctors  who  order  im- 
proper hospitalization  on  patients  it  insures. 

About  15%  of  the  patients  in  area  hos- 
pitals have  no  Blue  Shield  coverage  and  the 
Council  said  it  would  do  its  best  to  collect 
hospital  fees  from  doctors  in  these  cases  of 
unnecessary  hospitalization — if  and  when 
Blue  Shield  begins  exerting  some  financial 
control  over  physicians  who  handle  the  other 
80%  of  the  hospital  patients. 

The  agreement,  reached  during  contract 
negotiations  between  Blue  Cross  and  area 
hospitals  represented  by  the  Council,  would 
thus  depend  upon  Blue  Shield  taking  an 
enforcement  role 

“Making  doctors  financially  liable*for  im- 
proper use  of  hospitals  has  been  one  of  the 
aims  of  Insurance  Commissioner  Herbert  S. 
Denenberg.” 

Tf  doctors  are  held  liable  for  the  hospital 
bills  of  patients  whom  someone  else  thinks 
have  been  hospitalized  needlessly,  it  seems 
very  likely  that  certain  people  who  really 


do  need  hospitalization,  but  whose  need  is 
not  crystal  clear,  may  be  left  at  home  to 
suffer. 

The  second  item  deals  with  the  Union  of 
Interns  and  Residents,  which  at  the  present 
time  is  believed  to  be  confined  to  the  two 
university  hospitals  in  Michigan.  The  crux 
of  the  matter  is  whether  the  interns  and 
residents  are  employees  of  the  hospital  or 
are  students.  The  union  contends  that  in- 
terns and  residents  are  hospital  employees, 
and  that  their  duties  involve  responsibility 
for  the  care  of  the  sick,  including  the  writing 
of  all  orders  for  treatment,  and  apparently 
making  the  role  of  the  attending  staff  essen- 
tially advisory.  The  universities,  which  are 
defending  the  suit,  contend  that  the  interns 
and  residents  are  still  students,  and  are 
therefore  under  instruction  and  under  the 
authority  of  the  active  staff.  This  matter 
is  in  the  courts  and  has  not  been  decided ; 
but  obviously  is  the  greatest  importance  to 
the  entire  medical  profession  throughout  the 
country. 

To  those  mathematically  inclined,  the  fol- 
lowing equation  may  be  interesting : 

Y+S-fH=PRME 

which,  being  interpreted,  means  “You  plus 
computer  control  over  soft  goods  and  hard- 
ware equals  peer  review  made  easy.”  The 
significance  of  the  equation  is  clarified  by 
the  remarks  of  Senator  Bennett ; “PRO  is  the 
AMA’s  baby — There  will  be  consumers  on 
the  Secretary’s  Councils  and  the  councils 
will  be  run  by  federal  regulations,  and  not 
by  the  MD’s  on  the  councils.” 

In  closing  it  might  be  mentioned  that  the 
press  of  business  was  so  great  at  this  meet- 
ing that  the  social  life  was  somewhat  less 
gay  than  usual. 
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Dr.  William  W.  Pryor  of  the  Greenville 
General  Hospital  medical  staff  has  been 
named  director  of  internal  medicine  in  the 
department  of  medicine  for  the  Greenville 
Hospital  System.  Dr.  Pryor  graduated  from 
Duke  University  and  served  as  an  instructor 
there.  He  came  to  Greenville  in  1955.  Dr. 
Richard  B.  Ferguson  has  been  promoted  to 
chief  of  staff  at  the  Columbia  Veterans 
Administration  Hospital.  Dr.  Ferguson  grad- 
uated from  the  University  of  Virginia 
School  of  Medicine  and  served  in  the  Army 
Medical  Corps  from  1941  to  1945. 

Members  of  the  Easley  Sertoma  Club 
presented  their  Service  to  Mankind  award 
to  Dr.  Robert  G.  Mann.  Drs.  James  S.  Harvin 
and  Hiram  B.  Curry  are  serving  with  the 
3271st  USA  Hospital  Augmentation  Unit. 
This  is  a 300-bed  unit  established  for  the 
specific  purpose  of  augmenting  an  already 
fixed  hospital  in  time  of  national  emer- 
gencies. Dr.  Forde  A.  Mclver  has  announced 
the  association  of  Dr.  James  G.  Ward  in  the 
practice  of  pathology  in  Charleston.  Dr. 
Eugene  M.  Baker,  a general  practitioner  in 
Columbia,  has  assumed  command  of  the 
3270th  U.  S.  Army  Hospital  Augmentation, 
an  Army  Reserve  unit  at  Ft.  Jackson.  An 
11  -member  County  Pollution  Control  Board 
was  established  by  Charleston  County 
Council.  Doctors  serving  on  the  board  in- 
clude Drs.  George  H.  Orvin,  Daniel  L. 
Maguire,  Jr.,  Charles  Simmons,  Joseph  I. 


Waring  and  Lloyd  E.  Varner. 

The  following  doctors  have  been  recently 
re-elected  to  the  American  Academy  of  Gen- 
eral Practice.  W.  H.  Hunter,  Robert  Burley 
and  J.  E.  Hair  of  Clemson ; Henry  Wright 
Gibson  of  Barnwell ; G.  Preston  Edwards  of 
Gaffney;  Charles  W.  Brice  and  Halstead  M. 
Stone  of  Chester;  Arthur  S.  Jenkins  of 
Beaufort ; James  S.  Garner,  Jr.  of  Mullins ; 
Marvin  H.  McLin  of  Batesburg;  James  Lucas 
Walker  of  Clinton ; Charles  R.  May,  III  of 
Summerville;  Andrew  Henry  Hursey  and 
William  W.  Bowen  of  Ilartsville;  J.  Hal 
Jameson  and  J.  Anthony  White  of  Easley; 
Rufus  H.  Cain,  Jr.  and  Swift  C.  Black  of 
Dillon;  Ira  Barth  of  Marion;  B.  L.  Allen, 
James  L.  Duncan  and  William  A.  Wallace  of 
Spartanburg;  Robert  S.  Solomon  of  Moncks 
Corner;  and  Winston  Y.  Godwin  and  Joseph 
K.  Newsom  of  Cheraw. 

Dr.  Thomas  Cook  has  announced  the  open- 
ing of  a general  practice  at  233  Lexington 
Medical  Mall,  across  from  the  Lexington 
County  Hospital.  Dr.  J.  Hal  Jameson,  Easley 
physician,  was  re-elected  for  another  term  as 
president  of  Blue  Shield  of  South  Carolina  at 
a meeting  of  the  board  of  directors.  Dr. 
Wendell  Tiller  of  Spartanburg  was  chosen 
vice  president.  Dr.  Walter  R.  Hearne  has 
been  named  plant  physician  at  Monsanto’s 
Greenwood  nylon  plant  and  will  head  up 
the  plant’s  Medical  Department. 


DOCTORS  NEEDED  IN  JACKSON, 
SOUTH  CAROLINA 

Jackson  is  located  near  Augusta,  Georgia, 
and  within  the  area  of  both  the  University 
Hospital  there  and  the  Aiken  County  Hos- 
pital, Aiken,  South  Carolina.  Population  is 
3,500  and  considering  those  just  outside  our 
city  limits  would  bring  our  population  to 


4,200. 

The  Jackson  Development  Board  will 
assist  you  in  locating  in  the  area  by  allowing 
you  to  select  the  site  for  your  office  building, 
which  will  be  built  to  your  specifications  to 
best  suit  your  needs.  There  is  property  avail- 
able both  inside  and  just  outside  the  city 
limits.  This  property  will  be  donated  to  you 


374 


The  Journal  of  the  South  Carolina  Medical  Association 


V' 


TepanilTen 
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(diethylpropion  hydrochloride,  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
In  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety, 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  toblet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  T-io7/4/7t/u  s patent  no  3.001.910 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/Ad- 
verse  Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


by  the  City  of  Jackson  and  members  of  the 
Jackson  Development  Board.  We  will  equip 
your  office  and  will  assist  you  in  staffing  it. 
You  will  then  be  given  the  choice  of  leasing, 
short  or  long  term,  or  of  purchasing  the  build- 
ing at  cost. 

The  Jackson  Development  Board  advises 
that  you  consider  selecting  a partner  for  we 


believe  there  is  a practice  here  capable  of 
supporting  two  physicians.  We  have  estimated 
the  annual  income  to  be  $45,000. 

If  you  would  like  more  detailed  informa- 
tion, please  write  to  Rev.  Charles  T.  Mason, 
P.  O.  Box  496,  Jackson,  South  Carolina  29831, 
or  call  collect  AC  80  3 471-3371.  We  will  be 
happy  to  meet  with  you  at  your  convenience. 


Medical  University  of  South  Carolina 


Dr.  Harold  G.  Hempling  of  Cornell  Uni- 
versity Medical  College  has  been  appointed 
professor  and  chairman  of  the  Physiology 
Department.  Dr.  Hempling  graduated  from 
Oberlin  College  and  received  a Ph.D.  from 
Princeton  University.  He  has  taught  at  the 
University  of  Pennsylvania  School  of  Medi- 
cine and  was  a National  Science  Foundation 
visiting  scientist  to  Shivaji  University,  Kol- 
hapur, India. 

Dr.  John  A.  Colwell,  Northwestern  Univer- 
sity Medical  School  diabetes  authority,  has 
been  named  professor  of  medicine.  Dr.  Col- 
well holds  an  M.D.,  M.S.,  and  Ph.D.  degrees 
from  Northwestern,  where  he  has  been 
teaching  for  more  than  ten  years.  He  has 
been  Metabolic  Section  chief  at  the  V.A. 
hospital  in  Chicago  since  1963. 

Dr.  Paul  H.  O’Brien, director  of  the  cancer 
clinic,  and  Dr.  William  M.  Rambo,  associate 
professor  of  surgery,  have  been  elected  to 
membership  in  the  Society  for  Surgery  of 
the  Alimentary  Tract. 

Dr.  Haim  I.  Bicher  has  received  a three- 
year  grant  from  the  firm  of  Cardiac  Tech- 
niques, Inc.  of  Haddonfield,  New  Jersey,  to 
pursue  the  development  of  new  instruments 
and  drugs  for  the  early  diagnosis  and  treat- 
ment of  acute  heart  disease.  Dr.  Bicher  has 
been  a member  of  the  faculty  since  1968. 


Dr.  Robert  Carey  Johnson,  assistant  profes- 
sor of  Microbiology,  has  received  a grant 
from  the  National  Institutes  of  Health  to 
study  the  mechanism  of  mutation.  Dr.  John- 
son has  previously  worked  on  mutation  in 
studies  conducted  as  a postdoctorate  at  Yale 
Medical  School. 

Dr.  Fred  E.  Pittman,  associate  professor 
of  medicine  at  the  Medical  University  of 
South  Carolina,  has  been  advanced  from 
associate  to  active  membership  in  the  Ameri- 
can Gastroenterological  Association  by  its 
governing  board.  Dr.  Pittman  directs  the 
Medical  University’s  Gastrointestinal  Lab- 
oratories located  in  the  Veterans  Administra- 
tion Hospital. 

Dr.  Paul  Gross  has  been  appointed  dis- 
tinguished research  professor  of  pathology 
at  the  Medical  University  of  South  Carolina. 
He  is  currently  research  professor  in  path- 
ology at  the  University  of  Pittsburgh  and  is 
an  internationally  known  expert  on  diseases 
of  the  lung.  Dr.  Gross  received  his  M.  D. 
degree  from  Western  Reserve  University 
and  has  served  as  senior  fellow  at  the  Mellon 
Institute  in  Pittsburgh  for  20  years. 

Four  faculty  members  of  the  College  of 
Medicine,  Medical  University  of  South  Caro- 
lina, were  elevated  in  rank  to  professor  on 
July  1.  They  are  Dr.  Arno  R.  Hohn,  Pedi- 
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atrics;  Dr.  Alan  D.  Horres,  Physiology;  Dr. 
Abner  H.  Levkoff,  Pediatrics;  and  Dr.  Gil- 
bert F.  Young,  Neurology  and  Pediatrics. 

Dr.  Hohn,  who  came  to  the  Medical  Uni- 
versity in  1967  from  Buffalo,  N.  Y.,  is 
founder  and  director  of  the  Division  of 
Pediatric  Cardiology.  He  is  also  a founder  of 
the  Southeastern  and  South  Carolina  Pedi- 
atric Cardiology  Societies.  He  was  instru- 
mental in  initiating  the  Children’s  Heart 
Program,  backed  by  Regional  Medical  Pro- 
gram funds,  and  a statewide  cardiac  patient 
computer  registry.  He  serves  as  a consultant 
to  the  Hospital  Care  Commitee  of  the  Ameri- 
can Academy  of  Pediatrics. 

Dr.  Horres  has  done  considerable  work  in 
the  area  of  respiratory  functions  and  serves 
as  consultant  to  the  Pulmonary  Laboratory 
at  the  Veterans  Administration  Hospital.  He 
is  on  the  board  of  trustees  of  Voorhees  Col- 
lege and  serves  on  the  Commission  of  Higher 
Education  Committee  for  Medical  Education 
in  South  Carolina.  A native  of  Charleston, 
he  received  his  undergraduate  degree  from 
the  College  of  Charleston  and  Pli.D.  degree 
from  the  Medical  University. 

Dr.  Levkoff  heads  the  Section  on  Neo- 


natology at  the  Medical  University  and  is 
also  project  pediatrician  for  the  Maternal 
and  Infant  Care  Project  in  Charleston.  He 
is  a member  of  the  National  Clinical  Pro- 
gram Advisory  Committee  of  the  National 
Foundation.  A Medical  University  graduate, 
Dr.  Levkoff  taught  here  in  the  early  1950s, 
then  conducted  a private  practice  in  South 
Bend,  Tnd.,  before  rejoining  the  Medical  Uni- 
versity faculty  in  3968.  During  his  military 
service  he  was  chief  of  the  Renal  Physiology 
Section  at  the  U.  S.  Army  Medical  Research 
Laboratory,  Ft.  Knox,  Ky. 

Dr.  Young  supervises  activities  of  the 
Medical  University’s  Child  Neurology  Sec- 
tion and  also  directs  Pediatric  Cardiology 
Grand  Rounds.  He  is  a consultant  to  Roper 
Hospital.  A first  honor  graduate  of  the  Col- 
lege of  Charleston,  he  obtained  his  M.A. 
degree  from  the  University  of  North  Caro- 
lina and  M.D.  degree  from  the  Medical  Uni- 
versity. He  has  been  a faculty  member  since 
1957.  He  is  board  certified  in  both  pediatrics 
and  neurology,  with  special  competence  in 
child  neurology.  He  holds  membership  in  the 
Academy  of  Pediatrics,  American  Academy 
of  Neurology  and  the  Society  for  Neuro- 
science. 
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SOUTH  CAROLINA  DEPARTMENT 
OF  MENTAL  HEALTH 

William  S.  Hall,  M.D. 

State  Commissioner  of  Mental  Health 


Although  it  is  only  four  years  old  as  an 
operational  facility,  the  William  S.  Hall  Psy- 
chiatric Institute  at  Columbia  is  already 
attaining  professional  and  academic  status 
recognized  throughout  the  Southeast  and  the 
nation. 

As  the  teaching,  training  and  research  facil- 
ity of  the  South  Carolina  Department  of 
Mental  Health,  the  Institute,  under  the  direc- 
tion of  Dr.  Alexander  G.  Donald,  has  recruited 
an  outstanding  teaching  staff,  established  11 
training  programs  which  have  been  fully 
approved  and  accredited  by  the  appropriate 
professional  bodies,  and  has  put  into  operation 
necessary  clinical  and  supporting  services. 

A vital  addition  to  the  Institute  program  is 
the  Child  and  Adolescent  Psychiatry  Service 
which  has  been  approved  by  the  Committee 
on  Certification  in  Child  Psychiatry  of  the 
American  Board  of  Psychiatry  and  Neurology, 
and  which  has  been  given  full  Member  Serv- 
ice in  the  American  Association  of  Psy- 
chiatric Services  for  Children. 

The  program  is  the  only  approved  training 
program  for  child  psychiatrists  in  South  Caro- 
lina, and  in  March  graduated  its  first  fellow 
from  the  program.  Dr.  George  L.  Nichols 
completed  his  two-year  training  program  and 
upon  graduation  assumed  duties  as  Director  of 
the  York-Chester-Lancaster  Mental  Health 
Clinic  in  Rock  Hill.  In  June,  Dr.  Robert  Hut- 
chins was  graduated  and  became  Director 
of  the  Orangeburg  Mental  Health  Clinic. 

The  Child  Psychiatry  Fellowship  program 


is  directed  by  Dr.  Robert  Schnackenberg, 
Chief  of  the  Department.  It  has  four  trainees 
for  each  year,  a total  of  eight  in  the  program. 

Physically,  the  Institute  occupies  an  ultra- 
modern 208-bed  complex  adjacent  to  the 
grounds  of  the  South  Carolina  State  Hospital. 
It  provides  an  unusual  combination  of  beauty 
and  function  which  has  incorporated  the 
latest  concepts  in  mental  health. 

In  May,  the  Hall  Institute  received  full 
re-accreditation  from  the  Joint  Commission 
on  Accreditation  of  Hospitals.  The  Institute 
is  a member  of  the  South  Carolina  Hospital 
Association  and  the  American  Hospital  Asso- 
ciation. 

In  addition  to  the  Child  Psychiatry  Fellow- 
ship program,  other  fully  approved  training 
programs  include:  General  Psychiatry  Resi- 
dency, a three-year  program  with  a capacity 
for  eight  trainees  each  year  for  a total  of  24; 
Clinical  Psychology  Internship,  a one-year 
program  for  four  trainees;  Social  Work  Stu- 
dent Placement,  a nine-month  program  for 
four  trainees;  Clinical  Pastoral  Education,  a 
one-year  program  for  four  trainees  and  a 
three-month  program  for  four  trainees. 

Also:  Occupational  Therapy  Internship,  a 
three-month  program  for  three  trainees; 
Recreational  Therapy  Internship,  a three- 
month  program  for  six  bachelor’s  degree 
trainees  and  a nine-month  program  for  two 
master’s  degree  trainees;  Nursing  Education, 
a three-month  program  for  30  trainees;  Con- 
tinuing Education:  this  program  provides  for 
training  in  the  field  of  mental  illness  for  non- 
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psychiatric  physicians  throughout  the  state; 
Medical  Externship,  a three-month  program 
for  four  medical  students;  Certified  Occupa- 
tional Therapy  Assistants,  a six-month  pro- 
gram for  eight  trainees. 

The  following  programs  are  in  the  process 
of  development:  Special  Education  Teacher 
Placement,  a four-month  program  for  four 
trainees  to  start  this  year;  Adolescent  Psy- 
chiatry Fellowship,  a one-year  program  for 


two  trainees  to  begin  in  1972. 

In  addition  to  the  clinical  inpatient  and 
outpatient  neurology  and  psychiatry  services 
to  support  these  programs  the  Institute  has  a 
modern  and  well-equipped  histochemical  re- 
search laboratory,  the  Ensor  Foundation  Re- 
search Laboratory. 

A semi-annual  professional  journal,  “The 
Psychiatric  Forum”  is  also  published  by  the 
Hall  Institute. 


E.  Kenneth  Aycock,  M.D.,  M.P.H. 
Secretary  and  State  Health  Officer 


STATE  BOARD  OF  HEALTH  NEWS 


Through  a cooperative  agreement  between 
the  Dialysis  Unit  at  the  Medical  University 
Hospital  and  the  State  Board  of  Health, 
twenty-two  Home  Health  Services  Nurses 
have  been  trained  in  hemodialysis.  The  train- 
ing program  is  designed  to  provide  a basic 
physiologic  understanding  of  hemodialysis, 
as  well  as  an  appreciation  of  the  physical, 
psychological,  and  social  changes  which  may 
accompany  dialysis. 

Bedside  training  in  the  procedure  is  in- 
stituted at  the  Dialysis  Unit,  Medical  Univer- 
sity Hospital  in  Charleston.  There,  the  nurses 
participate  in  the  procedure,  initiating  and 


terminating  dialysis  under  the  supervision  of 
the  unit  personnel.  Contact  with  patients 
throughout  the  procedure,  and  the  oppor- 
tunity to  learn  from  the  background  and 
experiences  of  specialists  in  hemodialysis  en- 
rich the  nurse’s  learning  experiences. 

Under  the  direction  of  the  attending  physi- 
cian, the  Home  Health  Services  Program  pro- 
vides skilled  nursing  services  for  patients  and 
their  families  in  home  hemodialysis.  Currently, 
ten  patients  are  being  followed  in  the  home. 
The  nurses  visiting  these  patients  report  per- 
tinent observations  to  the  attending  physi- 
cians. 
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are  apt  to  encounter  aural 
difficulties  after  engaging  in  various 
natatory  pursuits!' 


Furacin  Otic 


(nitrofurazone)  antibacterial/anesthetic/antifungal 


Formula:  Contains  (w/w)  0.2%  FURACIN,  brand  of  nitrofurazone, 
0 375%  Micofur®  brand  of  nifuroxime,  and  2%  diperodon  hydro- 
chloride dissolved  in  water-soluble,  nondrying,  hygroscopic 
polyethylene  glycol. 

Indications:  For  treatment  of  bacterial  otitis  externo,  bacterial  otitis 
media  and  otomycosis.  In  otitis  media,  this  preparation  is  not  effec- 
tive if  the  tympomc  membrane  is  intact. 

FURACIN  (nitrofurazone)  and  Micofur  (nifuroxime)  are  active  against 
a variety  of  gram-positive  and  gram-negative  organisms.  Activity 
versus  Pseudomonas  sp.  is  limited  to  certain  strains  Micofur 
(nifuroxime)  is  active  against  Candida  (Momlia)  albicans. 


Precautions:  Sensitization  may  occur  with  prolonged  use  and  is 
more  likely  to  develop  in  eczematous  otitis  externa.  To  minimize 
such  reactions  (o)  limit  application  to  a week  or  less,  and  (b)  avoid 
use  of  excessive  amounts  which  moy  run  down  the  face 
This  preparation  is  not  indicated  for  use  in  treatment  of 
cholesteatoma,  where  surgical  intervention  is  necessary. 

Supplied:  Bottle  of  15  cc.  with  dropper. 


®Originators  and  Developers  of  The  Nitrofurans 
EATON  LABORATORIES 

Division  of  The  Norwich  Pharmacol  Company 
NORWICH.  NEW  YORK  13815 


When  irritable  colon  feels  like  this 


in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED® 
provides  more  complete  relief : 

□ belladonna  alkaloids— for  the  hyperactive  bowel 
D simethicone— for  accompanying  distension  and  pain  due  to  gas 
Ed  phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/  sedative/  antiflatulent 


when  manhood  ebbs. 

g~\Y  So  HaIoUaH  due  to  testicular 
V^l  IO  UvIdY wU  hormonal  insufficiency 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  10  mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
inyoung  boysto  avoid  premature  epiphyseal  closure. ..and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2,  5,  and  10  mg. 

Halotestin.^ 


(fluoxymesterone 

Upjohn) 

oral  replacement  with 
parenteral-like  potency 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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Halotestin 

(fluoxymesterone,  Upjohn) 

. Orally  active  androgen  about  5 times  as  potent 

I in  anabolic  and  androgenic  activity  as  methyltes- 

1 tosterone.  Halotestin  (fluoxymesterone)  induces 
significant  retention  of  calcium  and  potassium, 
but  retention  of  sodium  not  marked.  Doses  below 
20  mg.  daily  have  little  effect  in  producing 
creatinuria. 

Indications  Male:  Replacement  therapy  in  tes- 
ticular hormone  deficiency  states.  Prevents  atro- 
phy of  the  accessory  male  sex  organs  following 
castration  for  as  long  as  therapy  is  continued. 
Impotence  and  male  climacteric  symptoms  when 
due  to  androgen  deficiency.  Primary  eunuchoid- 
ism and  eunuchism.  Delayed  puberty  when  es- 
tablished as  not  a simple  familial  trait.  Indicated 
for  those  symptoms  of  panhypopituitarism  re- 
lated to  hypogonadism,  however,  appropriate 
adrenal  cortical  and  thyroid  hormone  replace- 
ment therapy  remain  of  primary  importance. 
Female:  Palliation  of  androgen-responsive,  ad- 
vanced, inoperable  breast  cancer  in  women  be- 
tween 1 and  5 years  postmenopausal  or  women 
in  whom  castration  has  shown  the  tumor  to  be 
hormone  dependent.  Prevention  of  postpartum 
breast  manifestations  of  pain  and  engorgement; 
there  is  no  satisfactory  evidence  that  this  drug 
prevents  or  suppresses  lactation  per  se.  In  os- 
teoporosis androgens  may  be  of  adjunctive 
value  to  adequate  considerations  of  diet,  cal- 
cium balance,  physiotherapy  and  general  health 
promoting  measures.  Males  and  Females:  In  the 
treatment  of  protein  depletion  states  which  oc- 
cur in  geriatric  patients,  in  debilitation  states,  in 
chronic  corticoid  therapy,  resistant  fractures; 
cryptorchidism;  creating  a positive  nitrogen  bal- 
ance, tissue  repair  and  other  anabolic  effects. 
Androgenic  steroids  may  produce  a response  in 
aplastic  anemias,  myelofibrosis,  myelosclerosis, 
agnogenic  myeloid  metaplasia  and  hypoplastic 
anemias  due  to  malignancy  or  myelotoxic  drugs. 
Androgens  are  not  of  value  in  other  anemias. 
Contraindications  Pregnancy  (may  virilize  fe- 
male fetus),  mammary  carcinoma  in  the  male, 
prostatic  carcinoma,  severe  liver  disease,  severe 
cardiorenal  disease  and  severe  persistent  hy- 
percalcemia. 

Precautions  Employ  with  caution  in  young  boys 
to  avoid  precocious  sexual  development  and 
premature  epiphyseal  closure.  Androgens  tend 
to  promote  retention  of  sodium  and  water,  there- 
fore, watch  for  edema— particularly  in  the  elderly. 
Incidence  and  severity  of  edema  have  been 
minimal  and  have  been  associated  only  with 
high  doses  used  for  palliation  of  breast  cancer. 
Hypercalcemia  may  occur,  particularly  in  patients 
with  metastatic  breast  carcinoma;  if  this  occurs 
the  drug  should  be  discontinued.  Changes  in 
liver  function  tests,  such  as  increased  BSP  re- 
tention and  SGOT  levels,  can  occur  during  ther- 
apy. Jaundice  has  been  rarely  reported.  If  liver 
function  tests  are  altered,  discontinue  medica- 
tion or  reduce  dose.  Priapism  is  indicative  of 
excessive  dosage  and  is  indication  for  tempo- 
rary withdrawal  of  drug.  When  treating  protein 
depletion  states  or  osteoporosis,  an  adequate 
diet  should  be  provided  and  prolonged  immobili- 
zation avoided  whenever  possible.  When  treating 
aplastic  or  hypoplastic  anemias,  androgen  ther- 
apy should  not  replace  other  measure  such  as 
transfusion,  correction  of  iron  deficiency,  anti- 
bacterial therapy,  and  the  use  of  corticosteroids. 
Adverse  reactions  Nausea,  dyspepsia,  men- 
strual irregularities,  hepatic  dysfunction,  pria- 
pism, edema,  precocious  sexual  development, 
and  premature  epiphyseal  closure  in  young 
patients  have  been  reported.  Male  — Prolonged 
administration  or  excessive  dose  may  cause 
inhibition  of  testicular  function  with  oligospermia 
and  decreased  ejaculation  volume.  Female- 
Large  doses  or  prolonged  administration  may 
produce  masculinization  with  signs  such  as  hir- 
sutism, deepening  of  the  voice,  enlargement  of 
the  clitoris,  acne,  and  sometimes,  increased 
libido. 

Supplied  Tablets:  2 mg.,  scored  — bottles  of  100./ 
5 mg.,  scored  — bottles  of  50. HO  mg.,  scored 
— bottles  of  50. 

For  additional  product  inlormation,  see  your 
Upjohn  representative  or  consult  the  package 
circular. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan 


STATEWIDE  FAMILY 

PLANNING  PROJECT 

J.  E.  PADGETT,  JR.,  M.D.,  CHIEF 

BUREAU  OF  MATERNAL  AND  CHILD 
CARE 

Family  Planning  services  in  South  Carolina 
received  a substantial  “boost”  recently  with 
the  funding  of  the  South  Carolina  State  Plan 
for  Family  Planning. 

Funding  by  the  Department  of  Health, 
Education,  and  Welfare  to  State  Board  of 
Health  amounted  to  $623,249  in  federal  funds 
with  $211,497  contributed  in  state  and  local 
funds  for  fiscal  year  1972. 

Family  Planning  Services  are  now  offered 
to  all  46  county  health  departments,  but  many 
are  understaffed  and  need  assistance  in  the 
areas  of  coordination  with  other  agencies, 
training,  and  family  planning  education. 
Through  implementation  of  this  plan,  the 
already  existing  coimty  health  department 
clinics  will  be  utilized  but  on  an  expanded 
basis  with  a district  core  staff  for  family 
planning. 

Another  important  element  of  the  state  plan 
is  a state  level  family  planning  staff.  In  the 
past,  the  MCI!  division  of  State  Board  of 
Health  has  not  had  a full-time  staff  to  work 
exclusively  in  the  field  of  family  planning. 

The  first  year  of  the  plan  calls  for  District 
Family  Planning  Projects  to  be  set  up  in  five 
districts  in  the  state.  A total  of  5,648  additional 
women  will  be  served  in  these  districts  the 
first  year.  State  Board  of  Health  Statistics 
show  that  17,112  women  had  received  family 
planning  services  through  all  46  county  health 
departments  by  1969-70. 

Each  year  additional  districts  will  be 
brought  into  the  State  Plan  for  Family  Plan- 
ning until  fiscal  1974  when  district  family 
planning  projects  are  projected  to  be  in  all  13 
health  districts  in  South  Carolina.  State  Board 
of  Health  plans  to  have  met  50  per  cent  of  the 
need  for  family  planning  by  1974.  South  Caro- 
lina has  117,855  indigent  women  18-44  in  need 
of  family  planning  services  according  to  Pol- 
gar-Dryfoos-Varkey  formula. 

An  important  aspect  of  the  South  Carolina 
State  Plan  is  the  formation  of  a State  Family 
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Planning  Advisory  Council.  This  council  will 
be  created  by  executive  order  of  the  Governor 
and  will  have  representation  from  all  major 
agencies  and  groups  involved  with  and  inter- 
ested in  family  planning  in  South  Carolina. 
Representatives  of  consumers  ( those  who  are 
receiving  family  planning  services)  will  also 
be  appointed  to  the  council.  To  facilitate  co- 


ordination and  mutual  cooperation  on  the 
district  level,  district  councils  will  also  be 
organized.  The  State  Plan  is  designed  to  offer 
family  planning  services  to  the  greatest  num- 
ber of  people  by  the  most  economical  means 
in  an  environment  that  is  considerate  of  the 
patient  and  his  or  her  needs. 


AMA  Approves  Continuing  Education 
Division  at  MUSC 


The  Medical  University  of  South  Carolina’s 
Continuing  Education  Division,  formally  in- 
augurated in  April  1969,  has  received  the  full 
approval  of  the  Council  on  Medical  Education 
of  the  American  Medical  Association. 

The  accreditation  was  based  on  a survey 
and  site  visit  conducted  earlier  this  year  by 
the  AMA. 

Programs  for  the  coming  year  are  to  be 
carried  in  the  annual  listing,  “Continuing 
Education  Courses  for  Physicians”,  to  be  pub- 
lished August  2 by  the  Journal  of  the  Ameri- 
can Medical  Association. 

These  special  credit  courses  are  co-spon- 
sored by  the  Medical  University’s  Continuing 
Education  Division  and  the  South  Carolina 
Regional  Medical  Program.  Dr.  Vince  Mose- 
ley is  the  chief  executive  officer  of  both 
groups. 

Dr.  Moseley  estimates  that  the  two  groups 
have  jointly  provided  instructional  programs 
for  8,000  physicians,  12,000  registered  nurses 
and  more  than  9,000  paramedical  personnel. 
In  addition,  they  have  made  health  informa- 
tion available  to  133,000  school  children  in 
conjunction  with  the  State  Hospital  Associa- 
tion. 

Educational  television  is  becoming  an 
important  medium  of  communication.  Last 
year  42  medical  education  programs  were 
provided  on  the  state  network. 

During  the  coming  year,  14  special  credit 
courses  totaling  481  hours  of  instruction  will 
be  provided  which  will  provide  credit  hours 
as  recognized  by  the  Academy  of  General 
Practice  and  by  the  Education  Council  of  the 
AMA.  . 

The  courses: 


Cardiac  Arrhythmias  and  Coronary  Care, 
Sept.  23-25,  24  hours. 

Seminar  Series  on  Child  Psychiatry  for 
Practicing  Physicians,  monthly  Sept, 
through  April,  2 hours  each,  16  hours. 
Pulmonary  Physiology  and  Pulmonary 
Function,  Oct.  11-15,  30  hours. 

Annual  Course  in  Emergency  Nursing  Care, 
Nov.  15-18,  24  hours. 

Pediatric  Cancer  Telephone  Network  Con- 
ference, monthly  one-hour  sessions,  12 
hours. 

Adult  Cancer  Telephone  Network  Confer- 
ence, monthly  one-hour  sessions,  12  hours. 
Comprehensive  Workshop  on  Mental  Re- 
tardation, Winter  1971,  8 hours. 

Family  Practice  Refresher  Course,  Feb. 
7-12,  1972,  52  hours. 

Otolaryngology  Spring  Conference,  Feb. 
12-13,  1972,  10  hours. 

Neuropathology  Review  Course,  Feb.  18-20, 
18  hours. 

Symposium  on  Gynecological  Cancer, 
Spring  1972,  8 hours. 

Care  of  the  High  Risk  Newborn,  given  by 
arrangement  with  applicant,  30  days,  8 
hours  per  day,  240  hours. 

Cytopathology  Seminar,  Spring  1972,  9 
hours. 

Ophthalmology  Residents  Conference,  April 
6-8,  1972,  18  hours. 

In  addition,  selected  clinical  areas  of  in- 
struction are  available  by  choice  and  individ- 
ual arrangement. 

Open  and  closed  channel  ETV  network 
programs  are  also  conducted  on  a regularly 
scheduled  basis,  many  of  which  are  also 
recognized  for  credit  hours  of  instruction. 
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Create  a 
machine 


What  to  do 
until ..  . 
uppositones 

work: 


“War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work.1-3  Some- 
times two.4  Sometimes  more.3  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients,5  and 
not  infrequently  produce  smarting,  burning  and  tenesmus.6 

Alternative  to  the  long  unpleasant  wait:  Fleet®'  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio 
logical  pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

% Fleet  Enema  avoids  the  irritation  common 
I with  soapsuds  enema.  And  Fleet  Enema 
I is  leakproof:  a rubber  diaphragm  at  the 
I base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
linilli|  assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


C B FLEET  CO  . INC 
Lynchburg,  Va.  24505 


lafgraa 

| pharmaceuticals  J 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
References:  1.  Blumberg,  N : Med  Times  91:45,  Jan.,  1963.  2.  Sweeney,  W.  J.,  Ill:  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsaft,  P.:  J Amer  Geriat  Soc  12:295,  Mar  , 1964  4,  Baydoun,  A.  B 
Amer  J Obstet  Gynec  85:905,  Apr.  1,  1963.  5.  Feder,  I.  A , Flores,  A.  and  Weiss,  J : Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz,  E.  D : Western  J Surg  72:177,  May-June,  1964 


Call  it  what  you  will,  it 
maybe  premalignant. 


Before 

3/29/67  Before  therapy  with  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


and  EfudeX  (fluorouracil) 

5%  cream  can  resolve  it. 


tall  it  actinic,  solar  or  senile  keratoses, 
nany  regard  it  as  “precancerous.”1,2 

opical  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
Jvance  in  the  treatment  of  multiple  solar  keratoses,3’4  offers  the  physi- 
an  a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
ition  and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
fudex  offers  2%  and  5%  solution  and  5%  cream  formulations  — formula- 
tons  that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 


[Jsual  duration  of  therapy,  2 to  4 weeks. 

Ludies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
[iration  of  therapy  was  only  2 to  4 weeks. 6 Other  studies  with  topical 
horouracil  revealed  that  when  concentrations  of  less  than  2%  were 
red,  significant  numbers  of  lesions  recurred.6 

I'reats  the  lesions  you  can’t  see,  too. 

Iumerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
anifested  themselves  by  definite  reactions,  while  intervening  skin 
Imained  relatively  unaffected.5  The  early  eradication  of  these  subclini- 
|l  lesions  (which  may  otherwise  have  undergone  further  progression) 
I’obably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
ttients  treated  with  topical  fluorouracil  — especially  with  5% 
Rncentrations.6 

Jow  to  identify  solar  keratoses. 

lypically,  the  lesion  — a flat  or  slightly  elevated  brown  to  red-brown 
jipule  — is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
[re  the  rule. 

redictable  therapeutic  response. 

he  response  to  a typical  course  of  Efudex  therapy  is  usually 
laracteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
pgins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
1 intense  inflammatory  response,  scaling  and  occasionally  moderate 
nderness  or  pain.  The  height  of  this  response  generally  occurs  two 
leeks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
I stopped.  Within  two  weeks  of  discontinuing  medication,  the 
Iflammation  is  usually  gone.  Lesions  that  do  not  respond  should 
p biopsied. 


inferences:  1.  Allen,  A.  C.:  The  Skin,  A Clinicopathological  Treatise,  ed.  2,  New  York, 
[rune  & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J.  ; Jansen,  G.  T,  and  Honeycutt,  W.  M. : 
treatment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 
\\harmaceutical  Therapeutics  in  Dermatology,  Springfield,  111.,  Charles  C Thomas,  1968, 
P 92.  3,  Belisario,  J.  C. : Cutis,  6 : 293 , 1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  97: 14,  1968. 
i Data  on  file,  HofTmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
lein,  E.:  Cancer , 25:450,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications : Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings : If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions : If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruri- 
tus, hyperpigmentation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported  — insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/  weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  o 


(fluorouracil) 

cream/solution 


MEETINGS 


The  57th  Annual  Clinical  Congress  of  the 
American  College  of  Surgeons  will  be  held 
in  Atlantic  City  on  October  18-22.  For  fur- 
ther information  please  contact  Sara  Barr 
Cohen,  Director  of  Publicity,  American  Col- 
lege of  Surgeons,  55  East  Erie  Street, 
Chicago,  Illinois  60611. 

The  National  Association  of  Underwater 
Instructors  will  hold  its  second  Diving  Medi- 
cine course  for  physicians  on  August  21-28 
in  San  Diego,  California.  For  information, 
write  NAUI  Headquarters,  22809  Barton 
Road,  Colton,  California  92324. 

Fourth  Annual  Meeting  of  the  American 
Academy  of  Clinical  Toxicology  will  be  on 
October  21-23  at  the  Marriott  City-Line 
Motel,  Philadelphia,  Pennsylvania.  Registra- 
tion forms  are  available  from  the  American 
Academy  of  Clinical  Toxicology,  Post  Office 
Box  2565,  Houston,  Texas  77001. 

The  Tennessee  Valley  Medical  Assembly 

will  be  held  at  the  Read  House,  Chattanooga, 
Tennessee,  on  October  11-12.  The  chairman 


of  the  Assembly  is  Dr.  Charles  II.  Alper,  107 
Interstate  Building,  Chattanooga,  Tennessee 
37402. 

A five-day  course  in  Pulmonary  Physiol- 
ogy and  Pulmonary  Function  will  be  held 
October  11-15,  1971,  at  the  Veterans  Ad- 
ministration Hospital,  Charleston,  South 
Carolina.  It  will  be  conducted  with  the 
particular  interests  and  needs  of  Nurses, 
Inhalation  Therapists,  Pulmonary  Function 
■Technicians,  and  Physical  Therapists  in 
mind.  Other  paramedical  personnel  in  South 
Carolina,  North  Carolina,  and  Georgia,  as 
well  as  interested  physicians,  are  also  en- 
couraged to  attend.  The  South  Carolina 
Regional  Medical  Program  and  the  Division 
of  Continuing  Education  of  the  Medical 
University  of  South  Carolina  are  cosponsors. 
For  registration  or  further  information, 
interested  persons  may  contact  Vince  Mose- 
ley, M.D.,  Director,  Division  of  Continuing 
Education,  Medical  University  of  South 
Carolina,  Charleston,  South  Carolina  29401 ; 
telephone  (803)  792-4242. 


Male  Sterilization  Clinic— P.  M.  Jackson  et  al  (33a 
Windsor  Pi,  Cardiff,  Wales)  Brit  Med  J 4:295-296 
(Oct  31)  1970. 

A report  of  the  first  20  months’  experience  of  a 
family  planning  association’s  vasectomy  clinic  is  given. 
Public  demand  was  impressive.  Selection  for  opera- 
tion was  made  after  detailed  discussion  between 
husband,  wife,  and  a family  planning  specialist.  Con- 
sideration of  medical,  social,  and  emotional  needs, 
determined  whether  sterilization  would  promote  the 
welfare  of  the  whole  family  unit.  Three  hundred  and 


ninety  discussions  took  place,  the  first  100  of  which 
are  analyzed  in  detail.  The  reasons  why  34  did  not 
proceed  with  the  operation  are  given.  The  technique 
of  the  outpatient  operation  performed  under  local 
anesthesia  is  described.  Of  330  men  operated  upon 
67%  had  no  loss  of  work,  18%  lost  one  day,  and 
4.8%  had  minor  complications.  Two  azoospermic 
semen  analyses  at  intervals  of  one  month  completed 
the  operation.  The  results  indicated  that  vasectomy  is 
a simple,  safe,  esthetic,  efficient,  and  cheap  method 
of  achieving  permanent  family  limitation. 
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IN  ASTHMA 
IN  EMPHYSEMA 


optional 

therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  M to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  PO YTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Sdtyatfujj&c/u'ie'ci  ryA FFySA/ca/ \~^AalmacetMcaAL 


Nothing  new  about  Synirin  other  than 
. . . it’s  a stable,  uncoated,  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 


Synirin, 

AQDIDIkl  C no  DP  kJTna  A DO  IT  A I 1/C 


ASPIRIN  5 GR.— PENTOBARBITAL  1/8  GR. 

ETHICAL  ANALGESIA  (economical  if  prescribed. 

in  100  units  with  privilege  of  refills ) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

EACH  UNCOATED  TABLET  CONTAINS: 

Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

*May  be  habit  forming. 

Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLESOF  100  AND  1000  TABLETS 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  23261 

S/ince  / YSf) 


A clinical  supply  of  this  new  aspirin  formulation  may  be  requested. 


DEATHS 


DR.  C.  R.  BATTEY,  SR. 

Dr.  Colden  Rhind  Battey,  Sr.,  70,  died  July 
7 in  his  home  in  Beaufort.  Dr.  Battey  was  a 
graduate  of  the  University  of  Georgia  School 
of  Medicine  and  a member  of  the  American 
Medical  Association.  Dr.  Battey  was  a general 
practitioner  in  Augusta,  Georgia,  until  his 
retirement  to  Beaufort  in  1965. 

DR.  D.  C.  GRIGGS 

Dr.  Donaphan  Carson  Griggs,  68,  died  on 
June  29  in  Charlotte,  North  Carolina.  Dr. 
Griggs  attended  the  Medical  University  of 
South  Carolina  and  was  a member  of  the 
South  Carolina  and  American  Medical  Asso- 
ciations, and  the  South  Carolina  and  American 


Academy  of  General  Practice.  He  set  up  his 
practice  in  Pageland  45  years  ago. 


DR.  G.  S.  T.  PEEPLES 

Dr.  George  Sewell  Peeples,  67,  former  South 
Carolina  Public  Health  Officer,  died  in 
Charleston  on  July  8.  Dr.  Peeples  graduated 
from  the  Medical  University  of  South  Carolina 
in  1926  and  received  a Master  of  Public 
Health  from  Harvard  University  in  1937.  He 
was  county  health  officer  in  six  counties  prior 
to  his  move  to  the  central  office  as  Assistant 
Director  of  Rural  Sanitation  and  County 
Health  Work  in  May,  1940.  He  was  elected 
State  Health  Officer  in  1954  following  the 
death  of  Dr.  Ben  F.  Wyman. 


WINCHESTER 

“CAROL1NAS’  HOUSE  OF  SERVICE ” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 


We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver- 
tised CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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Taste! 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  love  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


Tired  of 
14  Hour  Days? 


Consider  The  Position  Of 


INDUSTRIAL 

PHYSICIAN.... 

....  at  a major  Du  Pont  plant  whose  product 
is  medical  x-ray  film.  Long  recognized  as  a 
national  leader  in  industrial  medicine  and  plant 
safety,  Du  Pont  locations  feature  excellent 
facilities. 

Work  load  includes  routine  examinations, 
medical  treatments,  even  some  minor  surgical 
treatment.  Administrative  and  supervisory 
duties  round  out  your  day.  Staff  consists  of  a 
nurse  and  a Medical  X-Ray  Technologist. 
Attractive  salary  and  benefits,  small  town  in 
beautiful  mountain  area  of  Western  North 
Carolina,  abundant  recreational  facilities,  and 
yes,  peace  of  mind.  Plant  is  located  near 
Brevard  and  Hendersonville,  N.  C. 

For  consideration  write:  N.  H.  Alford, 

Employee  Relations  Sup’t.,  Du  Pont  Co.,  P.  O. 
Box  267,  Brevard.  N.  C.  28712.  An  Equal 
Opportunity  Employer  M/F. 


There’s  a world  of  things 

we’re  doing  something  about. 


<J[jP!J> 


SMILE  CARE 

DENTAL  COVERAGE,  IT’S  NEW! 


Blue  Cross 

OF  SOUTH  CAROLINA 


COVERED  DENTAL  SERVICES  INCLUDE: 
Fillings  Bridges  Cleaning 
Oral  Surgery  X-rays  of  teeth 
Routine  Examinations 


When  disease,  is  ruled  out 
and  psychic  tension  is  implicated 

\hlium  (diazepam) 

2 -mg,  5-mg,  10 -mg  tablets 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary-  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 

Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in 
frequency  and  / or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2%  mg,  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2'A  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  inTel-E-Dose™-  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 
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Patients  fell  asleep 


Dalmane  (flurazepam  HCI)  30  mg  reduced  awake 
time— both  before  and  after  falling  asleep  - by 
fifty  percent  of  pretreatment  values  in  patients 
with  insomnia.12 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30-mg  capsule  of  Dalmane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subjects. 

Results  shown  represent  average  values  in  all 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 

Dalmane  is  also  relatively  safe,  as  reported  in 
clinical  studies.  Instances  of  morning  “hang- 
over” have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  lightheaded- 
ness and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  15  mg 
should  be  prescribed  for  these  patients.) 

References:  1.  Frost,  J.  D.,  Jr.:  “A  System  for  Automatically  Analyz- 
ing Sleep,”  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston,  Nov.  29-Dec.  2, 1970,  and  Aerospace  M.A.,  Houston, 
April  2t-29, 1971. 

2.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 


Before 
Dalmane 
(flurazepam  HCI) 


Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
electroencephalographic,  electro-oculographic  and  electromyo- 
graphic recordings. 


On 

Oalmane 
[flurazepam  HCI) 


Time  Awake 
Prior  to 
falling 
asleep 


je  sleep  laboratory  measurements  in  cited  studies 
teter  Before  Dalmane  On  Dalmane 

required  to  fall  asleep  33.6  min.  17.6  min. 

time  after  onset  of  sleep  48.7  min.  22  6 min. 

er  of  wakeful  periods  after 

et  of  sleep  12  2 8.4 

sleep  time  420.0  min.  447.5  min. 

sleep  percent  88.6  94.5 


lical  effectiveness  as 
►ven  in  the  sleep  laboratory 

talmane* 

jrazepam  HCD 

30-mg  capsule  h.s.— usual  adult  dosage. 
15-mg  capsule  h.s.— initial  dosage  for 
rly  or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
tightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  pafients.-Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e.g.,  excitement,  stimulalion  and  hyper- 
activity, have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  1 5 mg  or 
30  mg  flurazepam  HCI. 

\ Roche  Laboratories 

< ROCHE > Division  of  Hoffmann -La  Roche  Inc. 
\ / Nutley,  New  Jersey  071 1 0 


You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hvgroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton  chlorthalidone  usp 

Makes  water,  not  waves. 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton*  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one- half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  How  Supplied:  White,  single- scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502 
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THE  NIGHT  SH  FT 
OF  DEPRESSION... 


Depression  is  a 
24-hour-a-day  problem, 
and  disturbed  sleep 
is  often  its  nocturnal 
expression.  In  fact, 
such  disturbance  may 
be  a key  symptom  in 
establishing  the 
diagnosis  of  depression. 


WHEN  THE  DIAGNOSIS 
IS  DEPRESSION 

E LAV/I  LHCI 

[AMITRIPTYLINE  HCI  | MSD] 

TABLETS:  10  mg,  25  mg,  and  50  mg 
INJECTION:  10  mg/cc 

When  depression  is  serious  enough  to  warrant  medication, 
ELAVIL  HCI  may  prove  extremely  helpful.  Unlike  psychic 
energizers  or  agents  that  merely  elevate  mood,  ELAVIL  HCI 
embodies  a mild  antianxiety  action  which  manifests  itself 
even  before  the  fundamental  antidepressant  activity  of  the 
drug  becomes  evident.  Daytime  drowsiness  occurs  in  some 
patients,  usually  within  the  first  few  days  of  therapy. 

NOTE:  Not  recommended  during  the  acute  recovery  phase 
following  myocardial  infarction.  Patients  with  cardiovascular 
disorders  should  be  watched  closely;  arrhythmias,  sinus 
tachycardia,  and  prolongation  of  the  conduction  time  have 
been  reported,  particularly  with  high  doses;  myocardial 
infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients 
or  those  receiving  thyroid  medication.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy; 
such  treatment  should  be  limited  to  patients  for  whom  it  is 
essential.  Discontinue  the  drug  several  days  before  elective 
surgery  if  possible.  Should  not  be  given  to  patients  who 
have  received  an  MAOI  within  two  weeks. 


Contraindications:  Known  hypersensitivity.  Should  not  be  given 
concomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
of  a monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is 
achieved.  Not  recommended  during  the  acute  recovery  phase  following 
myocardial  infarction  or  for  patients  under  12  years  of  age. 

Warnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
acting  compounds.  Should  be  used  with  caution  in  patients  with  a history  of 
seizures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
intraocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
watched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
conduction  time  have  been  reported,  particularly  with  high  doses; 
myocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
receiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
required  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
or  driving  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
been  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
become  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
mother  and  child. 

Precautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
psychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
depressed  patients  may  experience  a shift  toward  the  manic  phase,  and 
paranoid  delusions,  with  or  without  associated  hostility,  may  be 
exaggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
the  dose  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
perphenazine,  concurrently. 

When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  Note:  Included  in  this  listing  are  a few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CNS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEG  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine.- 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other.-  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100, 1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or 
see  the  Direction  Circular.  Merck  Sharp  & Dohme,  Division  of  Merck 
& Co.,  Inc.,  West  Point,  Pa.  19486 

MSD  MERCK  SHARP  & DOHME 


Predictable. 

Economical. 

tolerated 


If  that's  old-fashioned 


why  not  make  the  most  of  it? 


Butlsol 


SODIUM” 


(SODIUM  BUTABARBITAL) 


Available  as:  Tablets,  15  mg  , 30  mg.,  50  mg  , 100  mg.;  Elixir,  30  mg.  per  5 cc  (alcohol  7%). 
BUTICAPS*[Capsules  BUTISOL  SODIUM  (sodium  butabarbital))  15  mg.,  30  mg..  50  mg  100  mg 
Warning:  May  be  habit  forming. 


(McNEIL) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 


HAPPY  NEWS! 


IINTRODUCING 

TETRACYN500 

(TETRACYCLINE  HCI,  500-mg  capsules) 

THE  LOW-COST 
BRAND-NAME  TETRACYCLINE 


TETRACYN  ° also  available  as  250-mg  capsules 

(TETRACYCLINE  HCI) 


L 


J B ROERIG  DIVISION 

PFIZER  PHARMACEUTICALS 
NEW  YORK,  N Y.  IOOI  7 


Transfer  a patient  to  a Medi- 
center.  This  frees  a hospital  bed 
for  a seriously  ill  patient  who 
needs  acute  care  services.  All 
Medicenters  are  conveniently 
near  hospitals.  Thus  transfers 
are  quick,  easy  and  usually  at 
no  cost  to  the  patient. 

Medicenter  patients  are  on 
the  road  to  recovery.  And,  at 


Medicenter,  these  patients  con- 
tinue to  receive  professional  care 
at  a sub-acute  level  at  significantly 
less  cost  than  is  possible  in  an 
acute  hospital. 

Medicenter  offers  a number 
of  benefits  to  both  patients  and 
physicians.  The  greatest  advan- 
tage to  physicians  is  that  Medi- 
center frees  beds  in  hospitals  for 


more  of  his  seriously  ill  patients. ' 
In  addition  to  considerably  lower 
costs,  the  patients  enjoy  a pleas- 
ant, restful  atmosphere  which  is 
conducive  to  rapid  recovery. 

If  you  would  like  to  know 
more  about  Medicenter  and  how 
it  can  help  serve  you  and  your 
hospital,  we  invite  your  inquiry. 


How  to  give  a bed 
to  your  favorite 
hospital. 


MEDiCENTER 


Medicenter  of  America 
2601  Forest  Drive 
Columbia,  South  Carolina  29204 


389  Serpentine  Drive 
Spartanburg,  South  Carolina  29302 


(diethylpropion  hydrochloride,  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug,-  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jifteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cordio - 
vascular  effects  reported  include  ones  such  os  tachycardia,  precordiol  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  Vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended  T-107/4/71/u  s patent  no  3.001.910 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonlsm, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 

Q103  2/71 


Quinamiri 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


In  Swinun 


Ear 


a re  a pt  to  encou  nter  a u ra  I 
difficulties  after  engaging  in  various 
natatory  pursuits'.' 


Furacin  Otic 

(nitrofurazone)  antibacterial/anesthetic/antifungal 


Formula:  Contains  (w/w)  0.2%  FURACIN,  brand  of  nitrofurazone, 
0.375%  Micofur®,  brand  of  nifuroxime,  and  2%  diperodon  hydro- 
chloride dissolved  in  water-soluble,  nondrying,  hygroscopic 
polyethylene  glycol. 

Indications:  For  treatment  of  bacterial  otitis  externa,  bacterial  otitis 
media  and  otomycosis.  In  otitis  media,  this  preparation  is  not  effec- 
tive if  the  tympanic  membrane  is  intact. 

FURACIN  (nitrofurazone)  and  Micofur  (nifuroxime)  are  active  against 
a variety  of  gram-positive  and  gram-negative  organisms.  Activity 
versus  Pseudomonas  sp.  is  limited  to  certain  strains.  Micofur 
(nifuroxime)  is  active  against  Candida  (Monilia)  albicans. 


Precautions:  Sensitization  may  occur  with  prolonged  use  and  is 
more  likely  to  develop  in  eczematous  otitis  externa  To  minimize 
such  reactions  (a)  limit  application  to  a week  or  less,  and  (b)  avoid 
use  of  excessive  omounts  which  may  run  down  the  face 
This  preparation  is  not  indicated  for  use  in  treatment  of 
cholesteatoma,  where  surgical  intervention  is  necessary 
Supplied:  Bottle  of  15  cc.  with  dropper. 
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even  when  she’s  not. 

10:30  p.m.  To  bed  with  tablets  or 
suspension.  Either  dosage  form  of 
Gantanol  (sulfamethoxazole)  provides 
reliable  therapy  for  nonobstructed  cystitis. 

The  convenient  b.i.d.  schedule  lets 
the  patient  rest  assured  — while  Gantanol 
fights  the  infection. 

1:30  a.m.  Antibacterial  blood  and  urine  levels  build  fast. 

Peak  therapeutic  effectiveness  starts 
within  2 to  3 hours  of  the  initial  dose. 

In  addition,  Gantanol  diffuses  readily 
into  interstitial  fluids  for  antibacterial 
activity  at  the  foci  of  the  infection. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  acute,  recurrent  or  chronic  uri- 
nary tract  infections  (primarily  pyelonephritis,  pyelitis  and 
cystitis)  due  to  susceptible  organisms  (usually  E.  coli,  Kleb- 
siella- Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis, 
and,  less  frequently,  Proteus  vulgaris ) and  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note:  Carefully  co- 
ordinate in  vitro  sulfonamide  sensitivity  tests  with  bacterio- 
logic  and  clinical  response.  Add  aminobenzoic  acid  to  culture 
media  of  patients  receiving  sulfonamides.  Resistant  orga- 
nisms present  a current  problem  to  the  usefulness  of  anti- 
bacterial agents.  Blood  levels  should  be  measured  in  patients 
receiving  sulfonamides  for  serious  infections,  since  there  may 
be  wide  variations  with  identical  doses;  20  mg/ 100  ml  should 
be  the  maximum  total  sulfonamide  level,  as  adverse  reactions 
occur  more  frequently  above  this  level. 

Contraindications:  Sulfonamide  hypersensitivity;  infants 


less  than  2 months  of  age  (except  adjunctively  with  pyrimeth- 
amine in  congenital  toxoplasmosis);  pregnancy  at  term  and 
during  nursing  period. 

Warnings:  Safe  use  in  pregnancy  has  not  been  estab- 
lished, and  teratogenicity  potential  has  not  been  thoroughly 
investigated.  Sulfonamides  will  not  eradicate  or  prevent  se- 
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prolonged  or  recurrent  therapy  in  chronic  renal  diseases  of 
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Precautions:  Use  with  caution  in  patients  with  impaired 
renal  or  hepatic  function,  severe  allergy,  bronchial  asthma 
and  in  glucose-6-phosphate  dehydrogenase-deficient  indi- 


4:30  a.m.  Effective  through  the 
night.  Each  dose  of  Gantanol  (sulfa- 
methoxazole) delivers  up  to  12  hours  of 
I antibacterial  action  against  susceptible 
pathogens,  such  as  E.  coli,  Klebsiella-Aerobacter,  S.  aureus  and  others. 
Action  all  day.  And  action  all  night  to  prevent  retained  urine  from 
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, viduals.  In  the  latter,  dose-related  hemolysis  may  occur. 
1 Maintain  adequate  fluid  intake  to  prevent  crystal luria  and 
1 stone  formation. 
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fonamides have  caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia.  Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
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phenacetin,  160  mg  ; caffeine,  30  mg  .) 

the  versatile  analgesic 

offers  fast  onset  of  symptomatic  relief 

produces  a high  level  of  analgesia 

affords  sustained  pain  relieving  action 

provides  predictable  relief- 
overall  satisfactory  response  in 
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Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphena- 
drine. Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyloric  or 
duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at 
the  bladder  neck.  Norgesic  is  also  contraindicated  in  patients  with  myas- 
thenia gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin 
or  caffeine. 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  pa- 
tients receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  recom- 
mended that  Norgesic  not  be  given  in  combination  with  propoxyphene 
(Darvori*) 

Warnings:  USE  IN  PREGNANCY  Since  safety  of  the  use  of  this  prepara- 
tion in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  poten- 
tial benefits  of  the  drug  be  weighed  against  its  possible  hazard  to  the 
mother  and  child 

USE  IN  CHILDREN  The  safe  and  effective  use  of  this  drug  in  children  has 
not  been  established:  therefore,  the  physician  must  weigh  the  benefits 
against  the  potential  hazards 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of 
phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  should  be 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders. 
It  should  also  be  used  with  caution  in  patients  with  tachycardia. 

Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or 
those  usually  associated  with  mild  anticholinergic  agents.  These  may 
include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth, 
blurred  vision,  dilatation  of  the  pupil,  increased  intraocular  tension,  weak- 
ness, nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness, 
and  rarely,  urticaria  and  other  dermatoses.  Infrequently  an  elderly  patient 
may  experience  some  degree  of  confusion.  Mild  central  excitation  and 
occasional  hallucinations  may  be  observed.  These  mild  side  effects  can 
usually  be  eliminated  by  reduction  in  dosage.  One  case  of  aplastic  anemia 
associated  with  the  use  of  Norgesic  has  been  reported.  No  causal  rela- 
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POSTINFARCTION  CARDIAC  RUPTURE 

A.  JULIAN  GARVIN 

WILLIAM  A.  GARDNER,  JR.,  M.D.° 


This  case  of  postinfarction  rupture  illus- 
trates the  clinical  and  pathological  aspects  of 
this  entity  as  well  as  focusing  attention  on  a 
common  misconception  regarding  its  occur- 
rence. 

CASE  REPORT: 

At  8:30  A.M.  on  June  25.  1970.  a 68  year  old 
white  male  felt  a sudden  constricting  pain  over  his 
left  chest  radiating  towards  the  head,  neck,  and  left 
shoulder.  He  then  drove  an  automobile  to  the  Charles- 
ton Veterans  Administration  Hospital,  traveling  a 
distance  of  approximately  10  miles. 

He  had  a forty  year  history  of  smoking  and  mod- 
erate alcohol  ingestion.  He  gave  no  history  of  cardiac 
symptoms  and  was  on  no  medications.  On  examina- 
tion, he  was  in  moderate  distress  but  otherwise 
appeared  physically  normal.  His  chest  was  clear  and 
no  dyspnea  was  noted.  Cardiac  rhythm  was  irregular 
with  a rate  of  76/minute,  blood  pressure  was  180/130. 
Electrocardiogram  revealed  an  acute  anteroseptal  in- 
farction. A chest  film  showed  elongation  of  the 
thoracic  aorta  and  the  possibility  of  a dissecting 
aneurysm  could  not  be  ruled  out.  He  was  given  5 mg 
of  Valium  and  admitted  to  the  Thoracic  Surgery 
Service.  One  sixth  of  a gram  of  morphine  was  given 
intramuscularly  along  with  1000  cc  of  5 per  cent 
Dextrose  in  Lactated  Ringers  Solution. 

He  showed  a slight  leukocytosis  of  normal  differ- 
ential. Hematocrit,  hemoglobin  and  electrolytes  were 
within  normal  limits.  Enzyme  levels  were  not  ob- 
tained. He  was  transferred  to  the  Coronary  Care  Unit 
8 hours  after  admission  and  continually  monitored 
thereafter.  He  was  later  noted  to  be  without  respira- 
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tory  effort,  with  a flat  ECG,  and  dilated  fixed  pupils. 
He  was  pronounced  dead  16  hours  after  admission. 

A complete  autopsy  was  performed  approximately 
9 hours  after  death.  Incidental  findings  included  a 
cholesteatoma  of  the  right  ear  (he  had  a history  of 
chronic  otitis  media),  and  carcinoma  of  the  right 
kidney.  There  was  generalized  acute  visceral  con- 
gestion. The  pericardial  sac  was  distended  with  500 
cc  of  blood.  The  anterior  wall  of  the  left  ventricle 
near  the  apex  bore  a 1.5  cm  jagged  tear  in  the  myo- 
cardium. (Figure  1)  A probe  could  be  easily  passed 
into  the  left  ventricular  chamber.  The  heart  weighed 
470  grams  with  a thickened  hypertrophied  left  ven- 
tricle. Perfusion  of  the  coronary  arteries  with  Panto- 
paque  allowed  radiographic  demonstration  of  a rela- 
tive avascular  area  surrounding  the  rupture.  The  lack 
of  collateral  circulation  was  conspicuous.  A localized 
occlusion  was  not  demonstrated,  however,  multiple 
gross  atheromata  with  adjacent  acute  small  thrombi 
were  seen  grossly  in  both  major  coronary  arteries. 
These  thrombi  were  also  documented  microscopically. 
Sections  of  myocardium  adjacent  to  the  area  of  rup- 
ture showed  acute  necrosis  with  leukocytic  infiltration 
and  hemorrhage.  The  path  of  rupture  showed  partial 
fibrin  lining.  No  evidence  of  chronic  inflammation  or 
organized  healing  was  seen. 

DISCUSSION: 

Cardiac  rupture  has  long  been  recognized 
as  a dramatic  and  fatal  complication  of  myo- 
cardial infarction  since  its  original  description 
by  Harvey  in  1647. 1 The  increasing  incidence 
of  myocardial  infarction3  will  likely  be  re- 
flected in  an  increased  exposure  to  its  fatal 
sequelae. 

Several  features  of  this  case  serve  to  illus- 
trate some  common  clinical  and  pathogenetic 
aspects  of  postinfarction  myocardial  rupture: 

This  patient  denied  any  previous  history 
of  infarction.  Patients  with  rupture  have  a 
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Figure  1.  Anterior  view  of  the  heart  with  focal 
surrounded  by  a relatively  avascular  area. 


lower  incidence  of  a history  of  old  infarction 

He  drove  10  miles  to  the  hospital  after  the 
onset  of  pain.  Patients  with  rupture  have  a 
higher  incidence  of  unusual  efforts  expended 
after  infarction .B  This  observation  is  used  to 
explain  the  unusually  high  incidence  of  car- 
diac rupture  in  mental  institutions*  Those 
patients  who  disregard  their  post  infarction 
therapeutic  regimen  thereby  place  themselves 
in  a similar  category. 

The  patient  had  sustained  hypertension  dur- 
ing his  entire  hospitalization.  Patients  with 
rupture  have  a higher  incidence  of  persistent 
hypertension. 7 

His  ECG  showed  evidence  of  an  acute  myo- 
cardial infarction.  ECGs  in  these  patients 
often  vary  but  most  take  the  pattern  of  an 
infarct * 

The  interval  between  clinical  onset  and 
death  in  this  patient  was  16  hours.  This  inter- 
val varies  from  several  hours  to  several  weeks  .” 

Pathologically,  this  case  fulfilled  criteria 
previously  established  for  cardiac  rupture.10 
The  patient  had  evidence  of: 


1.  A recent  myocardial  infarct  with  hemor- 
rhage and  polymorphonuclear  infiltration. 

2.  A myocardial  infarct  which  is  poorly 
supplied  by  collateral  vessels  (Figure  2). 

3.  A transmural  infarct. 

4.  A myocardial  infarction  in  which  fibrosis 
is  absent. 

From  the  previously  stated  clinico-patho- 
logical  factors,  it  can  be  seen  that  the  proper 
milieu  was  present  for  rupture.  The  signifi- 
cance of  this  case  lies  not  in  the  fact  that  it 
met  all  criteria  for  cardiac  rupture,  but  it 
focused  attention  on  a common  misconception. 
It  is  frequently  taught  that  myocardial  rup- 
ture most  often  occurs  towards  the  end  of  the 
first  and  beginning  of  the  second  week  after 
infarction  when  the  ischemic  focus  is  at  maxi- 
mal softness.  A standard  medical  text  states 
myocardial  rupture  occurs  “usually  on  the 
4th  to  7th  day.”11  The  short  interval  between 
the  onset  of  symptoms  and  death  resulted  in 
a literature  review  as  to  the  significance  of 
this  observation.  In  contrast  to  the  emphasis 
on  myocardial  rupture  between  the  4th  to 
7th  day  postinfarction,  it  was  found  that  two 


Figure  2.  Postmortem  coronary  angiogram 
demonstrating  the  apical  tear  (darkened  area) 
hemorrhagic  area  outlining  rupture  site. 
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recent  extensive  reviews  of  cardiac  rupture 
report  41  per  cent  and  22  per  cent  re- 
spectively of  these  patients  die  within  24 
hours  of  the  onset  of  clinical  symptoms  related 
to  the  infarction.12'13 

The  short  interval  between  infarction  and 
rupture  seen  in  this  case  and  emphasized  in 


current  series  of  similar  cases,  should  tend  to 
modify  the  emphasis  often  placed  on  rupture 
approximately  one  week  following  infarction 
and  contribute  to  clinical  awareness  in  a pa- 
tient with  an  acute  myocardial  infarction 
having  many  of  the  features  discussed  above. 
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Guardianship  Over  Stroke  Victim  Terminated 


The  term  “mentally  incompetent”  does  not  refer 
to  a person  who  is  sane  but  is  not  as  wise  or  intelli- 
gent as  another  person,  or  to  one  whose  mind  is  to 
some  extent  impaired  because  of  age  or  illness,  the 
Supreme  Court  of  Nebraska  ruled.  The  term  applies 
to  one  whose  mind  is  so  affected  as  to  deprive  him  of 
sane  and  normal  actions,  the  court  held. 

A 73-year-old  rancher,  who  had  been  successful 
in  previous  years,  suffered  a stroke  and  was  placed 
under  a conservator.  Later  the  conservatorship  was 
terminated  and  a guardian  was  appointed. 

Four  years  after  appointment  of  the  conservator, 
the  attorney  for  the  aged  man  considered  him  suffi- 
ciently competent  to  execute  a will. 

At  the  guardianship  hearing,  testimony  indicated 
that  he  was  able  to  drive  a car  and  was  ambulatory 
except  for  some  restriction  in  the  use  of  one  leg  and 
one  arm  as  a result  of  the  stroke.  He  was  examined 
by  a psychiatrist  and  a psychologist  who  found  that 
he  was  in  the  average  range  of  mental  acuity  for  his 
age  and  that  he  had  no  severe  psychological  dis- 
turbances. 

The  psychologist  was  of  the  opinion  that  he  was 


capable  of  handling  himself.  It  was  further  testified 
that  the  individual’s  recent  memory  was  good,  that 
his  judgment  was  good,  and  that  he  was  able  to 
handle  his  personal  and  financial  affairs  without  a 
guardian. 

In  reversing  the  order  appointing  a guardian  the 
supreme  court  held  that  the  man  was  not  mentally 
incompetent.  The  court  pointed  out  that  a person  73 
years  of  age  is  not  as  capable  as  he  was  in  his 
younger  years,  and  that  the  advance  of  years  will 
be  marked  by  a decrease  of  bodily  powers  and 
mental  efficiency. 

The  court  noted  that  a guardian  should  not  be 
appointed  over  a person  simply  because  he  is  aged 
or  infirm,  or  because  his  mind  is  somewhat  impaired 
by  age  or  disease.  The  object  of  a guardianship 
statute  is  to  protect  the  property  of  one  who  does 
not  possess  sufficient  mental  capacity  to  reasonably 
understand  the  business  he  transacts,  or  who  has 
lost  his  reasoning  powers  to  the  extent  that  he  is 
incapable  of  understanding  or  acting  with  ordinary 
discretion  in  common  affairs.— Hyde  v.  Crocker,  176 
N.W.2d  234  ( Neb. Sup. Ct.,  April  10,  1970) 
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INCIDENCE:  Despite  the  fact  that  it  is 
often  avoidable,  life  threatening  hypersensitiv- 
ity reactions  to  many  varieties  of  insects  con- 
tinue to  occur.  A voluminous  wealth  of  litera- 
ture has  appeared  on  this  subject  and  recent 
reviews  of  this  indicate  that  fatalities  occur 
continuously  throughout  this  nation  as  well  as 
Europe  and  Australia.1  Lay  newspapers  alone 
continuously  emphasize  the  sudden  deaths 
which  occur  not  only  in  children  at  play  but 
also  in  various  occupations  such  as  telephone 
line  workers,  highway  repairmen,  surveyors, 
etc.  Whereas  most  known  injectant  allergens 
can  be  avoided,  the  insect  problem  is  omni- 
present and  continues  to  threaten  even  the 
ultra  cautious  candidate  with  untoward  re- 
actions. 

An  American  Academy  of  Allergy  co-opera- 
tive study  of  over  2,000  cases  of  insect  sting 
allergy  indicates  that  25  per  cent  of  these  were 
life  threatening  in  degree.2  An  analysis  of 
insect  sting  fatalities  indicates  that  most  of  the 
deaths  occurred  within  the  first  hour  of  the 
bite.3  This  would  indicate  that  unless  ade- 
quate prophylactic  treatment  is  accom- 
plished, the  physician  must  be  prepared  to 
deal  with  insect  allergies  in  most  unlikely 
situations.  This  writer  had  the  unique  experi- 
ence of  being  interviewed  on  a live  TV  pro- 
gram and  was  called  upon  to  treat  an  acute 
episode  of  bronchospasm  in  the  interviewer 
who  had  been  bitten  by  a wasp  immediately 
prior  to  filming. 

Mueller  divided  insect  allergy  into  inhalant 
and  contactant  types.  The  former  was  thought 
to  be  analogous  to  natural  sensitivity  acquired 


by  allergic  patients  to  inhalant  allergens  such 
as  house  dust,  etc.,  and  the  stinging  type 
brought  about  by  an  injectant.  Hence,  one  can 
easily  realize  the  ease  with  which  initial  sen- 
sitivity can  be  brought  about.  Cross  reactivity 
and  antigentic  relationships  between  the  sting- 
ing hymenoptera  explain  the  clinically  noted 
situation  where  initial  contact  with  one 
hymenoptera  may  be  followed  after  a sub- 
sequent bite  by  a severe  constitutional  reaction 
to  an  insect  with  which  the  patient  had  evi- 
denced no  previous  contact.4  Gell  diffusion 
studies  indicate  common  antigens  between  the 
yellow  jacket,  yellow  hornet,  black  hornet, 
wasp,  and  honey  bee.6 

Although  bee,  wasps,  yellow  jacket  and 
hornet  reactions  are  the  most  frequently  re- 
ported, severe  reactions  can  occur  to  other 
common  insects.6  Mosquitoes,  cricket,  spider, 
cockroach,  moth,  and  flies  (many  varieties) 
have  all  been  implicated  in  these  untoward 
responses.  A serious  threat  in  the  Southern 
U.  S.  is  the  imported  South  American  fire  ant. 
True  anaphylaxis  has  been  reported  to  this 
insect.7  The  great  variety  of  insects  potentially 
involved  here  explains  perhaps  the  failure  to 
locate  the  initial  bite  sites  only  on  exposed 
surfaces.  The  ant,  cockroaches,  moth,  etc.  may 
simply  crawl  into  a garment  and  break  the 
skin  surface  in  any  number  of  unexposed 
areas. 

In  evaluating  such  a clinical  emergency  as 
insect  hypersensitivity,  one  need  not  exclude 
previous  sensitizations,  as  patients  may  well 
have  avoided  any  insect  sting  for  a lifetime 
yet  be  fully  sensitized  by  inhalation  alone. 
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Stevenson  reported  a case  of  asthma  following 
inhalation  of  moth  particles  and  cites  other 
previous  cases  of  this.8  A recent  report  indi- 
cating insects  as  a cause  of  inhalant  respiratory 
allergy  employed  provocative  nasal  tests  and 
provocative  subcutaneous  tests.9  The  author 
has  followed  one  patient  with  two  severe  con- 
stitutional reactions  to  bites  of  wasp  who  on  a 
number  of  prior  occasions  had  acute  urticaria 
from  cleaning  an  abandoned  house  in  which 
dead  wasp  debries  was  found.  Shulman’s  bio- 
chemical and  immunological  studies  in  bee 
whole  body  preparations  would  lend  support 
to  the  apparent  antigenicity  of  insect  bodies 
in  various  forms.10 

IMMEDIATE  REACTIONS:  Patients  gen- 
erally experience  some  type  of  pruritus  at  the 
onset  of  the  allergic  reaction.  They  usually 
deny  much  pain  at  the  injection  site  but  do 
recall  the  pruritus.  This  may  occur  along  the 
neck,  roof  of  mouth  and  often  along  the  dor- 
sum of  the  back.  Periorbital  and  lip  edema 
generally  follow  the  pruritus.  Wheezing,  when 
it  occurs,  begins  insideously  but  then  be- 
comes rapidly  progressive.  Laryngeal  edema 
will  generally  follow  or  may  actually  occur  in 
the  absence  of  wheezing.  A physician  of  our 
community  was  bitten  by  a yellow  jacket  in 
his  car  while  driving  up  a two  mile  bridge. 
He  noted  the  previously  mentioned  progres- 
sive onset  of  allergic  symptoms  and  was  able 
to  stop  his  car  on  the  summit  of  the  bridge 
and  reach  his  medical  bag  for  epinephrine  in 
the  trunk  of  the  auto  as  the  laryngeal  edema 
became  pronounced. 

In  my  experience  cardiogenic  reactions 
such  as  shock  may  initially  develop  within  the 
first  hour  but  do  not  become  maximum  until 
after  the  first  hour.  The  laryngeal  symptoms 
are  more  rapid.  The  patient  presents  the  cold 
clammy  appearance  of  shock  with  peripheral 
vasoconstriction  and  dusky  extremities.  Ar- 
rythymias  are  frequently  noted  although  the 
associated  administration  of  epinephrine  in 
these  patients  may  account  for  this  finding. 
Since  the  emergency  here  is  so  acute,  these 
patients  do  not  appear  in  intensive  care  units 
within  the  first  two  hours  and  adequate 
electrocardiographic  monitoring  has  not  been 
done  with  a large  series  of  patients. 


In  reviewing  the  allergic  and  pathologic 
findings  in  fifty  insect  sting  fatalities,  it  was 
clearly  shown  that  respiratory  obstruction  was 
the  most  common  with  shock  second  and 
hemorrhage,  massive  engorgement,  hemolysis 
and  cardiac  arrythymia  next  in  frequency.12 
The  severe  situations  occur  in  anaphylaxis  in 
dogs  where  circulatory  collapse  is  the  pre- 
dominent  clinical  manifestation.13  A possible 
explanation  of  this  consistant  occurrence  in 
animals  and  occasionally  in  man  could  be  due 
to  the  release  of  plasma  kinens  which  are  pro- 
found vasodilators  and  may  also  precipitate 
cardiac  arrythymias.11 

Perhaps  cardiac  arrests  in  these  patients  do 
occur  immediately  and  this  author  has  long 
felt  that  many  cases  of  so-called  “golf  course 
coronaries  ’ or  sudden  unexplained  strokes  in 
young  patients  may  indeed  be  occult  ex- 
amples of  insect  allergic  reactions. 

DELAYED  REACTIONS:  The  problem  of 
delayed  allergic  response  to  insect  stings  is 
often  overlooked.  This  may  occur  from  hours 
to  days  after  the  actual  bite.  In  one  series  of 
55  cases  of  bee  and  wasp  hypersensitivity,  re- 
actions of  the  delayed  type  with  induration, 
pruritus  and  erythema  appeared  in  24  to  48 
hours  in  seventeen  of  the  cases.16  Although 
most  of  these  delayed  reactions  are  IgE  medi- 
ated, some  apparently  involve  the  complement 
system.  For  example,  a number  of  cases  of 
nephrosis  following  insect  stings  have  been 
reported.  Fogel  et  al  presented  one  case  of 
a fatal  generalized  connective  tissue  disease 
following  a wasp  sting.16 

The  author  saw  a 9 year  old  child  in  sudden 
profound  cardiogenic  shock.  Whereas  no 
apparent  etiology  for  this  dramatic  episode 
could  be  elicited,  the  mother  did  recall  that 
nine  days  prior  to  this  the  child  had  been 
bitten  by  a wasp  with  little  more  than  a large 
local  reaction.  Challenge  with  serial  dilutions 
of  wasp  whole  body  extract  failed  to  elicit  a 
wheal  and  flare  reaction  until  1:100  dilution 
was  effected.  However,  8 days  later,  and  an 
exact  reproduction  of  the  time  relationship 
with  the  shock  experience,  the  child  developed 
massive  wheal  and  flare  reactions  at  the  in- 
jection sites  of  the  challenge  dilutions.  With- 
out any  other  antigenic  stimulus,  the  child 
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developed  generalized  urticaria  on  the  ninth 
day  and  culminated  in  modest  laryngeal 
edema.  This  responded  to  epinephrine  but 
steroids  were  required  for  the  control  of 
urticaria.  No  precipitating  antibody  could  be 
detected  immunologically. 

The  allergic  emergency  can  vary  between 
generalized  urticaria  to  laryngeal  edema  and 
actual  cardiogenic  shock.  While  the  latter  re- 
action has  generally  been  considered  the  end 
point  in  the  spectrum  of  untoward  reactions 
to  the  stinging  hymenoptera,  our  experinece 
has  been  that  deaths  usually  occur  from 
laryngeal  edema. 

TREATMENT:  Regardless  of  the  identifi- 
cation of  the  insect  causing  the  untoward  re- 
action, the  treatment  fortunately  does  not 
vary.  For  this  reason,  valuable  time  need  not 
be  lost  in  detailed  history  taking  during  the 
acute  emergency.  This  is  particularly  true 
since  it  has  been  pointed  out  that  there  is 
cross-reactivity  among  the  insects  so  in  some 
situations,  exact  identification  is  somewhat 
academic.  One  does  need  to  exclude  such 
toxic  reactions  as  spider  bites,  snake  bites,  etc. 
The  fang  marks  of  the  snake  bites  are  usually 
evident  while  the  only  reaction  other  than 
edema  and  erythema  in  the  insect  is  usually  a 
small  droplet  of  fresh  blood.  Examination  of 
the  wound  for  the  venom  sack  can  be  done 
quickly. 

The  importance  of  early  institution  of 
emergency  therapy  was  demonstrated  by  an 
analysis  of  fatal  and  non-fatal  cases  of  insect 
hypersensitivity.  Eighty-seven  per  cent  of  the 
survivors  had  received  emergency  therapy 
during  the  first  hour,  whereas  6 per  cent  of 
the  fatalities  were  treated  in  this  period  of 
time.17  In  order  for  this  rapid  therapy  to  be 
effected,  each  physician  should  have  available 
a minimum  type  of  treatment  kit  during  those 
off  duty  hours  when  a medical  bag  is  in- 
accessible. A fishing  box,  picnic  basket,  and 
corner  of  the  backyard  workroom  should  have 
at  least  an  epinephrine  syringe  and  possibly  a 
rubber  tourniquet.  Perhaps  the  golfing  physi- 
cian should  carry  an  epinephrine  syringe  in 
his  golf  bag  along  with  the  extra  water  hole 
ball. 

The  therapeutic  problems  encountered  in 


the  treatment  of  insect  allergic  reactions 
differs  in  two  respects  from  other  allergic 
emergencies.  First,  these  reactions  generally 
occur  outside  of  a medical  setting.  Whereas, 
in  an  acute  drug  reaction,  for  example,  a 
potential  allergic  reaction  is  somewhat  ex- 
pected and  if  this  is  an  injectant  drug,  it  is 
generally  given  in  a physician’s  office  or  with 
a physician  generally  in  attendance.  How- 
ever, the  insect  reaction,  as  previously  noted, 
can  occur  or  generally  occurs  in  the  outdoors 
and  usually  when  one  is  enjoying  a leisure 
situation.  Second,  most  of  the  therapy  for  the 
immediate  insect  reactions  must  be  given  by 
laymen  as  a physician  will  probobly  not  be  in 
attendance.  The  layman  who  is  generally 
unfamiliar  with  drugs,  can  possibly  master 
the  administration  of  a single  injection  but 
not  a group  of  drugs  or  a complicated  thera- 
peutic regimen. 

In  the  past  few  years,  a number  of  sug- 
gestions have  been  made  regarding  insect 
allergic  emergency  kits.  The  two  most  com- 
mon such  kits  available  commercially  are  well 
stocked  with  a rather  complex  tourniquet, 
antihistamine  tablets,  alcohol  sponges,  an 
ephedrine  preparation  as  well  as  epinephrine. 
These  drugs  are  packaged  in  an  impressive 
container  with  detailed  instructions  which 
could  hardly  be  followed  by  a relative  or 
friend  of  an  allergic  individual  who  is  under- 
going a severe  constitutional  insect  allergic 
reaction. 

The  single  most  important  drug  in  the  treat- 
ment of  an  insect  allergic  reaction  is  epine- 
phrine. This  should  be  given  immediately  and 
repeatedly  throughout  the  allergic  emer- 
gency. In  my  experience,  the  administration 
of  epinephrine  can  be  mastered  by  the  rela- 
tive of  an  allergic  patient  and  even  by  a 
patient  himself.  This  drug  is  available  in  pre- 
packed, pre-dose  loaded  units  which  are  in- 
expensive and  can  be  readily  administered 
with  very  little  previous  training. 

This  author  has  made  available  to  his 
patients  over  the  years  numerous  elaborate 
allergic  emergency  kits  only  to  find  that  on 
unscheduled  rehearsals  of  an  acute  allergic 
emergency  with  these  patients,  the  kit  is  never 
used  properly  and  in  the  situation  of  panic, 
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the  most  important  items  are  often  forgotten. 
The  kits  are  now  abandoned  and  only  epine- 
phrine syringes  are  provided  the  patients. 

A rubber  tourniquet  should  be  available  for 
those  bites  occurring  on  the  extremities.  A 
simple  piece  of  rubber  tubing  can  be  easily 
obtainable  and  should  be  immediately  placed 
above  the  injection  site.  Until  the  tourniquet 
can  be  placed,  the  extremity  should  be  held 
firmly  by  both  hands  of  the  patient  or  some- 
one accompanying  him.  The  extremity  is  held 
midway  between  systolic  and  diastolic  pres- 
sure and  will  generally  impede  venous  return 
without  interfering  with  arterial  blood  supply. 

The  epinephrine  is  injected  into  the  un- 
prepared skin  as  it  has  repeatedly  been  shown 
that  the  application  of  isopropyl  alcohol  or 
even  aqueous  zephirin  does  little  good  other 
than  to  clean  the  outer  layers  of  the  skin. 
Valuable  time  would  be  lost  in  applying  these 
agents  under  these  circumstances.  On  occa- 
sion, we  have  advised  the  patient  to  inject 
himself  or  be  injected  through  the  garments 
rather  than  take  time  to  remove  the  clothing. 

In  some  situations  the  insect  stinger  should 
be  manually  removed.  Since  most  insects  of 
the  hymenoptera  group  retain  their  stinger, 
they  present  no  problem  in  this  regard.  How- 
ever, one  of  the  insects,  the  female  worker 
honey  bee,  is  endowed  with  a barbed  stinger 
which  simply  cannot  be  withdrawn  after 
penetrating  the  skin.  This  is  left  in  place  and 
if  not  manually  removed  will  continue  to  con- 
tract and  will  empty  more  venom  from  the 
sac  into  the  patient. 

The  previously  advised  application  of  ice 
to  impede  the  venous  return  is  generally  use- 
less and  again  unnecessarily  time  consuming. 
The  discomfort  associated  with  the  ice  gen- 
erally masks  the  development  of  more  pro- 
gressive allergic  problems  and  should  be 
abandoned.  Patients  should  be  advised  not  to 
run  and,  if  possible,  not  to  panic  as  this  does 
induce  tachycardia  and  possibly  absorption  of 
the  noxious  material. 

If  the  individual  is  bitten  on  an  extremity, 
the  tourniquet  is  applied  and  epinephrine  is 
injected  both  below  and  above  the  site  of  the 
constriction.  By  giving  epinephrine  below  the 
tourniquet,  it  is  fully  absorbed  with  the  anti- 


gen and  will  be  available  with  the  antigen  as 
the  allergic  response  progresses.  The  re- 
mainder of  the  epinephrine  is  injected  above 
the  tourniquet  or  in  an  opposite  extremity  so 
that  it  can  circulate  prior  to  the  absorption 
of  the  antigen.  Generally,  we  advise  smaller 
amounts  of  epinephrine  given  frequently.  In 
my  experience,  0.3  cc  to  0.4  cc  of  1:1000 
epinephrine  for  an  average  75  kg  individual 
will  provide  maximum  protection  for  the 
anaphylaxis  and  larger  doses  than  this  will 
simply  produce  intense  tachycardia  and 
obviate  the  possibility  of  giving  more  epine- 
phrine later.  This  dosage  can  be  repeated  in 
approximately  20  minutes  after  the  tachy- 
cardia is  decreased  and  can  be  given  every  20 
to  30  minutes  throughout  the  allergic  state. 
Epinephrine  in  oil  should  not  be  administered 
as  the  absorption  is  erratic  and  the  danger  of 
a large  bolus  of  this  material  being  absorbed 
at  one  time  might  again  obviate  the  possibility 
of  re-using  it  within  a few  hours.  A previous 
history  of  hypertension  or  cardiovascular  dis- 
ease does  not  preclude  the  use  of  epinephrine 
as  there  is  already  endogenous  secretion  of 
epinephrine-norepinephrine  and  it  would  be 
more  efficacious  to  rapidly  decrease  the 
allergic  emergency  than  have  the  cardio- 
vascular stress  associated  with  anaphylaxis. 

Diphenhydramine  (benadryl)  is  the  second 
drug  of  choice  in  the  allergic  situation  and 
should  be  given  intravenously.  Although  this 
is  quite  a soporific  drug,  it  has  in  our  experi- 
ence had  die  most  antihistaminic  qualities  for 
the  acute  allergic  emergency.  It  is  available 
for  parenteral  form  both  in  10  mgm  per  cc 
units  and  50  mgm  per  cc  units.  The  latter 
should  be  available  in  the  physician’s  bag  or 
emergency  tray  as  this  can  be  more  rapidly 
loaded  into  the  syringe.  We  advise  placing 
this  1 cc  amount  in  a 10  cc  syringe  and  as  a 
venipuncture  is  effected,  the  blood  can  be 
withdrawn  and  used  as  a diluent.  The  bena- 
dryl can  be  injected  then  in  a 10  cc  volume 
slowly. 

If  bronchospasm  occurs,  theophylline  ethy- 
lenediamine  (aminophylline)  can  be  ad- 
ministered but  one  must  be  certain  that  an 
attendant  blood  pressure  drop  is  not  occur- 
ring. The  sudden  addition  of  the  alkalizing 
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property  of  aminophylline  into  the  blood 
stream  often  will  potentiate  a shoek-like  pic- 
ture and  lead  to  irreversibility.  When  possible 
aminophylline  should  be  given  in  at  least  250 
cc  of  fluid  (glucose  and  water  or  normal 
saline).  Isuprel  can  be  given  sublingually 
under  these  circumstances  but  its  absorption  is 
slow  when  the  blood  pressure  is  unstable. 
Oral  or  even  rectal  aminophylline  under  these 
circumstances  is  not  advised  because  of  the 
erratic  absorption. 

Vasotonic  drugs  such  as  levophed,  aramine, 
etc.  can  be  administered  but  one  must  differ- 
entiate between  the  peripheral  vasoconstric- 
tions  present  in  some  cases  of  shock  and  the 
pump  failure  type  of  shock  produced  in  other 
cases.  Generally,  we  have  found  aramine  to 
be  the  most  helpful  because  of  the  specific 
cardiac  stimulating  effect  (inotropic  actions) 
and  its  moderate  peripheral  vasoconstrictor 
action.  This  should  be  given  by  intravenous 
infusion  at  15  mgm  to  100  mgm  ( 1.5  to  10  cc) 
in  500  cc  of  isotonic  solution  of  sodium 
chloride  or  5 per  cent  dextrose  solution,  ad- 
justing the  rate  of  infusion  to  maintain  the 
blood  pressure  at  the  desired  level. 

Steroids  are  not  indicated  for  the  acute 
allergic  emergency  as  its  effect  is  not  noted 
until  after  the  acute  problem  has  aborted  and 
in  our  experience,  it  is  generally  two  to  four 
hours  before  even  intravenous  steroids  can  be 
effective. 

Fatalities  occur  from  insect  hypersensitivity 
reactions  away  from  the  emergency  rooms 
and  physician’s  office.  The  patient  and  his 
immediate  family  should  be  carefully  drilled 
in  the  technique  of  administering  epinephrine 
and  having  this  material  freely  available.  The 
patient  should  not  be  merely  given  a syringe 
and  told  to  inject  himself  when  needed  but 
should  be  carefully  instructed  with  one  or  two 
practice  syringes  in  either  a stuffed  doll  or 
an  orange  to  use  as  a practice  unit.  The  more 
elaborate  the  prophylactic  kit,  the  less  likely  it 
will  be  effectively  used.  This  writer  recalls 
vividly  an  extremely  insect  hypersensitive 
physical  education  instructor  who  was  quite 
obscessed  with  the  necessity  of  carrying  his 
elaborate  insect  emergency  kit  with  him  at  all 
times.  On  a routine  office  visit  one  spring  day, 


the  patient  was  asked  to  go  through  a prac- 
tice run  with  the  use  of  these  materials  and 
was  timed.  It  was  noted  that  he  broke  the 
syringe,  could  not  untie  the  tourniquet, 
fumbled  with  the  ephedrine  tablet  and  util- 
ized other  awkward  wasted  motions.  The 
epinephrine  never  would  have  been  given  had 
a true  emergency  existed. 

The  role  of  hyposensitization  for  injection 
therapy  for  insect  hypersensitivity  is  beyond 
the  scope  of  this  paper  on  insect  allergic 
emergencies.  It  is  an  extremely  important  part 
in  the  definitive  treatment  of  these  patients 
but  should  not  be  used  at  the  exclusion  of 
available  emergency  drugs.  The  efficacy  of 
hyposensitization  in  insect  allergic  emer- 
gencies has  been  well  documented.2  Yet  there 
have  been  cases  of  severe  life  threatening 
allergic  emergencies  occurring  in  patients  who 
have  been  hyposensitized,  so  one  still  must 
practice  on  the  spot  therapy  when  indicated. 
Our  practice  has  been  to  continue  to  provide 
all  patients  despite  their  definitive  hypo- 
sensitization therapy  with  up-to-date  informa- 
tion and  equipment  for  handling  the  allergic 
emergency.  This  is  particularly  true  since 
there  have  been  studies  to  suggest  that  hypo- 
sensitization to  the  hvmenoptera  might  be 
continued  indefinitely.18 

The  substitution  of  epinephrine  aerosol 
sprays  and  sublingual  insuprel  tablets  as  ad- 
vised by  some  is  not  advocated  by  this 
writer.10  Admittedly,  the  sublingual  isuprel  is 
effective  in  obviating  some  of  the  cardiogenic 
problems,  but  since  this  is  generally  not  the 
most  common  cause  of  death  in  these  patients, 
one  might  continue  with  the  laryngeal  edema 
and  only  elevate  the  patient’s  blood  pressure 
by  the  use  of  these  drugs.  The  freon  charged 
aerosols  do  not  provide  sufficient  epine- 
phrine to  interfere  with  the  laryngeal  edema 
and  only  help  transiently  the  bronciiospasm 
which  in  itself  generally  is  not  life  threatening. 

Insect  emergencies  of  all  varieties  are 
frequent  and  can  be  most  threatening. 
Sensitization  can  occur  without  a known  pre- 
vious bite  and  cross  reactivity  among  the 
insect  antigens  makes  any  insect  bite  a poten- 
tial lethal  one.  Emergency  therapy  must  be 
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available  in  non-medical  situations  and  must 
be  potentially  deliverable  by  either  the  pa- 
tient himself  or  any  other  closely  associated 
individual  whether  medically  trained  or  not. 


The  physician  has  an  important  role  here  in 
patient  teaching  as  well  as  being  prepared 
himself  for  the  vigorous  emergency  therapy 
attendant  with  these  severe  reactions. 
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Testimony  by  Physician  on  Patient’s  Capacity  To 
Execute  Will  Does  Not  Violate  Privilege 


A physician  who  attended  a patient  during  the 
period  in  which  the  patient  made  and  executed  his 
last  will  and  testament  may  testify  as  to  his  mental 
capacity  without  violating  the  physician-patient  privi- 
lege, the  Supreme  Court  of  North  Dakota  has  held. 

The  83-year-old  patient  had  executed  his  last  will 
and  testament  while  in  a hospital  five  days  before  his 
death.  The  governing  state  statute  reads:  “A  physician 
or  surgeon,  without  the  consent  of  his  patient,  cannot 
be  examined  as  to  any  information  acquired  in 
attending  the  patient  or  as  to  any  communication 
made  by  the  patient  to  him  in  the  course  of  pro- 
fessional employment.” 

The  court  stated  that  while  the  statute  does  not 
cover  the  case  where  the  patient  has  died,  the  fairest 
and  most  logical  interpretation  is  that  the  heirs  who 
contest  the  will,  as  well  as  the  executor  of  the  will, 


are  standing  in  place  of  the  deceased  patient  and  as 
such  may  waive  the  physician-patient  privilege  insofar 
as  testimony  of  the  physician  relates  to  the  mental 
capacity  of  the  deceased  patient  at  the  time  he  made 
and  executed  his  will.  The  court’s  reasoning  is  that 
the  deceased  patient  would  desire  that  the  validity  of 
his  will  should  be  determined  in  the  fullest  light  of 
the  facts.  Accordingly,  in  this  situation  either  the 
executor  or  the  contestants  may  effectively  waive  the 
privilege  without  the  concurrence  of  the  other. 

A dissenting  opinion  stated  that  since  the  statute 
did  not  cover  this  particular  situation  the  legislature 
should  have  amended  the  statute,  because  it  is  the 
function  of  the  courts  to  interpret  law  and  not  make 
law  —Lembke  v.  Unke,  171  N.W.2d  837  (N.D.Sup. 
Ct.,  Oct.  27,  1969;  rehearing  denied,  Nov.  26, 
1969) 
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This  thirty-one  year  old  white  male  com- 
mercial shrimper  had  been  essentially  well 
when  he  suddenly  became  nauseated,  weak, 
had  profuse  sweating  and  developed  a burn- 
ing trans-stemal  chest  pain  while  cleaning  out 
his  boat.  On  attempting  to  walk  to  his  car 
drat  afternoon  he  had  to  stop  when  he  ex- 
perienced nausea  and  vomiting.  The  chest 
pain  at  this  time  became  more  intense.  The 
pain  subsequently  subsided  and  he  saw  his 
local  physician.  At  that  time  his  physical  ex- 
amination was  within  normal  limits.  Since  the 
onset  of  the  above  complaints  he  had  noticed 
a progressive  decrease  in  his  tolerance  to 
exercise  with  the  continuance  of  burning 
trans-sterna!  chest  pain  and  die  onset  of  full- 
ness in  his  chest  associated  with  dyspnea. 
Subsequent  examination  by  his  local  medical 
doctor  revealed  an  abnormally  slow  pulse 
(exact  figure  not  given)  and  he  was  referred 
to  a cardiologist  for  further  evaluation. 

Examination  by  the  second  physician  re- 
vealed a complete  heart  block  with  a slow 
idio-ventricular  rhythm  on  electrocardiogram. 
Cardiac  fluoroscopy  performed  in  this  physi- 
cian’s office  revealed  the  heart  to  be  slightly 
enlarged  and  of  globular  shape.  There  was 
some  evidence  of  increased  pulmonary  vascu- 
lar markings.  He  was  admitted  to  the  hospital 
for  investigation  of  his  cardiac  abnormality. 
His  family  history  was  significant  in  that  his 


mother  was  diabetic,  and  his  grandfather  had 
had  tuberculosis.  There  was  no  known  history 
of  heart  disease.  Previous  illness  consisted  of 
the  usual  childhood  diseases,  a non-specific 
history  of  thyroid  difficulty  as  a child,  and  an 
episode  of  “flu”  dining  die  prior  few  months. 
He  had  no  history  of  previous  surgery.  Re- 
view of  systems  was  negative.  Physical  ex- 
amination at  this  time  revealed  a well- 
developed,  slightly  obese,  white  male  who 
appeared  slightly  older  than  the  stated  age 
and  who  was  in  no  apparent  distress.  Head, 
eyes,  ears,  nose  and  throat  were  within  nor- 
mal limits.  The  lymph  nodes  were  not  remark- 
able. The  thyroid  isthmus  appeared  slightly 
enlarged.  The  ohest  was  symmetrical  and  the 
lungs  clear  to  percussion  and  auscultation. 
The  heart  rate  was  recorded  at  30  per  minute 
and  variations  in  the  intensity  of  the  heart 
sounds  were  noted.  The  second  sound  in  the 
left  intercostal  space  was  greater  than  that  in 
the  right  second  intercostal  space.  No  mur- 
murs were  heard  and  the  point  of  maximum 
intensity  was  in  the  fifth  intercostal  space  in 
the  mid-clavicular  line.  There  was  no  cardio- 
megaly  by  percussion  and  the  peripheral 
pulses  were  equal  bilaterally.  The  blood 
pressure  was  145/60.  Abdominal,  genito- 
urinary and  neurological  examinations  were 
within  normal  limits. 

Laboratory  studies  revealed  the  following: 


392 


The  Journal  of  the  South  Carolina  Medical  Association 


CLINICOPATHOLOGICAL  CONFERENCE 


Urinalysis  and  hemogram  were  within  nor- 
mal limits.  The  corrected  sedimentation  rate 
was  10.  A 2 hour  post-prandial  blood  sugar 
was  90  mg.  Uric  acid  (on  two  occasions)  was 
9.5  mg  and  10  mg,  BUN  16  mg,  and  serum 
protein  bound  iodine  6.8  microgm.  The  total 
serum  proteins  were  7.70  gm  with  albumin  of 
4.23  gm,  alpha  globulins  1.10  gm,  beta  glo- 
bulins 1.37  gm  and  gamma  globulins  1.00  gm. 
Latex  fixation  and  heterophile  antibody  titers 
were  negative.  Serum  cholesterol  was  245 
mg,  Kolmer  and  VDRL  were  non-reactive  and 
antistreptolysin-o  titer  was  1:40. 

Roentgenograms  of  the  chest  revealed  the 
pulmonary  vasculature  to  be  accentuated  and 
the  heart  globularlv  enlarged  to  a slight  de- 
gree. Cardiac  fluoroscopy  at  this  time  re- 
ported decreasing  pulmonary  vascular  prom- 
inence, no  left  atrial  enlargement,  and  right 
ventricular  enlargement.  Cineangiograms 
were  attempted  and  showed  the  heart  to  be 
symmetrically  enlarged  with  both  ventricular 
cavities  being  slightly  enlarged.  No  intra- 
cardiac shunt  was  shown. 

Attempts  to  alter  the  complete  heart  block 
were  carried  out  utilizing  Isuprel  and  atro- 
pine derivatives.  No  effect  was  noted  and 
the  electrocardiogram  remained  unchanged. 
The  patient  was  discharged  two  weeks  later. 

Two  months  later  he  was  readmitted  in 
order  to  have  a Cordis  pacemaker  inserted. 
Physical  examination  on  admission  revealed 
his  blood  pressure  to  be  160  80  and  the 
pulse  rate  30  per  minute.  His  chest  was  clear 
to  percussion  and  auscultation.  P-2  was 
greater  than  A-2  with  splitting  of  the  pul- 
monic second  sound  being  noted.  A grade  II 
systolic  murmur  was  noted  along  the  left 
sternal  border.  Heart  sounds  varied  in  in- 
tensity. All  other  aspects  of  the  physical  ex- 
amination were  essentially  the  same  as  before. 

Laboratory  data  at  this  time  revealed  the 
following:  The  admission  urinalysis  and 

hemogram  were  within  normal  limits.  Blood 
urea  nitrogen  was  20  mg.  The  chloride  was  96 
mEq,  sodium  134  mEq  and  potassium  4.4 
mEq.  The  prothrombin  time  was  59  per  cent 
of  normal.  Prothrombin  tune  subsequently 
was  94  per  cent  of  normal  (after  being  given 
Mephyton  25  mg).  The  carbon  dioxide  was  62 


volumes  per  cent. 

X-ray  examination  of  the  chest  revealed 
marked  generalized  cardiac  enlargement  with 
pulmonary  congestion.  Electrocardiogram  on 
admission  showed  a sinus  rhythm  with  an 
atrioventricular  dissociation  and  an  idio- 
ventricular rhythm. 

At  operation  a Cordis  pacemaker  was  in- 
serted with  one  atrial  and  two  ventricular 
leads.  Ventricular  asystole  occurred  during 
the  procedure  but  responded  to  manual  mas- 
sage and  contact  of  the  myocardium  with  the 
pacemaker.  Upon  completion,  a regular  rate 
of  about  100  per  minute  was  present.  Im- 
mediately postoperatively  the  urinary  output 
was  unsatisfactory  but  responded  to  intra- 
venous Mannitol  and  Hartman’s  solution.  Six 
days  later  x-ray  examination  showed  the 
congestive  changes  to  have  subsided  almost 
completely  and  only  slight  enlargement  of  the 
cardiac  silhouette  was  present.  Electrocardio- 
grams showed  a regular  paced  rhythm.  His 
recovery  was  satisfactory  and  he  remained 
afebrile  and  asymptomatic.  He  was  dis- 
charged two  weeks  later. 

Subsequently,  according  to  his  private  phy- 
sician, he  was  completely  asymptomatic  and 
continued  to  have  a regular  paced  heart  rate. 
Approximately  one  year  later,  while  working 
on  his  automobile,  his  brother  noted  him  to 
suddenly  become  unconscious.  He  was  taken 
to  the  Charleston  County  Emergency  Room 
where  he  was  pronounced  dead  on  arrival.  At 
this  time  it  was  stated  by  the  examining  phy- 
sician that  the  deceased’s  pacemaker  was 
functioning  well.  Further  electronic  testing 
of  the  pacemaker  revealed  it  to  be  without 
apparent  defects. 

Dr.  Vernon:  We  have  for  consideration 
today  a case  of  a relatively  young  white  male 
who  was  in  good  health  and  then  simply 
developed  complete  heart  block,  had  a pace- 
maker implanted  and  died  one  year  following 
the  implantation  of  a pacemaker. 

I would  like  to  briefly  review  the  high 
spots  in  the  protocol  with  you.  He  enjoyed 
good  health  until  he  was  31  years  old  when 
he  had  a sudden  onset  of  chest  pain,  nausea 
and  vomiting.  His  chest  pain  lasted  quite 
some  time.  He  was  examined  by  his  physician 
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and  no  abnormalities  were  present.  After  this 
initial  physical  examination,  he  continued  to 
have  chest  pain  plus  symptoms  of  congestive 
heart  failure.  These  were  so  progressive  that 
he  sought  re-examination,  and  it  was  at  this 
time  that  the  second  physician  found  that  he 
had  an  abnormally  slow  pulse  in  the  range  of 
30  to  50.  We  can  say  at  this  point  that  here 
was  a physician  with  a patient  with  complete 
heart  block  on  his  hands  and  there  was  essen- 
tially no  pertinent  history  to  assist  him  in 
determining  the  diagnosis.  I think  from  the 
standpoint  of  the  negative  aspects  of  this 
man’s  history  that  we  could  exclude  some 
causes  such  as  diphtheria.  Certainly  he  wasn't 
exposed  to  this.  With  a normal  physical  ex- 
amination there  was  no  evidence  of  any  meta- 
bolic disturbance  such  as  hyperthyroidism, 
myxedema  or  Paget’s  disease,  all  three  of 
which  do  cause  heart  block,  although  I will 
admit  the  incidence  of  complete  heart  block 
in  hyperthyroidism  is  very  low.  The  examina- 
tion by  the  second  physician  revealed  clinical 
cardiomegaly  and  complete  heart  block,  and 
subsequent  work-up  in  the  hospital  con- 
firmed these  physical  findings.  In  addition 
there  was  the  finding  of  an  increased  pul- 
monic component  of  the  second  sound  which 
is  suggestive  of  pulmonary  hypertension.  Most 
of  his  laboratory  studies  were  normal.  The 
uric  acid  was  elevated  and  the  electrophoretic 
serum  protein  pattern  was  abnormal.  X-ray 
examination  revealed  cardiomegaly.  He 
underwent  cardiac  catheterization  which  re- 
vealed biventricular  enlargement.  He  was 
treated  medically  for  his  heart  block  but  did 
not  respond  and  was  discharged  and  later 
readmitted  for  a pacemaker.  Physical  findings 
at  this  time  again  were  consistent  with  com- 
plete heart  block.  Except  for  a rather  stormy 
post-operative  course  after  insertion  of  a 
Cordis  pacemaker  he  did  well,  was  ultimately 
discharged,  spent  one  year  at  home,  and  then 
died  suddenly  while  working  on  his  auto- 
mobile. I think  that  there  are  certain  points  in 
the  history  that  need  to  be  clarified  in  con- 
sideration of  his  heart  block.  We  don’t  know 
whether  this  man  smoked,  or  if  he  drank. 
Certainly,  I think  these  are  important  con- 
siderations. Initially  the  physical  examination, 


with  the  exception  of  the  cardiac  findings,  was 
normal.  This  would  rule  out  rheumatoid  dis- 
ease as  the  cause  of  the  heart  block,  because 
heart  block  associated  with  rheumatoid  dis- 
ease is  apparently  rarely  found  in  a person 
who  does  not  have  peripheral  change  of 
rheumatoid  disease.  In  fact  I don’t  think  it 
has  ever  been  described.  The  physical  find- 
ings did  not  suggest  scleroderma,  which  is  a 
remote  cause  of  complete  heart  block.  The 
man  was  on  no  drugs,  so  I think  we  can  dis- 
miss this  category  of  causes.  I think  that  the 
serious  considerations  would  have  to  revolve 
around  his  initial  symptomatology.  Did  he 
have  pericarditis?  The  pain  is  certainly  sug- 
gestive and  certainly  one  can  have  arrhythm- 
ias with  pericarditis,  but  complete  heart  block 
does  not  occur.  The  A-V  node  and  the  com- 
mon bundle  are  relatively  protected  within 
the  myocardium  and  really  are  not  affected 
by  the  inflammatory  process.  The  S-A  node, 
on  the  other  hand,  is  quite  near  the  epicardial 
surface  and  is  affected  by  a process  involving 
the  pericardium.  I think  that  statistically  we 
can  rule  out  pericarditis  as  the  cause  of  his 
pain.  Did  he  have  myocarditis?  I think  this 
has  to  be  considered  with  a past  history  of 
flu-like  syndrome  two  months  prior  to  his 
initial  hospitalization.  Myocarditis  can  cause 
complete  heart  block  but  it  is  a rare  com- 
plication. We  see  arrhythmias  in  myocarditis 
but  they  are  generally  supraventricular.  The 
second  point  is  that  pain,  unless  it  is  asso- 
ciated with  an  infarction,  is  not  part  of  the 
picture  of  myocarditis.  Did  he  have  calcific 
aortic  stenosis?  No,  he  did  not.  As  you  know 
calcific  aortic  stenosis  is  very  frequently  asso- 
ciated with  heart  block,  and  this  is  generally 
due  to  extension  of  calcium  into  the  septum 
and  to  the  node  or  the  common  bundle.  I 
think  it  is  safe  to  say  that,  if  this  man  had 
aortic  stenosis,  certainly  there  would  have 
been  cardiac  findings  to  support  this  diag- 
nosis. I am  aware  of  only  one  situation  in 
aortic  stenosis  where  the  murmur  is  not  audi- 
ble and  that  happens  to  be  the  person  who 
has  severe  stenosis  with  a small  cardiac  out- 
put. Did  he  have  an  aortic  dissection?  Cer- 
tainly this  can’t  be  absolutely  ruled  out  but 
we  know  that  he  was  not  hypertensive  and 
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there  were  no  abnormal  physical  findings  to 
suggest  such  things  as  Marfan’s  syndrome. 
We  have  no  reason  to  believe  that  there  was 
cystic  medial  necrosis.  I brought  this  point 
up  merely  to  mention  that  cases  of  heart 
block  have  arisen  from  dissection  extending 
around  the  right  coronary  artery.  I think  that 
a limited  dissection  like  this  without  involve- 
ment of  other  vessels  would  be  extremely 
rare.  Pulses  on  physical  examination  were 
described  as  normal.  Did  he  have  myocardial 
infarction?  This  cannot  be  ruled  out.  I would 
hasten  to  point  out  that  complete  heart  block 
generally  occurs  within  the  early  stage  of 
infarction,  and,  if  it  is  going  to  occur,  it  will 
do  so  within  a few  days.  This  man  had  chest 
pain  for  quite  some  time  before  the  develop- 
ment of  heart  block.  This  is  not  to  say  that  he 
could  not  have  had  an  additional  infarction 
with  subsequent  development  of  heart  block. 
Had  he  had  an  anterior  infarction  from 
occlusion  of  the  left  anterior  descending  cor- 
onary, the  odds  of  his  surviving  would  have 
been  30  per  cent  and  certainly  heart  blocks 
should  have  been  picked  up  in  the  initial 
stage.  Could  this  man  have  had  a neoplastic 
process?  Here  we  will  have  to  inquire  about 
one  of  his  abnormal  laboratory  studies.  He 
has  a uric  acid  of  9.5  mg  per  cent.  We  need 
to  clarify  at  this  point  whether  the  man  was 
taking  drugs.  Was  he  on  diuretics,  was  he  on 
salicylates? 

Answer-.  No. 

So  we  have  now  a hyperuricemia  that  has 
to  be  explained.  The  second  thing  that  we 
need  to  know  is  his  serum  calcium.  Was  that 
elevated? 

Answer : There  was  no  serum  calcium  re- 
corded. 

Then  in  our  abnormal  laboratory  studies 
we’ve  got  an  abnormal  electrophoretic  pic- 
ture, with  an  increase  in  beta  globulins  which 
happens  to  account  for  approximately  18  to 
19  per  cent  of  the  total  of  the  globulins  and 
you  may  recall  the  normal  is  quoted  at  15 
per  cent,  and  of  course  the  elevated  uric  acid, 
so  that  we  could  envision  a neoplastic  process. 
I think  that  we  could  probably  exclude  Hodg- 
kin’s disease.  Hodgkin’s  disease  will  invade 
the  myocardium  from  mediastinal  nodes.  It 


will  cause  various  arrhythmias  but  the  man 
does  not  have  a clinical  picture  compatible 
with  Hodgkin’s  disease.  There  is  no  history  of 
weight  loss,  there  is  no  fever,  there  is  nothing. 
Likewise  I think  we  could  exclude  leukemic 
infiltrate  of  the  myocardium.  Certainly  there 
is  nothing  in  the  history  nor  laboratory  find- 
ings to  support  this  consideration.  Myeloma 
may  create  tire  same  picture  but  again  the 
history  does  not  support  it.  Now  what  about  a 
different  type  neoplasm,  perhaps  sarcoma  or 
mural  tumor  involving  the  septum?  I think 
that  the  laboratory  data  is  probably  com- 
patible with  this.  The  thing  that  is  difficult  to 
equate  with  this  concept  is  that  this  man  has 
developed  pulmonary  hypertension  which  I 
don’t  believe  was  on  the  basis  of  congestive 
heart  failure.  The  question  arises  as  to 
whether  he  was  having  pulmonary  emboli 
on  the  basis  of  mural  tumor.  I don’t  think  it 
was  an  intracavitary  tumor.  I believe  that 
certain  findings  would  have  been  picked  up 
on  physical  examination  and  I think  that  it 
would  have  been  found  at  cardiac  catheteriza- 
tion. So  we  have  to  consider  neoplastic  dis- 
ease of  this  type,  and  I think  that  we  have  to 
consider  an  infiltrative  process,  not  neoplastic, 
but  sarcoid.  Sarcoid  does  cause  destruction  of 
the  A-V  node  and  the  common  bundle.  It  can 
be  silent  for  a long  time.  It  can  cause  in- 
farction by  encroachment  upon  die  vascular 
supply  of  certain  areas  of  the  myocardium.  It 
is  associated  with  an  increase  in  beta  glo- 
bulins. Alpha  and  gamma  generally  do  not 
change  in  this  condition.  So  we  are  left  with  a 
picture  of  myocardial  dysfunction,  complete 
heart  block  and  a clinical  picture  of  pul- 
monary hypertension,  hyperuricemia,  and  an 
abnormal  electrophoretic  pattern,  if  we  can 
believe  the  slight  increase  in  beta  globulin. 
Then  I think  at  this  point  we  would  have  to 
consider  the  differential  to  lie  between  tumor 
and  sarcoid.  The  one  other  laboratory  finding 
that  I would  need  to  ask  about  is  the  ab- 
normal prothrombin  time  of  59  per  cent.  Was 
he  on  Coumadin? 

Answer.  No. 

Dr.  Vernon:  No  anticoagulants? 

Answer:  He  was  not  anticoagulated  at  any 
time  according  to  the  clinical  record. 
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Dr.  Vernon : This  of  course  introduces  con- 
sideration of  abnormal  liver  function  tests. 
Were  any  abnormal? 

Answer:  No. 

Dr.  Vernon:  Finally,  in  considering  the 
cause  of  this  man’s  demise,  he  got  along  very 
well  with  his  pacemaker  for  one  year  and 
then  died  suddenly.  I think  that  we  have  to 
consider  as  cause  of  death  such  things  as 
massive  pulmonary  embolization,  or  an  elec- 
trical death.  Either  there  was  an  inherent  mal- 
function of  the  pacemaker  or,  as  has  been 
recently  described,  there  was  a malfunction  of 
the  pacemaker  due  to  combined  external 
electrical  fields.  He  was  working  on  his  auto- 
mobile, and  we  don’t  know  what  he  was 
doing.  But  certainly  this  could  have  occurred 
and  there  would  be  no  one  to  tell.  Certainly 
you  would  think,  if  this  happened,  that  the 
pacemaker  would  not  have  been  functioning 
normally  at  the  time  he  was  brought  to  the 
emergency  room. 

Question:  Do  you  have  his  cardiogram 
available? 

Dr.  Vernon:  I had  the  opportunity  of  seeing 
some  of  his  electrocardiograms.  This  one 
shows  complete  heart  block  with  sinus 
rhythm  with  A-V  dissociation  and  an  idio- 
ventricular rhythm.  This  is  the  electrocardio- 
gram after  the  Cordis  pacemaker.  This  is  a 
little  bit  different  from  what  you  see  today. 
This  is  a Cordis  pacemaker  where  there  is  one 
atrial  electrode  which  transmits  P waves  to 
the  ventricle  by  ventricular  leads  so  that  you 
can  see  that  this  almost  looks  like  a normal 
sinus  rhythm.  It  is  a paced  rhythm. 

Dr.  Pettit:  In  the  first  film  we  have  on 
November,  1964  his  heart  showed  generalized 
enlargement,  probably  a little  bit  more  right 
than  left,  but  biventricular.  The  pulmonary 
veins  were  distended.  In  January,  1965  there 
was  no  change.  We  checked  him  for  specific 
chamber  enlargement  and  the  amides  were  of 
normal  size.  There  was  certainly  no  displace- 
ment of  the  esophagus.  And  the  lungs  stayed 
clear  without  fibrosis  or  infiltrative  disease. 
He  has  no  lymphadenopathy.  And  that  is  the 
sum  total  of  the  x-ray  examination. 

Student:  When  they  put  in  a pacemaker, 
why  wouldn’t  they  take  a biopsy  of  the 


atrium? 

Dr.  Vernon:  There  is  no  denying  that  it 
might  have  helped.  I don’t  know  why  they 
elected  not  to  biopsy  the  myocardium. 

Question:  In  young  people  P2  is  described 
as  normally  louder  than  A^.  When  does  that 
change? 

Dr.  Vernon:  I think  by  the  time  the  person 
is  close  to  20  years  of  age.  I think  it  remains 
a little  more  prominent  longer  in  the  female 
than  it  does  in  the  male.  Certainly  by  the  age 
of  31  you  would  expect  this  relationship  to 
reverse. 

Dr.  Gazes:  It  is  better  not  to  use  A 2 and 
P2.  It  is  preferable  to  say  that  the  second 
sound  is  louder  in  the  aortic  area  or  the  pul- 
monic area  because  you  may  be  hearing  the 
aortic  component  only  in  the  pulmonic  area. 
For  example,  in  pulmonary  stenosis  you 
might  have  good  sound  coming  from  the 
aortic  valve. 

Dr.  Vernon:  I don’t  want  to  confuse  the 
issue  but  I did  not  mention  congenital  heart 
block  which  was  a consideration  from  one 
standpoint.  You  see  this  in  a corrected  trans- 
position when  you  have  a louder  second  sound 
to  the  left  than  on  the  right,  but  at  the  same 
time  the  heart  block  would  have  been  present 
from  birth. 

Student:  Sarcoid  was  my  final  diagnosis. 
What  about  the  presence  of  an  atrial  septal 
defect  with  fibrosis  involving  the  conducting 
system?  Probably  the  fluoroscopic  studies 
would  have  ruled  this  out. 

Dr.  Vernon:  We  are  told  that  no  intra- 
cardiac shunt  was  shown.  There  is  no  doubt 
that  there  can  be  myocardial  dysfunction  with 
an  atrial  septal  defect  but  the  arrhythmias 
that  you  see  with  the  atrial  septal  defect  are 
generally  supraventricular.  Most  patients  with 
such  a defect  have  pulmonic  flow  murmurs 
with  widely  split  fixed  second  sound  over  the 
pulmonic  area. 

Dr.  Pettit:  How  about  fibroelastosis?  This 
is  a young  person  with  a very  puzzling  type 
of  fatal  heart  disease. 

Dr.  Vernon:  I could  not  entirely  eliminate 
fibroelastosis  but  I can’t  explain  the  clinical 
findings  of  pulmonary  hypertension  on  this 
basis,  unless  he  was  having  recurrent  embolic 
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episodes. 

Dr.  Hennigar:  Dr.  Gazes,  would  you  like  to 
comment  on  fibroelastosis? 

Dr.  Gazes:  When  we  see  fibroelastosis  in 
an  adult  form,  it  is  characterized  by  a big 
heart,  heart  failure,  and  arrhythmias.  Heart 
block  is  not  one  of  the  arrhythmias  we  see. 
We  usually  get  a left  ventricular  hypertrophy 
or  bundle  branch  block  type  of  electrocardio- 
gram. In  so  far  as  the  congenital  aspect  of 
the  case,  you  could  have  a cushion  defect 
high-up  or  an  interventricular  septal  defect 
with  resultant  heart  block  but  this  person 
doesn't  show  this  picture  at  all.  We  do  teach 
one  point  and  that  is,  if  a person  has  un- 
diagnosed heart  block  below  the  age  of  40, 
sarcoid  should  be  one  of  the  things  con- 
sidered. It  is  amazing  that  sarcoid  picks  out 
the  conducting  system  and  leaves  everything 
else  alone,  but  this  does  happen,  and  has 
been  reported.  This  is  one  of  the  types  of 
|heart  disease  we  consider  when  we  see 
cardiac  dysfunction  in  a young  person. 

Dr.  Hennigar:  In  the  last  twenty  years  I 
haven’t  seen  a really  good  pure  case  of  endo- 
cardial fibroelastosis.  I have  seen  some  cases 
of  what  was  probably  healed  Coxsackie  myo- 
carditis with  reactive  fibroelastosis.  In  my 
experience  pure  endocardial  fibroelastosis  is 
rather  rare  and  we  probably  have  three  pure 
cases  in  our  files. 

Dr.  Richardson:  If  this  young  man  pre- 
sented with  congestive  heart  failure  and  heart 
block,  would  you  postulate  that  he  has  more 
than  an  isolated  lesion  of  the  conducting  sys- 
tem? Is  congestive  heart  failure  common  in  a 
young  man  with  heart  block? 

Dr.  Vernon:  The  reaction  to  heart  block  is 
a variable  response.  Some  people  tolerate  it 
very  well  and  get  along  with  ventricular  rates 
of  30  to  35  and  the  resultant  cardiac  output 
on  the  basis  of  that  rate.  Others  may  go  on  to 
have  syncope  or  Stokes-Adams  attacks.  I don’t 
think  that  you  can  predict  who  is  going  to 
have  complications,  such  as  congestive  heart 
failure  or  syncope. 

Dr.  Gazes:  The  question  was  asked  if  this 
man  had  an  isolated  lesion  in  his  conducting 
system,  would  he  be  likely  to  have  heart  fail- 


ure. If  he  had  bona  fide  heart  failure,  he  must 
have  had,  in  addition  to  whatever  he  had  in 
his  conducting  system,  involvement  of  the 
myocardium  as  well.  The  diagnosis  of  heart 
failure  was  made  primarily  by  x-ray  examina- 
tion as  he  doesn’t  have  any  clinical  sympto- 
matology of  failure.  In  congenital  heart  block, 
they  don’t  go  into  failure.  These  individuals 
can  go  for  years  and  have  no  ev  idence  of  heart 
failure. 

Dr.  Barmcell:  As  I remember  this  man,  he 
presented  with  a low  cardiac  output  syn- 
drome. He  felt  extremely  weak  and  couldn’t 
do  a day’s  work.  He  didn’t  have  any  physical 
findings  of  congestive  heart  failure.  He  did 
have  a burning  pain  and  a history  of  fairly 
heavy7  drinking  off  and  on  for  10  years  and 
an  elevated  uric  acid.  The  inability  to  work 
was  the  outstanding  symptom.  He  did  have 
some  chest  pain  but  this  had  to  be  elicited 
and  he  did  not  volunteer  the  information  as 
I recall.  Whether  the  chest  pain  was  pre- 
cipitated by  a sudden  block  or  whether  he 
had  paroxysmal  block  for  a while  before  the 
permanent  block  developed,  I do  not  know. 

Dr.  Ilennigar:  How  about  alcoholic  myo- 
cardiopathy?  How  do  you  make  that  diag- 
nosis? 

Dr.  Gazes:  We  feel  that  this  type  of  in- 
dividual usually  begins  with  some  shortness 
of  breath  on  exertion;  he  may  have  some 
strange  looking  T-wave  changes  and  some 
atrial  arrhythmias  and  then  over  a period  of 
time  the  heart  will  progressively  enlarge  and 
he  might  develop  a bundle  branch  block.  This 
sequence  of  events  may  extend  over  a period 
of  10  years.  The  type  of  individual  is  usually 
a salesman  or  a physician  who  drinks  about  a 
pint  or  a quart  at  night,  but  is  not  an 
alcoholic  in  the  true  sense  because  on  the 
following  day  he  can  do  all  his  work. 

Dr.  Hennigar:  That  is  very  interesting.  I’m 
glad  you  can  diagnose  it  because  we  can’t. 
We  did  a study  a few  years  ago,  to  see  if  the 
microscopic  picture  or  ultrastructural  studies 
would  help  us  with  the  diagnosis  of  alcoholic 
myocardiopathy  and  we  weren’t  able  to  de- 
lineate anything  specific. 

Let  us  now  look  at  the  findings  in  the  case 
under  discussion. 
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Figure  1 — Hypertrophy  and  dilatation  of  the 
left  ventricle  with  subendocardial  opacities  of  the 
interventricular  septum  beneath  the  aortic  orifice. 

FINAL  PATHOLOGICAL  DIAGNOSIS: 
SARCOIDOSIS  OF  THE  HEART. 

The  heart  weighed  460  gms;  it  was  globular 
and  showed  hypertrophy  and  dilatation.  (Fig- 
ure 1)  There  is  some  opacity  of  the  endo- 
cardium which  one  frequently  sees  in  hearts 
in  which  there  is  some  impairment  of  blood 
flow  to  the  level  of  the  endocardium.  In  spite 
of  the  cardiac  dilatation,  he  had  no  other 
evidence  of  congestive  heart  failure,  no  nut- 
meg liver,  no  edema  of  the  lungs.  There  was 
no  coronary  artery  disease.  He  probably  had 
ventricular  fibrillation  and  died.  The  pace- 
maker was  checked  over  and  said  to  be  fine. 
Literally  then,  the  only  findings  at  autopsy 
were  the  presence  of  this  rather  dilated  and 
hypertrophied  heart  with  subendocardial 
opacities,  suggesting  scar  tissue.  I am  sorry 
the  prosector  didn’t  do  a frozen  section  of  the 
heart  because  he  would  have  then  realized 
with  what  condition  he  was  dealing  and 
could  have  designed  his  autopsy  procedure 
a little  better  and  included  more  generous 
portions  of  the  other  tissues  of  the  body. 
Microscopically,  there  are  focal  granulomas, 
rather  discrete,  interspersed  with  collagenous 
scarring  without  caseation.  (Figure  2)  These 
focal  granulomas  are  characterized  by  many 
epithelioid  cells  and  giant  cells  with  some 
lymphocytic  infiltration  between  the  myo- 
cardial fibers.  (Figure  3)  Obviously  a lot  of 
myocardial  fibers  have  disappeared.  Another 
interesting  finding  in  this  heart  is  that  some 
of  these  vessels  show  endarteritis  obliterans. 
Vessels  coursing  in  areas  of  chronic  inflamma- 


tion, regardless  of  the  source  of  the  inflamma- 
tion, will  show  this  change.  The  endarteritis 
obliterans  may  have  contributed  to  the 
ischemia  and  heart  block  by  virture  of  de- 
privation of  blood  supply. 

Longcope  and  Freiman1  reported  that  sar- 
coidosis of  the  heart  occurs  in  about  20  per 
cent  of  those  cases  which  are  examined  at 
autopsy.  The  lesions  may  affect  epicardium, 
myocardium  and  endocardium.  They  vary 
from  small  discrete  cellular  noncaseating 
granulomas  to  extensive  diffuse  inflammatory 
lesions.  As  might  be  expected,  healing  lesions 
result  in  extensive  fibrosis  leaving  little, 
microscopically,  other  than  bizarre  multi- 
nucleated  giant  cells  and  a considerable 
amount  of  collagen.  Sarcoidosis  is  one  of  the 
causes  of  diffuse  nodular  fibrosis  of  the  myo- 
cardium. The  granulomata,  whether  cellularly 
active  or  quiescent,  may  result  in  disturbance 
of  the  conduction  system  or  may  lead  to 
progressive  dilatation  and  hypertrophy  of  the 
heart  with  eventual  universal  myocardial  fail- 
ure. In  my  experience,  the  left  side  of  the 
heart  is  involved  more  frequently  and  ex- 
tensively than  the  right  side.  An  interesting 
case  reported  by  Powell2  demonstrated  one 
patient  with  sarcoid  granulomas  confined  to 
the  atrial  myocardium  with  the  ventricles 
uninvolved.  This  patient  died  suddenly  of 
unexplained  cause.  Cases  of  sudden  death 
attributable  to  sarcoidosis  of  the  myocardium 
have  increasingly  been  reported  in  the  litera- 
ture. In  the  literature  are  many  instances  of 
granulomatous  or  giant  cell  myocarditis  which 


Figure  2 — Discrete  granulomas  without  casea- 
tion accompanied  by  collagenous  scarring  in 
sarcoidosis  of  the  heart. 
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presented  today,  morphological  evidence  of 
sarcoidosis  in  other  organs  may  not  be 
obvious.  I suspect  that  in  this,  as  well  as  other 
cases,  if  adequate  sampling  of  skeletal  muscle, 
lymph  nodes,  liver  and  lung  was  performed, 
the  generalized  involvement,  at  least  at  the 
microscopic  level,  would  be  appreciated.  We 
have  instances  in  which  bizarre  giant  cells 
embedded  in  scar  tissue  in  the  myocardium, 
were  accompanied  by  healed  sarcoid  nodules 
in  mediastinal  lymph  nodes  and  the  portal 
tracts  of  the  liver.  The  observation  of  giant 
cells  in  the  myocardium  does  not  by  itself 
mean  that  the  disease  process  was  attributable 
to  sarcoid.  Foreign  body  giant  cells  may  be 
elicited  by  mycotic  infections  such  as  coc- 
cidioidomycosis, cryptococcosis  and  blastomy- 
cosis. It  is  quite  possible  that  viral  myocarditis 
may  lead  to  mycolysis  of  muscle  cells  which 
are  then  phagocytized  by  foreign  body  giant 
cells.  Numerous  instances  of  giant  cell  myo- 
carditis result  from  hypersensitivity  reactions, 
for  example,  penicillin  and  other  drugs.  In 
these  instances,  eosinophils  usually  are  part 
of  the  cellular  picture  which,  of  course,  are 
absent  from  sarcoid  lesions.  A number  of 
reports  of  thymoma  coexistent  with  myositis 
and  granulomatous  myocarditis  have  ap- 
peared in  the  literature.  Possibly  an  auto- 
immune mechanism  is  at  work  in  these  cases. 
Of  all  of  the  instances  of  myocarditis  accom- 
panied by  focal  granulomatous  or  diffuse 
lesions,  sarcoid  seems  to  be  outstanding  in 
that  it  is  most  prone  to  cause  severe  heart 
block. 

Dr.  Vernon,  what  else  would  you  have 
done  to  further  confirm  your  impression  that 
this  patient  had  sarcoid  of  the  heart  and  what 
therapeutic  outline  would  you  have  proposed 
for  a patient  with  this  diagnosis? 

Dr.  Vernon : I would  have  liked  to  have 
looked  at  the  man’s  serum  calcium.  Most  pa- 
tients with  sarcoidosis  have  hypercalcemia.  I 
would  have  liked  to  have  done  a Kveim  test. 
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Figure  3 — Prominent  giant  cells  within  the 
granulomas  with  lymphocytic  infiltration  in  the 
intervening  myocardium. 


I am  not  aware  of  the  percentage  of  reactors 
but  I understand  that  it  is  fairly  high.  I would 
have  requested  a biopsy  of  a node.  I certainly 
think  in  this  man’s  case  with  an  abnormal 
prothrombin  time  which  was  not  drug  in- 
duced, he  should  have  had  liver  function  tests. 
Whether  he  should  have  a liver  biopsy  would 
have  to  depend  on  the  results  of  the  liver 
function  tests.  As  far  as  the  treatment  is 
concerned,  I think  his  cardiac  disease  would 
lhave  to  be  treated  specifically.  He  was 
treated  correctly,  I think,  with  his  pacemaker. 
As  far  as  specific  treatment  of  sarcoid  is  con- 
cerned, I don’t  know  what  effects  steroids 
have  on  the  myocardial  disease.  Steroids  have 
been  used  very  successfully  in  the  treatment 
of  pulmonary  involvement.  Dr.  Gazes,  would 
you  comment? 

Dr.  Gazes:  If  I had  made  the  diagnosis  of 
sarcoid,  I would  have  given  him  steroids. 

Dr.  Pettit:  It  bothers  me  that  it  has  been 
implied  that,  if  you  find  a node  containing 
sarcoid,  the  patient  has  sarcoidosis.  That  is 
not  true.  We  had  three  patients  with  car- 
cinoma of  the  lung  in  one  six  month  period 
who  had  positive  node  biopsies  for  sarcoid. 

Dr.  Gazes:  I think  it  would  be  of  assistance 
as  another  supportive  finding  in  a patient 
suspected  of  having  myocardial  sarcoidosis. 
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American  Board  of  Family  Practice 

I was  indeed  honored  and  pleased  when  Dr  Booker  called  and  asked  if  I would  write  a page 
for  the  Journal  of  the  South  Carolina  Medical  Association.  Honored,  because  as  President  of  the 
South  Carolina  Chapter  of  the  American  Academy  of  General  Practice,  soon  to  be  the  American 
Academy  of  Family  Practice,  I represent  somewhere  over  400  medical  practitioners  in  South 
Carolina.  Pleased,  because  I felt  that  I could  briefly  inform  all  members  of  the  South  Carolina 
Medical  Association  as  to  some  recent  aetivities  of  the  American  Academy  of  General  Practice 
and  the  newly  formed  American  Board  of  Family  Practice. 

First  let  me  make  the  fact  perfectly  clear  that  there  is  no  official  relationship  between  the 
two  bodies.  The  American  Academy  of  General  Practice  was  founded  in  1947  in  Atlantic  City, 
New  Jersey,  and  has  had  as  its  objectives  and  purpose:  One  — to  promote  and  maintain  high 
standards  of  General  Practice,  Two  — to  encourage  medical  students  to  become  qualified 
family  doctors.  Three  — to  preserve  the  General  Practitioner’s  right  to  practice  medicine  to  the 
fullest  extent  of  his  ability,  Four  — to  provide  postgraduate  training  opportunities  for  the  family 
doctor,  Five  — to  advance  the  science  of  medicine  in  the  nation’s  health  and  welfare  and  to 
preserve  the  right  of  free  choice  to  physicians  and  to  the  patient.  Its  membership  currently 
stands  in  excess  of  30,000  members. 

Now  the  American  Board  of  Family  Practice  was  born  in  February,  1969,  and  took  its  place 
at  that  time  along  side  its  sister  disciplines,  the  other  specialties.  Its  purpose  is  to  give  to  the 
discipline  and  art  of  family  practice  increased  quality  of  preparedness  by  increased  formal 
training  and  increased  continuing  educational  efforts.  These  are  to  be  enforced  by  means  of 
examination  and  recertification  every  five  to  seven  years.  As  a result  of  the  impetus  given  to 
family  practice  by  the  founding  of  the  American  Board  of  Family  Practice,  new  departments 
or  divisions  of  family  practice  have  been  established  in  some  38  medical  schools  in  this  country 
with  39  more  in  the  planning  stages.  There  are  now  more  than  500  residents  in  approved  resi- 
dency programs  as  of  this  date.  There  have  been  some  4,000  practicing  physicians  who  have 
taken  a rigorous  examination  in  order  to  become  identified  with  this  new  specialty.  When 
successful,  they  will  be  known  as  “Diplomates  of  the  American  Board  of  Family  Practice”. 
Many  in  our  state  have  done  so  and  have  successfully  completed  the  requirements.  There  is  no 
grandfather  clause  of  eligibility  for  certification  by  the  American  Board  of  Family  Practice. 
There  are  very  few  restricted  ways  in  which  one  can  become  eligible  to  take  the  examination. 
He  must  qualify  by  having  completed  an  approved  three  year  postgraduate  M.D.  residency 
program  or  he  may  have  completed  three  recertification  periods  of  membership  in  the  American 
Academy  of  General  Practice.  This  would  be  the  equivalent  of  nine  years  of  postgraduate 
continuing  education  at  the  rate  of  at  least  150  hours  approved  study  per  year.  There  is  a third 
category  of  eligibility  which  is  termed  “interim  eligibility”  w’hich  is  a combination  of  the  above 
formal  training  and  practice  eligibility  rules  plus  consideration  for  various  specialty  residency 
training  programs. 
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CAMPBELL’S  SOUPS  IN  DIABETIC  DIETS* 


RECOMMENDATIONS  FOR  PLACING  CAMPBELL  S 
SOUPS*  INTO  EXCHANGE  LISTS 


* These  recommendations  are  based  on  a one  cup  portion  when  prepared 
according  to  directions  on  the  label.  If  milk  is  used  in  the  preparation, 
use  part  of  your  daily  requirement. 


Exchange  Substitution  for 
1 Bread  and  Vt  Fat 

Tomato 

Tomato,  Bisque  of 
Tomato  Rice.  Old  Fashioned 

Exchange  Substitution  lor 
Vi  Bread  and  ''2  Fat 

Asparagus,  Cream  of 


Exchange  Substitution  for 
1 Meat  and  1 1 2 Bread 

Hot  Dog  Bean 
Split  Pea  with  Ham 


Exchange  Substitution  for 
'a  Meat  and  '2  Bread 

Chicken  Gumbo 
Chicken  Noodle 


Campbell’s  Soups  are  appetizing  and  enjoyable  and, 
because  of  the  many  varieties  available,  offer  your  dia- 
betic patients  the  opportunity  to  plan  and  enjoy 
interesting  and  appealing  meals. 


more 


*To  obtain  copies  of  “Recommendations  for  Placing  Campbell’s 
Soups  Into  Exchange  Lists,”  suitable  for  distribution  to  patients, 
write  to  Campbell  Soup  Company,  Dept.  500,  Campbell  Place, 
Camden,  N.J.  08101. 


"here’s 

for  almost  every  patient  and  diet 
..for  every  meal 
and,  its  made  by 


n excerpt  from  the  Searle  series  “The  Ecology  of  Birth  Control”* 


Unwanted 

Child& 

rBirth . 
Control 


In  his  daily  practice  the  physician  witnesses  the 
human  suffering  caused  by  uncontrolled  fertility. 
Perhaps  one  of  its  most  tragic  effects  is  the  unwanted 
child,  whoso  often  experiences  parental  rejection. 
The  rejected  child  in  a family  may  be  neglected, 
nagged  and  severely  punished.  Sometimes  he  is 
criminally  abused.  Child  abuse  is  common  enough 
to  have  become  a separate  clinical  entity:  the 
"battered  child”  syndrome.  Reliable  statistics  are 
difficult  to  obtain,  but  it  has  been  estimated  that  in 
this  country  alone  roughly  10,000  children  are 
“battered”  per  year,  and  their  number  may  be 
increasing. 

A revealing  picture  of  child  abuse  patterns  is 


provided  by  one  study  of  the  American  Humane 
Society.  More  than  half  of  the  662  children  involved 
(all  reported  in  newspapers  within  a single  year) 
were  less  than  4 years  of  age.  One  fourth  of  the 
battered  youngsters  died;  most  of  these  deaths  were 
of  children  less  than  2 years  of  age.  Fathers  were 
more  often  guilty  of  child  abuse  than  mothers,  but 
sometimes  both  parents  participated.  The  study 
indicated  that  battered  children  are  not  limited  to 
any  particular  socioeconomic  stratum. 

*For  the  complete  brochure,  and  others  in  the  series 
as  they  appear,  please  write  to  Searle  or  ask  your 
Searle  representative.  Explored  in  the  forthcoming 
issues  will  be  the  history  of  birth  control,  the  influence 
of  poverty,  ethnic  factors  and  marital  status,  its  role 
in  illness,  its  genetic  implications  and  its  effects  on 
the  emotional  and  behavioral  life  of  the  individual. 


Searle  contributions 

to  the  science  of  contraception 

BOTH  AVAILABLE  IN  21-  AND  28-PILL  SCHEDULES 

Ovulen  • Demulen 

Each  white  tablet  contains  ethynodiol  Each  white  tablet  contains  ethynodiol 

diacetate  1 mg  /mestranol  0 1 mg  diacetate  1 mg  /ethinyl  estradiol  50  meg 

Each  pink  tablet  irtOvulen-28®and  Demulerf-28  is  a placebo,  containing  no  active  ingredients 

Demulen. . .for  its  low  estrogen  and  Searle’s  progestin -or  Ovulen . . .with  its  wide  physician 
and  patient  acceptance.  Both  offer  almost  complete  contraceptive  effectiveness  and  a 
low  incidence  of  side  effects.  Both  with  a choice  of  pill-taking  schedules . . . simple 
“Sunday-starting”  and  patient-proof  Compack®  tablet  dispensers. 


Actions  - Ovulenand  Demulen  act  to  prevent  ovulation  by  inhibiting  the  output 
of  gonadotropins  from  the  pituitary  gland  Ovulen  and  Demulen  depress  the  out- 
put of  both  the  follicle-stimulating  hormone  CFSH)  and  the  luteinizing 
hormone  (LH). 

Special  note-Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1 960  Reported  pregnancy  rates  vary  from  product  to  product  The  effec- 
tiveness of  the  sequential  products  appears  to  be  somewhat  lower  than  that  of 
the  combination  products  Both  types  provide  almost  completely  effective  con- 
traception 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hor- 
monal contraceptives  has  now  been  shown  in  studies  conducted  in  both  Great 
Britain  and  the  United  States  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  subpri- 
mate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency  of 
some  animal  carcinomas  These  data  cannot  be  transposed  directly  to  man 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued 

Indication  - Ovulen  and  Demulen  are  indicated  for  oral  contraception 

Contraindications  -Patients  with  thrombophlebitis,  thromboembolic  disor- 
ders, cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired 
liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or  suspected 
estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital  bleeding 

Warnings -The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis)  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain  and 
studies  of  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cere- 
bral thrombosis  and  embolism  and  the  use  of  oral  contraceptives  There  have 
been  three  principal  studies  in  Britain' 3 leading  to  this  conclusion,  and  one*  in 
this  country  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vesseyand  Doll3  wasabout  sevenfold,  while  Sartwelland  associates*  in  the  United 
Statesfound  a relative  riskof  4 4,  meaning  that  the  users  are  several  times  as  likely 
to  undergo  thromboembolic  disease  without  evident  cause  as  nonusers  The 
American  study  also  indicated  that  the  risk  did  not  persist  after  discontinuation  of 
administration,  and  that  it  was  not  enhanced  by  long-continued  administration 
The  American  study  was  not  designedtoevaluateadifference  between  products 
However,  the  study  suggested  that  there  might  be  an  increased  risk  of  throm- 
boembolic disease  in  users  of  sequential  products  This  risk  cannot  be  quanti- 
tated, and  further  studies  to  confirm  this  finding  are  desirable 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or  migraine 
If  examination  reveals  papilledema  or  retinal  vascular  lesions  medication  should 
be  withdrawn 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regi- 
men If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  time  of  the  first  missed  period 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identi- 
fied inthe  milkof  mothers  receiving  thesedrugs  Thelong-rangeeffecttothe  nurs- 
ing infant  cannot  be  determined  at  this  time 

Precautions -The  pretreatment  and  periodic  physical  examinations  should 
include  special  reference  to  the  breasts  and  pelvic  organs,  including  a Papani- 
colaou smear  since  estrogens  have  been  known  to  produce  tumors,  some  of 


them  malignant,  in  five  species  of  subprimate  animals  Endocrine  and  possibly 
liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demulen  There- 
fore. if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen.  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size  Because  these  agents  may  cause 
somedegreeof  fluid  retention,  conditions  which  might  be  influenced  by  thisfactor 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation  In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per 
vaginam,  nonfunctional  causes  should  be  borne  in  mind  In  undiagnosed  bleed- 
ing per  vaginam  adequate  diagnostic  measures  are  indicated  Patients  with  a 
history  of  psychic  depression  should  be  carefully  observed  and  the  drug  discon- 
tinued if  the  depression  recurs  to  a serious  degree  Any  possible  influence  of 
prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study  A decrease  in  glucose  tolerance  has  been 
observed  in  a significant  percentage  of  patients  on  oral  contraceptives  The 
mechanism  of  this  decrease  is  obscure  For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen  or 
Demulen  may  mask  the  onset  of  the  climacteric  The  pathologist  should  be  ad- 
vised of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are  submitted 
Susceptible  women  may  experience  an  increase  in  blood  pressure  following 
administration  of  contraceptive  steroids 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives -A 

statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions  neuro-ocular  lesions,  e g , retinal  thrombosis  and  optic  neuritis 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inalcrampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted  anovu- 
lation post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue, 
backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodo- 
sum. hemorrhagic  eruption  and  itching 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contracep- 
tives. hepatic  function  increased  sulfobromophthalein  retention  and  other  tests; 
coagulation  tests  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X;  thyroid 
function  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  and  de- 
crease in  T3  uptake  values,  metyrapone  test  and  pregnanediol  determination 

References:  1 . Royal  College  of  General  Practitioners  Oral  Contraception 
and  Thrombo-Embolic  Disease,  J Coll  Gen  Pract  13:267-279  (May)  1967  2. 
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Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
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Disease  A Further  Report,  Brit  Med  J 2:651-657  (June  14)  1969  4.  Sartwell, 

P E . Masi,  A.  T.;  Arthes,  F G. , Greene,  G R.,  and  Smith,  H E Thromboembo- 
lism and  Oral  Contraceptives  An  Epidemiologic  Case-Control  Study,  Amer  J 
Epidem.  90: 365-380(Nov)  1 969.  1A5 

Where  "The  Pill"  Began 

G.  D.  Searle  & Co.,  P 0 Box  5110,  Chicago,  Illinois  60680 


SEARLE 


Mylanta 
24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G.l.  gas  distress* 
Non-constipating 

*wifh  the  defoaming  action  of  simethicone 

PHARMACEUTICALS  Pasadena,  Calif.  91 109 

Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


So  what?  What  now  of  the  American  Board  of  Family  Practice  and  the  American  Academy 
of  General  Practice.  Will  one  compete  with  the  other?  Will  there  be  friction  between  the  two 
bodies?  With  our  relationship  as  it  is  now  and  as  it  was  at  the  birth  of  the  American  Board  of 
Family  Practice,  we  think  not.  We  will  be  united  in  common  purpose  and  ideals.  These  have 
been  stated  in  numerous  and  sometimes  redundant,  flowery,  and  perhaps  even  trite  ways.  How- 
ever, I like  to  think  that  we  are  all  basically  striving  to  improve  that  first  echelon  of  medical 
care  that  has  always  been,  is  now,  and,  I believe,  will  continue  to  be  delivered  by  that  large 
group  of  physicians  we  now  call  family  practitioners. 

We  of  the  American  Academy  of  General  Practice  pledge  our  efforts  in  cooperation  with 
all  our  disciplines  (specialties).  We  seek  their  cooperation  and  the  invaluable  aid  they  can 
render  to  us  in  numerous  ways.  We  need  them  and  we  feel  that  they  need  us.  We  need  and,  I 
believe,  have  each  other’s  mutual  respect.  Competition  is  a term  which  we  feel  should  be  dis- 
carded. 

Heaven  only  knows  this  nation  is  seeking  and  demanding  more  and  better  medical  care,  and 
we  all  need  to  put  our  shoulders  to  our  individual  as  well  as  collective  wheels  in  order  to  produce 
that  which  is  not  only  needed  but  demanded,  and  to  maintain  and  perpetuate  the  image  of  the 
American  “Doctor  of  Medicine”  as  one  who  is  truly  dedicated  to  rendering  unselfish  service, 
devotion  and  love  to  his  fellow  man. 

Thank  you  for  the  opportunity  of  addressing  these  remarks  to  a very  great  body  of  physi- 
cians. 


Robert  H.  Burley,  M.D. 

President,  South  Carolina  Chapter 
American  Academy  of  General  Practice 


50  YEARS  AGO 

September,  1921 

There  was  extensive  discussion  of  a Wasser- 
man  reaction.  A visitor  to  the  meeting  of  the 
Lexington  County  Medical  Society  waxed 
poetic:  “the  song  of  the  scythe,  the  rustling 
of  com,  and  the  call  of  the  Cascade  [Cicada?] 
announced  to  us  that  the  pendulum  of  time 
has  swung  ajar  its  gates  and  ushered  us  into 
the  seventh  month  of  the  year.” 

Railroad  rates  and  the  arrangement  of 
special  cars  were  announced  for  the  impend- 
ing meeting  of  the  Southern  Medical  Associa- 
tion at  Hot  Springs,  Arkansas. 
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Editorials 


A Second  Medical  School? 

A great  deal  of  publicity  has  been  gen- 
erated regarding  the  possible  establishment 
of  a second  medical  school  in  South  Carolina. 
It  seems  that  when  this  issue  arises,  rational 
discussion  and  reasonable  planning  de- 
generates into  emotional  debate  with  con- 
sideration of  the  basic  issue  being  disregarded. 
The  basic  issues  are  whether  or  not  South 
Carolina  needs  a second  medical  school— and 
can  adequately  fund  it— rather  than  where  it 
is  to  be  located.  While  location  is  certainly  of 
importance  in  terms  of  whether  adequate 
supporting  facilities  are  available,  this  would 
not  be  either  a Greenville  or  Columbia  medi- 
cal school  but  rather  a medical  school  for  the 
entire  state. 

In  addition  to  appeasing  current  needs  for 
a second  medical  school,  whatever  future 
needs  may  be  present  should  be  projected 
over  at  least  a ten  or  fifteen  year  period  since 
there  does  apparently  exist  the  possibility  of 
obtaining  at  the  present  time  a school  in  con- 
junction with  a new  V.A.  hospital.  It  would 
seem  that  this  would  represent  a bargain  to 
South  Carolina  in  terms  of  cost  of  establish- 
ing a medical  school,  wherever  a site  might  be 
established.  This  type  of  bargain  does  not 
present  itself  very  often  in  medical  education, 
and  accordingly  makes  it  a most  propitious 
time  to  drop  territorial  considerations  and 
decide  the  basic  issues. 


Medical  Schools 

Everybody  agrees  that  there  is  a shortage 
of  doctors.  Without  quibbling,  there  is  some 
room  for  questioning  whether  the  shortage  is 
not  really  in  medical  services  rather  than  in 
the  number  of  doctors.  Some  experts  feel  that 
we  must  have  some  50,000  or  more  new  doc- 
tors within  the  next  decade  in  order  to  pro- 
vide a sufficient  supply  to  cover  the  needs  of 
the  population. 

Not  many  people  examine  the  possibility' 


that  what  we  need  far  more  than  a tre- 
mendous increase  in  the  number  of  doctors  is 
a radical  change  in  the  way  in  w'hich  doctors 
are  utilized.  The  pat  answer  to  the  shortage 
seems  to  be  to  build  more  and  more  medical 
schools  to  produce  more  and  more  doctors.  Is 
this  the  real  solution?  Everyone  complains  that 
die  doctor  is  hard  to  find,  w'on’t  make  house 
calls  or  night  calls,  takes  off  too  much  time, 
and  costs  real  money.  Furthermore,  he  will 
not  settle  into  the  so-called  ghettos  nor  into 
the  deep  rural  areas.  Is  all  of  this  because  he 
is  in  short  supply?  Figures  indicating  the  ratio 
of  doctors  to  population  are  often  question- 
able and  do  not  take  into  account  the  factors 
of  transportation,  communication,  population 
density,  supply  of  hospitals,  proportion  of 
elderly  people  or  children,  or  areas  of  poverty, 
all  of  which  have  some  bearing  on  the  num- 
ber of  physicians  required. 

The  supply  of  physicians  is  growing;  there 
has  been  an  increase  of  58  per  cent  in  the 
number  of  medical  students  in  the  past  20 
years  and  there  are  more  than  12  medical 
schools  developing,  which  with  the  older 
schools  should  be  able  to  supply  90.5  per  cent 
of  the  estimated  number  of  physicians  needed 
for  the  country.  Experts  expect  the  number  of 
schools  to  be  103  by  1976  and  many  other 
schools  are  in  the  process  of  consideration. 
Shortening  of  the  medical  courses  and  other 
improvements  will  turn  out  doctors  more 
rapidly  to  serve  the  population. 

It  remains  to  be  seen  whether  the  doctor 
will  change  his  ways  or  w'hether  he  will  follow' 
the  present  pattern  which  leads  him  into  the 
larger  cities  and  areas  where  he  can  make  a 
comfortable  living  and  lead  a reasonably  nor- 
mal family  life  with  some  cultural  opportunity', 
or  whether  he  will  flock  to  the  slums  or  bury 
himself  in  the  boondocks.  Other  countries 
have  not  solved  the  problem.  In  the  Philip- 
pines 53  per  cent  of  the  physicians  there  do 
not  practice,  preferring  other  occupations  to 
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the  hardship  of  remote,  rural  practice.  Israel 
finds  many  of  its  areas  unattractive  to  the 
doctor. 

It  is  unfortunately  conceivable  that  a great 
oversupply  of  physicians  might  lead  to  an 
unhealthy  competition,  over-doctoring,  un- 
necessary calls  or  examinations,  elaborate  lab- 
oratory tests  and  some  strain  on  the  ethics  of 
the  profession. 

The  presently  projected  number  of  medical 
schools  promises  a fantastic  outlay  of  money. 
Medical  schools  are  not  cheap,  and  they  de- 
pend now  on  getting  more  than  half  of  their 
funds  from  the  federal  government.  A very 
considerable  number  of  them  are  in  financial 
difficulty.  Should  costs  rise,  then  federal  and 
state  emergency  help  must  be  sought.  The  tax 
paying  public  basically  pays  the  cost. 

A medical  school  cannot  be  easily  erected 


from  scratch.  Properly  trained  faculty  is  not 
available  on  a moment’s  notice.  There  are 
many  hundreds  of  faculty  positions  now  un- 
filled in  existing  schools.  How  will  the  new 
prospective  positions  be  filled?  If  the  public 
would  take  serious  measures  toward  correct- 
ing some  of  its  inept  abuses  in  health  care, 
the  number  of  doctors  required  might  be  con- 
siderably less.  If  society  could  do  something 
about  the  cigarette,  the  automobile,  housing, 
lead  poison,  malnutrition,  clothing,  pollution, 
and  other  health  problems,  it  would  be  get- 
ting closer  to  its  goal  of  better  health  without 
having  to  provide  an  increasing  number  of 
expensive  medical  graduates.  Progress  in 
methods  of  delivery  of  health  care,  and  the 
use  of  allied  health  personnel,  might  modify 
the  present  picture  tremendously. 

Joseph  I.  Waring,  M.  D. 


Letter  to  the  Editor 


Letter  to  The  Editor 

What  happens— actually,  not  theoretically— 
when  big  government  takes  over  a medical 
system? 

American  doctors  have  a unique  oppor- 
tunity to  find  out  for  themselves  this  October, 
from  a man  who  knows. 

The  occasion  is  a series  of  appearances 
October  7-9,  in  the  St.  Louis  area  by  J.  Enoch 
Powell,  Great  Britain’s  former  Minister  of 
Health,  in  connection  with  the  annual  meet- 
ing of  the  Association  of  American  Physicians 
and  Surgeons.  His  background  and  all-round 
brilliance  cause  Mr.  Powell  to  be  regarded  as 
the  world’s  leading  authority  on  politically 
controlled  medicine. 

Enoch  Powell  headlines  and  exemplifies  the 
rest  of  the  Thursday-through-Saturday  AAPS 
program  at  the  Colony  Motor  Hotel  in  Clay- 
ton, Missouri,  adjacent  to  St.  Louis. 

As  the  man  who  headed  up  the  British 
National  Health  Service  from  1960  to  1963,  he 
tried  and  found  it  was  impossible  to  make 


nationalized  medicine  work.  In  Clayton,  he 
will  explore  the  consequences  of  transforming 
British  doctors  into  state  employees  and  con- 
tractors; and  will  show  these  consequences  to 
be  neither  accidental  nor  transitory,  and  not 
easily  remedied;  and  will  examine  the  little 
understood  connection  between  medicine  and 
politics. 

AAPS,  the  voice  for  private  physicians 
nationally,  invites  all  members  and  non- 
members of  the  Association  to  share  in  this 
unique  learning  opportunity.  Contact  me  at 
110  South  Calhoun  Street,  Greenville,  S.  C., 
for  a registration  form. 

Is  there  a better  way  of  getting  at  the 
whole  truth  about  compulsory  nationalized 
medicine  than  by  looking  at  the  British  ex- 
perience, through  the  informed  eyes  of  Enoch 
Powell? 

We  doctors  owe  ourselves  and  our  patients 
that  truthful  look.  Come  to  Clayton,  Missouri, 
this  October and  see. 

Thomas  Parker,  M.  D. 
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MINUTES  OF  COUNCIL 
SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


Columbia,  S.  C. 

Council  of  the  SCMA  met  at  the  Blue  Cross- 
Blue  Shield  Headquarters,  Columbia,  S.  C.,  at 
2:00  p.m.  on  July  7,  1971. 

Present:  Dr.  John  Booker,  President;  Dr. 
Forde  A.  Mclver,  Vice-President;  Dr.  Edward 
Parker,  President-Elect;  Dr.  D.  Strother  Pope, 
Secretary;  Dr.  J.  Howard  Stokes,  Treasurer; 
and  Mr.  M.  L.  Meadors,  Executive  Secretary. 
Also:  Councilmen  Dr.  Harold  Hope,  Chair- 
man, Dr.  Waitus  O.  Tanner,  Dr.  A.  Bichard 
Johnston,  Dr.  William  A.  Klauber,  Dr.  John 
D.  Gilland  and  Dr.  Michael  Holmes. 

And:  Dr.  Hal  Jameson,  Dr.  Thomas  Parker, 
Dr.  Harrison  Peeples,  Dr.  John  C.  Hawk,  Jr., 
Dr.  C.  Tucker  Weston,  Dr.  Ben  N.  Miller,  Past 
President,  Dr.  Tom  Sawyer,  AM  A Representa- 
tive, Dr.  William  H.  Hunter,  and  Dr.  Kenneth 
Aycock. 

In  memory  of  the  late  Dr.  Joseph  P.  Cain, 
Jr.,  Council  had  a moment  of  silent  prayer. 

Dr.  Hope,  Chairman,  welcomed  the  new 
members  to  Council;  namely,  Dr.  John  Booker, 
President;  Dr.  Forde  A.  Mclver,  Vice  Presi- 
dent; Dr.  Edward  F.  Parker,  President-Elect; 
Dr.  C.  Tucker  Weston,  Speaker  of  the  House 
of  Delegates,  and  Dr.  William  H.  Hunter, 
Assistant  Speaker. 

Dr.  Ben  N.  Miller,  Past  President,  Dr.  Tom 
Sawyer,  AMA  Representative,  and  Dr.  Ken- 
neth Aycock,  Department  of  Public  Health, 
were  also  welcomed. 

Dr.  Hope  then  reviewed  the  duties  and  re- 
sponsibilities of  Council. 

Minutes  of  meetings  on  May  9,  May  10,  and 
May  12,  1971,  were  approved  and  adopted. 

Dr.  Johnston  moved  that  any  committee 
member  who  was  not  a member  of  SCMA  be 
replaced  whether  his  term  had  expired  or  not. 
Dr.  Holmes  seconded.  Motion  carried. 

Committee  members  were  appointed.  (See 
page  407 ) 


July  7,  1971 

There  was  much  discussion  about  the  De- 
partment of  Public  Welfare  abolishing 
SCMA’s  Committee  to  serve  with  Pharma- 
ceutical Members  on  Category  of  Illnesses 
and  Drugs,  and  appointing  its  own  Com- 
mittee. 

Dr.  Tanner  moved  that  Council  appoint  a 
Committee  to  serve  with  Pharmaceutical 
Members  on  Category  of  Illnesses  and  Drugs 
and  notify  the  Department  of  Public  Welfare. 
Motion  carried. 

No  member  of  Council  will  serve  on  such  a 
committee  appointed  by  the  Department  of 
Public  Welfare  as  a representative  of  this 
Council  but  only  in  an  individual  capacity. 
If  the  Department  of  Public  Welfare  should 
disapprove  of  this  procedure,  then  SCMA 
will  withdraw  its  services  in  an  advisory 
capacity. 

Dr.  Forde  A.  Mclver  then  moved  that  Dr. 
Harrison  Peeples  be  appointed  to  said  com- 
mittee. Motion  carried. 

Dr.  Tanner  moved  that  all  committee  ap- 
pointments be  approved.  Motion  carried. 

Dr.  Mclver  then  gave  the  report  and 
recommendations  of  the  committee  assigned 
to  look  into  the  feasibility  of  the  Physician’s 
Assistant  Program.  The  recommendations  fol- 
low: 

#1.  That  the  Medex  program  for  the  train- 
ing of  medical  assistants  be  regarded  as 
an  experimental  approach  to  a solution 
of  health  care  problems  in  South  Caro- 
lina, and 

#2.  That  the  Council  of  the  South  Carolina 
Medical  Association  approve  the  intro- 
duction of  the  Medex  program  as  out- 
lined by  Dr.  Hutson  on  a trial  basis, 
and 

#3.  That  the  Council  follow  and  cooperate 
in  the  development  of  this  program  at 
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Additional  information  available  to  the  profession  on  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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when 

G'l  symptoms 
demand 


move  up  to 
“the  Robinul 
response” 


a potent 

synthetic 

anticholinergic 


In  treating  hypersecretion  and  hypermotility 
associated  with  gastritis  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics? 

Then  move  up  to  a potent  anticholinergic — 
Robinul®  Forte  (2  mg.  glycopyrrolate). 

It  provides  prompt,  pronounced,  prolonged 
suppression  of  gastric  hypersecretion, 
making  it  a highly  effective  agent  in  gastritis 
and  other  upper  G-l  conditions  associated 
with  hypersecretion  and  hypermotility. 
Because  Robinul  Forte  exerts  a profound 
antispasmodic  action,  it  is  also  useful  in  the 
treatment  of  lower  G-l  disorders,  such  as 
functional  bowel  distress  and  spastic  and 
irritable  colon.  If  the  patient  has  a “one  tract 
mind”  concerning  his  condition,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul  2 mg. 
Forte 


■ INDICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
ndicated  for. patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
acute  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
available,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
mended in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm, 
(2)  gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
pancreatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
syndrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
may  be  indicated  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
tion, prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PFI 
Forte  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
glaucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth  Thirty-three  (3.3%)  of  1,009  patients  receiving 
1 to  32  mg.  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this. 
Blurred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PH  Forte  is  one 
tablet  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
patient's  response.  After  the  more  severe  .symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
required  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
AHR/2  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glycopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
tablets  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va.  /|-[-j'|"^OBINS 


You  can't  fell  a redwood 
with  a hatchet 


With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 


'a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 


THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with:  arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 


Theragran 


High  Potency  Vitamin  Formula 


Theragran-M 


High  Potency  Vitamin  Formula  with  Minerals 


the  Medical  University  of  South  Caro- 
lina, and 

#4.  That  Council  place  on  the  agenda  a 
plan  for  full  review  and  re-evaluation 
of  the  Medex  program  in  two  years  be- 
fore making  a final  judgment  of  this 
approach  to  provision  of  health  care, 
and 

#5.  That  Council  request  that  the  School 
of  Medicine  at  the  Medical  University 
keep  the  South  Carolina  Medical  Asso- 
ciation fully  informed  as  to  progress 
in  the  Medical  Assistants’  Program 
through  a close  liaison  with  Council, 
and 

#6.  That  Council  send  a copy  of  this 
resolution  to  J.  F.  A.  McManus,  M.  D., 
Dean  of  the  School  of  Medicine  and  to 
A.  C.  Hutson,  M.  D.,  Director  of  the 
Medical  Assistants’  Program,  and 

#7.  That  Council  recommends  to  the  Medi- 
cal University  that  trainees  in  the  pro- 
posed program  be  referred  to  as  Physi- 
cian’s Assistants,  and 

#8.  Council  set  up  a special  committee  to 
propose  legislation  for  the  certification 
of  trainees  in  the  Medex  Program,  and 

#9.  That  Council  request  endorsement  of 
its  action  by  the  House  of  Delegates  at 
the  Annual  Meeting  in  May  1972. 

Dr.  Mclver  said  that  the  committee  was 
assured  that  the  Medical  University  would 
not  accept  anyone  into  the  Program  who  has 
not  already  been  “spoken  for”  and  who  will  be 
employed  by  the  physician  recommending 
him  at  the  completion  of  his  training. 

After  much  discussion,  it  was  the  concensus 
of  opinion  that  whether  it  be  licensure  or 
certification,  some  action  should  be  taken  by 
Council  at  any  early  date. 

Dr.  Hawk  moved  that  the  committee’s  re- 
port be  adopted  as  presented.  Motion  carried. 

Mr.  Meadors,  Dr.  Richard  Johnston  and  Dr. 
Harrison  Peeples  were  appointed  as  the  com- 
mittee to  propose  legislation  for  the  certifica- 
tion of  trainees  in  the  Medex  Program. 

Dr.  Hope  commented  on  the  accomplish- 
ments of  the  Peer  Review  Committee.  The 
Peer  Review  Committee  elected  by  the  House 
of  Delegates  is  included  in  the  list  of  com- 
mittees which  follows. 
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Dr.  Kenneth  Aycock  spoke  to  Council  re- 
garding medical  examinations  for  recruits  for 
the  Police  Academy  and  the  possibility  of 
establishing  a set  fee  for  such  examinations— 
the  Department  of  Public  Health  to  take  care 
of  chest  X-ray  films  and  lab  work.  Dr.  Aycock 
passed  around  a form  which  is  being  con- 
sidered by  the  Academy  for  such  examina- 
tions. After  discussion,  Dr.  Mclver  moved 
that  the  Chairman  appoint  someone  to  offer 
his  service  as  a consultant  with  SLED  offi- 
cials as  to  the  adequacy  of  the  forms  to  be 
used  and  when  and  where  and  by  whom  the 
examinations  would  be  made.  Dr.  Mclver 
moved  a flat  fee  of  $15  for  such  examinations. 
Motion  carried. 

Dr.  Tanner  was  appointed  by  the  Chairman 
to  act  as  Liaison  with  SLED  officials  in  this 
matter. 

Dr.  Jameson,  President  of  Rlue  Shield,  gave 
his  report  on  the  activities  of  the  Board  of 
Directors  of  Blue  Shield  and  asked  whether 
Council  would  be  willing  to  postpone  the 
Managerial  Audit  agreed  upon  at  the  annual 
meeting  of  SCMA. 

Dr.  Tanner  read  a letter  from  the  Columbia 
Medical  Society  regarding  the  necessity  for 
both  a Managerial  and  a Financial  Audit  as 
expeditiously  as  possible. 

Dr.  Booker  questioned  the  legality  of  any 
action  taken  by  this  body  at  this  time  in  view 
of  the  Harrelson  Act  which  converted  Blue 
Cross-Blue  Shield  into  mutual  insurance  com- 
panies. It  was  the  thought  of  Council  that  this 
would  have  no  bearing  on  the  issue.  Dr. 
Jameson  stressed  the  fact  that  the  laymen  on 
the  Board  of  Directors  of  Blue  Shield  were 
anxious  to  cooperate  with  the  medical  profes- 
sion. 

After  much  discussion,  pro  and  con,  Dr. 
Edward  Parker  moved  that  Council  recom- 
mend to  the  Blue  Shield  Board  that  the 
original  action  taken  by  the  House  of  Dele- 
gates at  Myrtle  Beach  be  complied  with  and 
that  a Managerial  as  well  as  a Financial  Audit 
by  an  out-of-state  firm  be  carried  out  as 
expeditiously  as  possible.  A roll-call  vote  was 
taken  with  Drs.  Jameson,  Gilland  and  Booker 
dissenting.  Motion  carried. 

Dr.  Hawk  brought  up  the  recent  publicity 
concerning  a proposal  of  the  Comprehensive 
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Health  Planning  Board  that  all  18  medical 
licensing  boards  in  the  state  be  consolidated 
under  one  Board  and  suggested  that  Council 
take  a strong  stand  against  such  consolidation 
as  far  as  the  Medical  Board  of  Examiners  is 
concerned. 

Dr.  William  Hunter  stated  that  this  matter 
had  been  discussed  at  the  meeting  of  the 
Executive  Board  of  Directors  of  the  State 
Health  Department.  Dr.  Aycock  told  Council 
that  the  Comprehensive  Health  Planning 
Board  is  primarily  interested  in  the  para- 
medical boards  as  there  was  a gradual  en- 
croachment by  the  para-medical  groups  on 
health  problems  but  that  the  State  Board  of 
Health  would  do  nothing  further  about  the 
licensing  law.  It  was  further  Dr.  Aycock’s 
opinion  that  the  para-medical  groups  should 
be  licensed  by  the  Medical  Board  of  Ex- 
aminers. It  was  suggested  by  Dr.  Aycock  that 
perhaps  a committee  should  be  appointed  to 
look  into  the  matter  thoroughly. 

Dr.  Waring’s  letter  of  July  2,  1971,  request- 
ing Council’s  wishes  about  financing  the  third 
volume  of  the  History  of  Medicine  was  read. 
Dr.  Mclver  moved  that  Council  underwrite 
the  publication  for  the  same  number  and 
same  binding  as  was  the  second  volume. 
Motion  carried. 

Dr.  Booker  moved  that  SCMA  defray  the 
cost  of  reprinting  in  the  State  and  Record  a 
statement  from  the  President  of  the  AMA 
which  cost  was  $770.56.  Motion  carried. 

Mr.  Meadors  will  include  reprints  with  his 
newsletter. 

Dr.  Hawk  suggested  that  it  may  be  a good 
idea  to  distribute  same  to  non-members  as 
an  inducement  to  join  the  SCMA. 

There  was  much  discussion  about  the  best 
way  to  get  the  medical  students  involved  and 
interested  in  SCMA  and  its  activities.  Council 
requested  Dr.  Booker  to  work  with  the  Medi- 
cal University  and  with  the  Charleston 
County  Medical  Society  in  an  effort  to  deter- 
mine the  best  way  to  accomplish  this. 

Dr.  Booker  read  a letter  from  the  S.  C.  Hos- 
pital Association  requesting  a joint  meeting 
of  the  SCHA  and  SCMA,  the  purpose  of 
which  is  to  strengthen  and  promote  better 
understanding  between  the  two  organizations. 

Dr.  Mclver  moved  that  the  President,  Presi- 


dent-Elect and  Executive  Secretary  be  ap- 
pointed to  meet  with  them.  Motion  carried. 

Dr.  Pope  requested  the  help  of  Council  in 
getting  Committee  Chairmen  in  their  districts 
to  submit  lists  of  their  sub-committees  as 
soon  as  possible. 

Dr.  Pope  reported  on  a meeting  with  the 
Governor  to  discuss  the  possibility  of  obtain- 
ing funds  for  a pilot  project  to  treat  and 
attempt  to  eliminate  venereal  diseases  in  the 
state,  noting  that  South  Carolina  is  8th  in  the 
nation  in  venereal  diseases  and  48th  in  educa- 
tion. The  Governor  expressed  his  willingness 
to  help. 

Dr.  Thomas  Parker  gave  a most  compre- 
hensive report  on  the  National  Convention  of 
AMA,  stating  that  Guam  had  been  taken  into 
AMA. 

Mr.  Meadors  said  that  Mr.  Dave  Mc- 
Michael  WIS-TV,  had  contacted  him  about 
arranging  for  a broadcast  in  the  near  future 
with  one  or  two  “country”  doctors  to  inter- 
view. Council  pledged  its  cooperation. 

Mr.  Meadors  reported  that  Dr.  Norman 
Eaddy,  Chairman  of  the  State  Advisory  Com- 
mittee to  Selective  Service,  had  written  him 
that  appointments  are  now  made  under  a new 
arrangement.  When  vacancies  occur,  they  are 
filled  by  the  Committee  or  its  Chairman  by 
nominating  three  persons  to  the  National 
Headquarters  of  Selective  Service  which  ser- 
vice chooses  one.  Thirteen  physicians  were 
on  call  for  this  year,  only  one  of  whom  is 
making  an  effort  to  avoid  service  at  this  time. 

Mr.  Meadors  then  reported  on  a luncheon 
to  which  Mr.  Gross,  Governor’s  Office,  had 
invited  Dr.  Booker  and  him  on  July  1.  The 
purpose  of  the  luncheon  seemed  to  be  a re- 
quest that  the  State  Hospital  Association  and 
South  Carolina  Medical  Association  support  a 
Governor’s  Conference  on  health  sometime 
next  spring.  Mr.  Gross  seemed  to  be  very 
anxious  to  have  the  cooperation  of  the  doc- 
tors in  putting  this  one-day  conference  on, 
said  conferences  to  include  workshops  on 
different  subjects.  Council  agreed  to  cooperate 
in  any  way  possible  in  the  formation  and  par- 
ticipation of  this  affair. 

Mr.  Meadors  then  gave  the  recommenda- 
tions of  the  committee  appointed  to  look  into 
the  legislation,  etc.,  necessary  to  form  a 
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foundation  as  follows: 

1.  That  the  voting  members  of  the  Council 
of  SCMA  proceed  to  obtain  a Charter  or 
Articles  of  Incorporation  from  the  Secre- 
tary of  State  of  South  Carolina  for  an 
eleemosynary  or  not-for-profit  corpora- 
tion. 

2.  That  the  Corporation  be  designated 
SOUTH  CAROLINA  FOUNDATION 
FOR  MEDICAL  CARE  or  something 
similar. 

3.  That  the  voting  members  of  the  Council 
of  SCMA  be  designated  as  the  Board  of 
Directors  of  such  eleemosynary  corpora- 
tion and  elect  from  their  number  the 
Officers  of  the  Foundation. 

4.  That  membership  in  the  Foundation  be 
confined  to  ethical  doctors  of  medicine 
or  osteopath  duly  licensed  in  South  Caro- 
lina, who  may  voluntarily  indicate  their 
desire  to  join  and  be  governed  by  the  By- 
Laws  and  regulations  of  the  Foundation. 

5.  That  the  objectives  to  be  stated  in  the 
application  for  Charter  be  in  very  gen- 
eral terms  broad  enough  to  cover  a wide 


range  of  activities  which  the  Founda- 
tion may  or  may  not  decide  to  undertake 
in  the  future. 

6.  That  the  Council  fix  a date  in  the  near 
future  to  consider  the  language  of  the 
statement  of  objectives  to  be  included  in 
the  application  for  Charter,  with  this 
consideration  to  be  the  sole  or  main 
business  of  such  meeting  in  order  to 
allow  ample  time  for  discussion. 

The  Committee  will  bring  in  another  report 
with  more  specific  recommendations  at  the 
October  meeting. 

Mr.  Pugh  gave  a brief  summary  of  pending 
and  completed  legislation,  a written  copy  of 
which  wall  be  sent  to  each  councilor. 

Dr.  Hawk  moved  that  Council  support 
some  sort  of  legislation  to  stop  the  police 
force  from  chasing  speeding  drivers,  thereby 
endangering  the  lives  of  innocent  people,  who 
are  generally  the  ones  killed  or  injured. 
Motion  carried. 

Meeting  adjourned  at  8:25  p.m. 

D.  STROTHER  POPE,  M.D. 

Secretary 


COMMITTEES  OF  THE  HOUSE  OF  DELEGATES 


1971  - 1972 


COMMITTEE  ON  SCIENTIFIC  PROGRAM: 

Dr.  M.  Gordon  Ilowle,  Chairman  101  E.  North  Street 
Dr.  Joseph  F.  Flowers 
Dr.  George  R.  Dawson,  Jr. 

Dr.  Andrew  H.  ITursey 
Dr.  Walter  J.  Roberts,  Jr. 

Dr.  Lucien  E.  Brailsford 
Dr.  Joseph  C.  Ross 


109  Webb  Street 
251  W.  Palmetto  Street 
P.  0.  Box  518 
2753  Laurel  Street 
850  N.  Church  Street 
University  Hospital 


(The  President  and  Secretary  are  ex  officio  members  of  this  c 


Greenville 

Walterboro 

Florence 

Hartsville 

Columbia 

Spartanburg 

Charleston 

ommittee) 


COMMITTEE  ON  LEGISLATIVE  ACTIVITIES: 


Dr.  Hugh  H.  Wells,  Chairman 
Dr.  Henry  L.  Laffitte 
Dr.  Dexter  B.  Rogers 
Dr.  D.  Strother  Pope 
Dr.  Leonard  W.  Douglas 
Dr.  Clay  W.  Evatt,  Jr. 

Dr.  George  F.  West 
Sub-Committee : 

Committee  on  Coroners 


North  First  Street  Seneca 

Memorial  Avenue  Allendale 

517  West  Main  Street  Easley 

1116  Henderson  Street  Columbia 

Anderson  Street  Belton 

91  Rutledge  Aveue  Charleston 

507  Walnut  Street  Camden 

- Medical  Examiners 


1969-1972 

1969-1972 

1969- 1972 

1970- 1973 

1970- 1973 

1971- 1974 
1971-1974 


1969-1972  Reappt. 
1969-1972  Reappt. 

1969- 1972  Reappt. 

1970- 1973  Reappt. 

1970- 1973 

1971- 1974 
1971-1974 


Septembeb,  1971 
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COMMITTEE  ON  COOPERATIVE  ACTIVITIES: 


Dr.  J.  Anthony  White,  Chairman 

Fleetwood  Drive 

Easley 

1969-1972 

Dr.  C.  Benton  Burns 

18  W.  Canal  Street 

Sumter 

1969-1972  Reappt. 

Dr.  Judson  E.  Hair 

Clemson  University 

Clemson 

1969-1972  Reappt. 

Dr.  S.  Hunter  Rentz 

1701  St.  Julien  Place 

Columbia 

1970-1973 

Dr.  William  C.  Cantey 

1840  Hampton  Street 

Columbia 

1970-1973  Reappt. 

Dr.  Stephen  A.  Greenberg 

234  S.  Dargan  Street 

Florence 

1971-1974 

Dr.  Daggett  O.  Royals 

9-11  Medical  Court 

Greenville 

1971-1974 

Sub-Committees : 

Advisory  Committee  to  the  Department  of  Public  Welfare 
Committee  on  Alcoholism  and  Drug  Addiction 
Committee  on  Religion  and  Medicine 
Advisory  Committee  to  Vocational  Rehabilitation 
Committee  on  Medical  Aspects  of  Sports 
Advisory  Committee  to  the  Woman’s  Auxiliary 
Advisory  Committee  to  Crippled  Children’s  Society 
Committee  on  Liaison  with  Allied  Professions 
Committee  on  Eye  Bank 
Committee  on  Mental  Retardation 


COMMITTEE  ON  MEDICAL 

Dr.  Thomas  E.  Hair,  Jr. 

Dr.  Richard  S.  Pollitzer 
Dr.  Joel  W.  Wyman 
Dr.  William  A.  Klauber 
Dr.  C.  Edward  Floyd 
Dr.  Robert  H.  Burley 
Dr.  Hiram  B.  Curry 
Sub-Committee : 

Committee  on  Careers 


EDUCATION: 

2739  Laurel  Street 
4 Catawba  Street 
309  E.  Greenville  Street 
Self  Memorial  Hospital 
515  S.  Dargan  Street 
316  College  Avenue 
Medical  University  Hospital 

in  Medicine 


Columbia  1969-1972 
Spartanburg  1969-1972 
Anderson  1969-1972 
Greenwood  1970-1973 
Florence  1971-1974 

Clemson  1971-1974 

Charleston  1971-1974 


Reappt. 

Reappt. 

Reappt. 


COMMITTEE  ON  MEDICAL 

Dr.  Harold  W.  Moody 
Dr.  Rion  M.  Rutledge 
Dr.  W.  Wyman  King 
Dr.  Edmund  R.  Taylor 
Dr.  Loren  F.  Parmley,  Jr. 

Dr.  C.  Birnie  Johnson 
Dr.  Guy  C.  Heyl,  Jr. 


SERVICES: 

975  N.  Church  Street 
1317  Ebenezer  Road 
301  Saluda  Avenue 
1840  Hampton  Street 
General  Hospital 
595  Carolina  Avenue,  NE 
525  Richland  Avenue,  West 


Spartanburg  1969-1972 
Rock  Hill  1969-1972 
Batesburg  1969-1972  Reappt. 
Columbia  1970-1973  Aeappt. 
Spartanburg  1970-1973 
Orangeburg  1971-1974  Reappt. 
Aiken  1971-1974  Reappt. 


Greenville 

Charleston 

Florence 

Columbia 


Sub-Committees : 

Committee  on  Emergency  Medical  Care : 


Dr.  Charles  D.  Riddle,  Jr. 

Dr.  Max  S.  Rittenbury 
Dr.  Edward  C.  O’Bryan,  Jr. 
Dr.  Emmett  M.  Lunceford,  Jr. 


9 Medical  Court 
University  Hospital 
376  West  Palmetto  St. 
2709  Laurel  Street 


Committee  on  Insurance  Program : 

Dr.  Jennings  K.  Owens,  Jr.  Ill  Clyde  Street  Bennettsville 

Committee  on  Accident  Prevention : 


COMMITTEE  ON  MENTAL  HEALTH: 

Dr.  Michael  Holmes  1248  Longstreet  Street  Kingstree  1969-1972  Reappt. 

Dr.  Joseph  J.  Nanarello  610  Pendleton  Street  Greenville  1969-1972  Reappt. 
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Dr.  William  S.  Hall 

S.  C.  State  Hospital 

Columbia 

1969-1972  Reappt. 

Dr.  R.  E.  Mellette,  Jr. 

Medical  University  Hos. 

Charleston 

1970-1973  Reappt. 

Dr.  R.  Bruce  Ford 

Pinewood  Mall 

Spartanburg 

1971-1974 

Dr.  John  W.  Blanton,  Jr. 

275  Calhoun  Street 

Charleston 

1971-1974 

Dr.  Joe  E.  Freed 

Sub-Committee : 

Hall  Psychiatric  Inst. 

Columbia 

1971-1974 

Committee  to  work  with  Government  Agencies  on  Mental  Retardation. 

COMMITTEE  ON  PUBLIC  RELATIONS: 

Dr.  Ralph  P.  Baker 

1307  Hunt  Street 

Newberry 

1969-1972  Reappt. 

Dr.  W.  Wyman  King,  Jr. 

2306  Harrington  Street 

Newberry 

1969-1972 

Dr.  John  M.  Preston 

1221  Gregg  Street 

Columbia 

1969-1972 

Dr.  Joseph  I.  Waring 

80  Barre  Street 

Charleston 

1970-1973  Reappt. 

Dr.  R.  Buck  land  Thomas 

Hall  Psychiatric  Inst. 

Columbia 

1970-1973 

Dr.  H.  Biemann  Othersen,  Jr. 

Medical  University  Hos. 

Charleston 

1971-1974  Reappt. 

Dr.  Lane  E.  Mays 

COMMITTEE  ON  INDUSTRIAL 

N.  First  Street 

MEDICINE: 

Seneca 

1971-1974 

Dr.  J.  Hal  Jameson 

P.  O.  Box  552 

Easley 

1969-1972  Reappt. 

Dr.  David  W.  Baxley,  Jr. 

1428  Meeting  Street  Rd. 

Charleston 

1969-1972 

Dr.  William  J.  Goudelock 

801  North  A.  Street 

Easley 

1969-1972 

Dr.  H.  Leon  Poole 

324  St.  John  Street 

Spartanburg 

1970-1973  Reappt. 

Dr.  Allen  R.  Slone 

Sonoco  Products  Co. 

Hartsville 

1970-1973  Reappt. 

Dr.  Harold  II.  Jeter,  Jr. 

408  S.  Coit  Street 

Florence 

1971-1974 

Dr.  James  F.  Dusenberry,  Jr. 

Oconee  County  Hospital 

Seneca 

1971-1974 

COMMITTEE  ON  MATERNAL  HEALTH: 


Dr.  Herbert  M.  Black 
Dr.  Harrison  Peeples 
Dr.  Edward  J.  (Bill)  Dennis 
Dr.  Philip  P.  Claytor 
Dr.  Richard  Y.  Wescoat 
Dr.  Boyce  G.  Tollison 
Dr.  Heyward  Hudson 


1433  Gregg  Street 

Medical  Univ.  Hosp. 
1616  Jackson  St. 
1010  Woodland  Dr. 
Medical  Center 
3017  Augusta  Rd. 


Dr.  Hilla  Sheriff  (State  Board  of  Health) 


Columbia 

1969-1972  (OBG)  Reappt 

Estill 

1969-1972  (GP)  Reappt. 

Charleston 

(OBG) 

Barnwell 

1970-1973  (GP) 

Lancaster 

1970-1973  (GP) 

Easley 

1971-1974  (GP) 

Greenville 

Columbia 

1970-1973  (OBG) 

COMMITTEE  ON  INFANT  AND  CHILD  HEALTH: 


Dr.  Preston  II.  Edwards 

N.  Limestone  St. 

Gaffney 

1969-1972  (GP) 

Dr.  Jack  W.  Rhodes 

1243  Savannah  Hwy 

Charleston 

1969-1972  (Ped)  Rpt. 

Dr.  Girard  C.  Rippy,  Jr. 

1215  N.  Fant  St. 

Anderson 

1969-1972  (OBG)  Rpt. 

Dr.  Stanton  L.  Collins 

907  Burroughs  St. 

Conway 

1970-1973  (OBG) 

Dr.  David  C.  McLean 

248  S.  Irby  St. 

Florence 

1970-1973  (PED) 

Dr.  J.  Richard  Sosnowski 

231  Calhoun  St. 

Charleston 

1971-1974  (GYN) 

Dr.  William  II.  Lee 

210  N.  Pine  St. 

Seneca 

1971-1974  (PED) 

Dr.  James  Thrailkill 

34  Foundry  Hill  Rd. 

Cheraw 

1971-1974  (GP) 

Dr.  David  G.  Askins,  Jr.  1115  N.  Main  St. 

Dr.  Hilla  Sheriff  (State  Board  of  Health) 

Sub-Committee : Committee  on  School  Health 

Marion 

Columbia 

1971-1974  (GP) 

MEMORIAL  COMMITTEE: 

Dr.  Robert  W.  Patton 
Dr.  Buford  S.  Chappell 
Dr.  J.  Decherd  Guess 


1169  Oakland  Ave. 
2011  Hampton  St. 
200  E.  North  St. 


Rock  Hill  1969-1972 
Columbia  1970-1973 
Greenville  1971-1974 


September,  1971 
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COMMITTEE  ON  HISTORICAL  MEDICINE: 

Dr.  Leon  Banov,  Jr.  104^4  Rutledge  Ave. 

Dr.  Chapman  Milling  1515  Bull  St. 

Dr.  Julian  P.  Price  248  S.  Irby  St. 


COMMITTEE  ON  CONSTITUTION  AND  BY-LAWS: 


Dr.  Kenneth  N.  Owens 
Dr.  Halsted  M.  Stone 
Dr.  Joseph  D.  Thomas 
Dr.  William  H.  Hunter 
Dr.  J.  Gavin  Appleby 
Dr.  W.  Carl  Walsh,  Jr. 
Dr.  Louie  B.  Jenkins 


148  Waterloo  St.  SW 
139  Church  St. 

546  S.  Palmetto  Ave. 
217  Pendleton  St. 

202  Gavin  St. 
Doctor’s  Clinic 
42  Gadsden  St. 


Charleston  1970-1973  Rpt. 
Columbia  1970-1973 
Florence  1971-1974 


Aiken 

Chester 

Denmark 

Clemson 

St.  George 

Easley 

Charleston 


1969-1972 

1969-1972 

1969- 1972 

1970- 1973  Rpt. 

1970- 1973  Rpt. 

1971- 1974  Rpt. 
1971-1974 


MEDIATION  COMMITTEE: 

Dr.  Robert  S.  Solomon 
Dr.  Guy  C.  Heyl,  Jr. 

Dr.  Ralph  P.  Baker 
Dr.  William  J.  Bannen,  Jr. 

Dr.  Max  A.  Culp 
Dr.  James  S.  Garner 
Dr.  Marion  Davis 
Dr.  John  W.  Rlieney,  Jr. 

Dr.  W.  A.  Wallace 


(Elected  by  SCMA  House  of  Delegates;  3-year  terms) 


Altman  St.,  Moncks  Corner 

1st  Dis. 

1969-1972  Rpt. 

525  Richland  Ave.,  W.,  Aiken 

2nd 

1970-1973 

1307  Hunt  St.,  Newberry 

3rd 

1971-1974 

304  S.  Main  St.,  Simpsonville 

4th 

1969-1972 

101  Allison  St.,  Fort  Mill 

5th 

1970-1973  Rpt. 

110  E.  Proctor  St.,  Mullins 

6th 

1971-1974 

E.  Rigby  St.,  Manning 

7th 

1969-1972  Rpt. 

620  Carolina,  NE,  Orangeburg 

8th 

1970-1973  Rpt. 

251  Pine  St.,  Spartanburg 

9th 

1971-1974  Rpt, 

BENEVOLENCE  FUND  COMMITTEE:  (Elected  by 

Dr.  Ripon  W.  LaRoche  306  Laurens  St. 

Dr.  V.  Wells  Brabham,  Jr.  930  Holly  St.,  NE 

Dr.  Clay  W.  Evatt,  Jr.  91  Rutledge  Ave. 


SCMA  House  of  Delegates:  3-year  terms) 

Camden  1969-1972  Rpt. 

Orangeburg  1970-1973  Rpt. 

Charleston  1971-1974  Rpt. 


STATE  BOARD  OF  NURSING  EXAMINERS  (Appointed  by  Governor)  5-year  appointments 

Dr.  J.  Richard  Allions  1513  Gregg  Street  Columbia  1968-1973 

Dr.  Charles  R.  Holmes  1840  Hampton  Street  Columbia  1967-1972 


HOSPITAL  ADVISORY  COUNCIL  TO  THE  STATE  BOARD  OF  HEALTH 

(Appointed  by  Governor)  4-year  appointments.) 

Dr.  Henry  C.  Robertson,  Jr.  168  Rutledge  Ave.  Charleston  1969-1972 

Dr.  Cyril  O.  Spann  2226  Hampton  Street  Columbia  1970-1974 

Dr.  B.  J.  Workman,  Sr.  246  Pearson  Street  Woodruff  1971-1974  Reappt. 


MEDICAL  ADVISORY  BOARD  OF  THE  SOUTH  CAROLINA  INDUSTRIAL 
COMMISSION  (2-year  term) 

Pathologists : 

Dr.  Edward  E.  McKee,  Medical  University,  Charleston,  S.  C.  29401 
Dr.  Hunter  W.  May,  Self  Memorial  Hospital,  Greenwood,  S.  C.  29646 
Dr.  James  Greiner,  McLeod  Infirmary,  Florence,  S.  C.  29501 

Radiologists : 

Dr.  Hyman  H.  Addlestone,  St.  Francis  Xavier  Hospital,  Charleston,  S.  C.  29401 
Dr.  J.  Harvey  Atwill,  Jr.,  550  Carolina  Avenue,  Orangeburg,  S.  C.  29115 
Dr.  Rupert  E.  Hodges,  General  Hospital,  Spartanburg,  S.  C.  29303 

Medical  Doctors : 

Dr.  Waitus  O.  Tanner,  1412  Barnwell  St.,  Columbia,  S.  C.  29201 

Dr.  William  W.  Edwards,  601-B  Arlington  Avenue,  Greenville,  S.  C.  29601 
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Dr.  C.  Tucker  Weston,  1410  Barnwell  St.,  Columbia,  S.  C.  29201 


Member  at  Large : 

Dr.  Shepard  N.  Dunn,  1520  Laurel  St.,  Columbia,  S.  C.  29201 


STATE  BOARD  OF  MEDICAL  EXAMINERS  OF  SOUTH  CAROLINA 


(appointed  by  Governor)  4-year  appointments 


Dr.  A.  Richard  Johnston 
Dr.  Kirby  D.  Shealv 
Dr.  William  P.  Turner 
Dr.  Charles  N.  Wyatt 
Dr.  Roderick  Macdonald 
Dr.  Harold  S.  Gilmore 
Dr.  Harold  E.  Jervey,  Jr. 
Dr.  William  0.  Wlietsell 


210  Parler  Avenue 
1419  Blanding  St. 
218  North  Main  St. 
301  Coffee  Street 
330  E.  Main  St. 

1515  Bull  Street 
857  Holly  St.,  NE 


St.  George 

Columbia 

Greenwood 

Greenville 

Rock  Hill 

Nichols 

Columbia 


1st  Dis. 

2nd  Dis. 

3rd  Dis. 

4th  Dis. 

5th  Dis. 

6th  Dis. 

Member  at  Large 


Orangeburg  Member  at  Large 


April 

April 

April 

April 

April 

April 

April 

April 


TUBERCULOSIS  CONTROL  ADVISORY  COMMITTEE:  (State  Board  of 
Health)  2-year  appointment  by  Governor 

Dr.  E.  Alex  Ileise  108  N.  Magnolia  Street  Sumter 


1973  Reappt. 
1975  Reappt. 

1973  Reappt. 

1974  Reappt. 

1975  Reappt. 
1972  Reappt. 
1972  Reappt. 
1974  Reappt. 


1970-1972 


ACTIVE  COMMITTEES  — APPOINTED  BY  COUNCIL  — 1971-1972 
Investment  Committee 

Dr.  Howard  Stokes 
Dr.  Harvey  Atwill 
Dr.  Harold  P.  Hope 
Dr.  Harrison  Peeples 
Dr.  John  P.  Booker 
Mr.  M.  L.  Meadors — Ex  Officio 


Advisory  Committee  to  SCALPEL 

Dr.  Harvey  Atwill 
Dr.  Joel  W.  Wyman 
Dr.  Howard  Stokes 


161  W.  Cheves  St.,  Florence  29501 
550  Caroline  Avenue,  N.E.,  Orangeburg  29115 
429  E.  Main  Street,  Union,  S.  C.  29379 
Estill,  29918 

Medical  Center,  Wallialla  29691 
113  N.  Coit  St.,  Florence  29501 

550  Carolina  Avenue,  N.E.,  Orangeburg  29115 
309  Greenville,  Anderson  29621 
161  W.  Cheves  St.,  Florence  29501 


Ad  hoc  Committee  on  Organ  Transplants  (Appointed  by  Dr.  Eaddv)  Voted  by 
Council,  May  1968,  to  be  on  a permanent  basis 
Dr.  Dan  W.  Ellis  Medical  University  Hospital,  Charleston 

Dr.  Curtis  P.  Artz  Medical  University  Hospital,  Charleston 

Dr.  Arthur  V.  Williams  Medical  University  Hospital,  Charleston 

Dr.  Pete  C.  Gazes  Medical  University  Hospital,  Charleston 

Dr.  II.  Biemann  Othersen,  Jr.  Medical  University  Hospital,  Charleston 

Committee  to  serve  with  Pharmaceutical  Members  on  Category  of  Illnesses  and  Drugs 

Dr.  Robert  Brownlee  Greenville 

Dr.  Berryman  E.  (Ted)  Coggeshall  Cheraw 

Dr.  Ira  B.  Horton  Orangeburg 

Dr.  Lawrence  B.  Jowers  Columbia 

Dr.  John  D.  Gilland  Conway 

Dr.  Harrison  Peeples  Estill 


SUB  COMMITTEE  ADVISORY  COMMITTEE  TO  WOMAN’S  AUXILIARY: 


Dr.  Thomas  Parker 

Dr.  William  P.  Turner 

Dr.  J.  Ray  Ivester 

Dr.  John  P.  Booker 

Mr.  M.  L.  Meadors,  Ex  Officio 


Greenville 

Greenwood 

Charleston 

Walhalla 

Florence 


September,  1971 
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Hypersensitivity 
to  penicillin 
is  a good  reason 
to  consider 
Lincocin 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
^-hemolytic  streptococcal 
infections,  treatment  should 
continue  for  at  least  10  days. 

Studies  indicate  that 
Lincocin  does  not  share 
tntigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 
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So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


(lincomycin  hydrochloride, 
Upjohn) 
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(lincomycin  hydrochloride,  Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci, pneumococci,  and  staphylococci 


Each  Lincomycin  hydro- 

preparation  chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

‘Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

•Contains  also:  Benzyl  Alcohol  9 mg.;  and. 
Water  for  Injection— q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  /3-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal-Glossitis, stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
Liver— Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular  — Instances  of  hypoten- 
sion following  parenteral  administration 
have  been  reported,  particularly  after  too 
rapid  I.V.  administration.  Rare  instances 
of  cardiopulmonary  arrest  have  been  re- 
ported after  too  rapid  I.V.  administration. 
If  4.0  grams  or  more  administered  I.V., 
dilute  in  500  ml.  of  fluid  and  administer 
no  faster  than  100  ml.  per  hour.  Local 
reactions—  Excellent  local  tolerance  dem- 
onstrated to  intramuscularly  administered 
Lincocin.  Reports  of  pain  following  in- 
jection have  been  infrequent.  Intrave- 
nous administration  of  Lincocin  in  250 
to  500  ml.  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg.  and  500  mg. 
Capsules— bottles  of  24  and  100. 

Sterile  Solution,  300  mg.  per  mi— 2 and 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 mi— 60  ml.  and  pint 
bottles. 


For  additional  product  information,  con- 
sult the  package  insert  or  see  your  Upjohn 
representative. 

JA71-1203  MED  B-5-SR  (KZL-6) 


The  Upjohn  Company 
Kalamazoo 
Michigan  49001 


Upjohn 


PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 


WILLINGWAY 


311  Jones  Mill  Road 
Statesboro,  Georgia 


Telephone : 
(912)  764-6236 


LONG  TERM  THERAPY  OF  DRUG  DEPENDENCY  CONDITIONS 

Willingway  Hospital  is  a new  facility,  the  first  complete  hospital  to  be  constructed 
under  the  Georgia  Hospital  Rules  and  Regulations,  revision  m November  24,  1969, 
authorizing  residential  type  units. 

Located  at  the  city  limits  in  east  Statesboro  on  an  eleven  acre  tract  of  woodland 
in  a quiet,  secluded  area  containing  a lake,  the  single  story,  multi-level  hospital 
consists  of  a detoxification  section  and  a residential  care  section.  The  detoxification 
unit  is  equipped  and  staffed  for  the  withdrawal  treatment  of  any  type  of  intoxica- 
tion including  alcohol,  narcotics,  sedatives,  tranquilizers  and  other  drugs  or 
combinations. 

The  residential  care  unit  is  composed  of  26  private  rooms  with  private  baths 
convenient  to  a comfortable  lounge  and  arranged  to  achieve  an  intimate  home-like 
atmosphere.  All  living  units  are  individually  decorated  and  furnished.  No  two  are 
alike.  Wall  to  wall  carpet  throughout. 

There  is  a large  day  room,  inside  and  outside  patios,  a dining  room  where  home 
cooked  meals  are  served,  a library  and  conference  rooms.  The  building  is  all 
electric,  completely  air  conditioned  with  individual  controls,  and  is  protected  by  a 
modem  sprinkler  system  in  all  areas. 

Male  and  female  patients  are  admitted  to  the  detoxification  unit  for  withdrawal. 
When  this  phase  is  completed,  they  are  transferred  to  the  residential  care  unit  for 
continuation  of  rehabilitative  therapy. 

The  Willingway  treatment  program  operated  successfully  at  another  location  in 
Statesboro  for  four  years  before  moving  to  the  new  facility. 

Requirements  for  admission.  To  be  admitted  all  new  patients  must  agree  to  the 
following: 


Incoming  and  outgoing  mail  is  not  restricted.  Mail  is  not  read  or  censored.  No  one 
is  admitted  for  detoxification  only. 

For  rates  and  information  write  to: 


1.  Stay  28  days. 

2.  No  telephone  calls. 

3.  No  visitors. 

4.  No  automobiles 

5.  Pay  for  28-day  program  at  time  of  admission. 


WILLINGWAY 
P.  O.  Box  508 
Statesboro,  Ga.  30458 


John  Mooney,  Jr.,  M.  D. 
Medical  Director 


Mrs.  Dorothy  R.  Mooney 
Administrator 


Member  Georgia  Hospital  Association 


SUB  COMMITTEE  ADVISORY  COMMITTEE  TO  THE  S.  C.  VOCATIONAL 


REHABILITATION  DEPARTMENT 


General  Surgery 
Otolaryngology 
Psychiatry 
Anesthesiology 
General  Practice 
Internal  Medicine 
Orthopedics 
Urology 

General  Surgery 
Internal  Medicine 
Neurology 
Ophthalmology 
State  Health  Officer 
State  Medical  Consultant 
Chairman 


Dr.  Harry  J.  Metropol,  Columbia 
Dr.  A.  Frank  Weir,  Jr.,  Spartanburg 
Dr.  Robert  N.  Milling,  Columbia 
Dr.  Elgar  P.  Ellis,  Jr.,  Anderson 
Dr.  Malcolm  L.  Marion,  Chester 
Dr.  Peter  C.  Gazes,  Charleston 
Dr.  Francis  II.  Gay,  Columbia 
Dr.  Charlton  P.  Armstrong,  Greenville 
Dr.  J.  Ivilgo  Webb,  Greenville 
Dr.  Richard  M.  Christian,  Greenwood 
Dr.  Luther  C.  Martin,  Charleston 
Dr.  J.  Howard  Stokes,  Florence 
Dr.  E.  Kenneth  Aycock,  Columbia 
Dr.  Ben  N.  Miller,  Columbia 


Term 

Term 

Term 

Term 

Term 

Term 

Term 

Term 

Term 

Term 

Term 

Term 


expires 

expires 

expires 

expires 

expires 

expires 

expires 

expires 

expires 

expires 

expires 

expires 


May  1974  Reappt 
May  1974 
May  1974  Reappt 
May  1972 
May  1972 
May  1972 
May  1972 
May  1972 
May  1973 
May  1973 
May  1973 
May  1973 


1971-1972  Peer  Review 

District  1 
District  2 
District  3 
District  4 
District  5 
District  6 
District  7 
District  8 
District  9 


Committee : 

— Dr.  Thomas  W.  Messervy,  Summerville  29483 
— Dr.  Paul  T.  Hopkins,  Columbia  29201 
— Dr.  E.  Mims  Mobley,  Greenwood  29646 
— Dr.  Henry  G.  Howe,  Jr.,  Greenville  29601 
— Dr.  Allen  P.  Jeter,  Winnsboro  29180 
— Dr.  Edward  L.  Proctor,  Conway  29526 
— Dr.  Wallis  D.  Cone,  Sumter  29150 
— Dr.  James  II.  Gressette,  Orangeburg  29115 
— Dr.  Michael  F.  Patton,  Spartanburg  29303 
— Dr.  J.  Anthony  White,  Easley  29640 


Committee  to  negotiate  a “Fee  for 

Ob-GYN  Society 
Surgical  Society 

Ophthalmology  & Otolaryngology 
Society 
Psychiatry 
Radiology 
Internal  Medicine 
A.A.G.P. 

Pediatrics 

Orthopedics 

Urology 

Pathology 

Anesthesiologists 


Service”  Policy  with  The  Blue  Shield  Corporation 

Dr.  M.  Tucker  Lafitte,  Jr.,  Columbia  29201 
Dr.  Daniel  W.  Davis,  Jr.,  Columbia  29204 

Dr.  Joseph  B.  Workman,  Jr.,  Columbia  29202 

Dr.  Iverson  O.  Brownell,  Greenville  29601 

Dr.  Stephen  E.  Puckette,  Jr.,  Summerville  29483 

Dr.  Charles  R.  Holmes,  Columbia  29201 

Dr.  Ilalsted  Stone,  Chester  29706 

Dr.  John  Rheney,  Jr.,  Orangeburg  29115 

Dr.  John  Keith,  Spartanburg  29303 

Dr.  Jack  Evans,  Spartanburg  29303 

Dr.  Christopher  II.  Magruder,  Greenwood  29646 

Dr.  Rice  R.  Holcombe,  Columbia  29204 


COURSE  IN  PULMONARY  PHYSIOLOGY 
AND  PULMONARY  LUNCTION 

VA  Hospital,  Charleston 
October  11-15,  1971 
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if  skin  is  infected, 
or  open  to  infection... 

choose  the  topieals 
that  give  your  patient- 


^ broad  antibacterial  activity  against 
susceptible  skin  invaders 
*£  lowallergenic  risk— prompt  clinical  response 


Special  Petrolatum  Base 

?SC(  )SP(  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

\anishing  Cream  Base 

Neosporinf-G  ( 'ream 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base);  a 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methylparaben  as  preservative. 

In  tubes  of  15  g. 


NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PM L.  % 
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When  irritable  colon  feels  like  this 


.in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 

D belladonna  alkaloids— for  the  hyperactive  bowel 
D simethicone— for  accompanying  distension  and  pain  due  to  gas 
D phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED" 

antispasmodic/sedative/antiflatulent 


PARTICIPATING 

PHARMACY 


Blue  Cross 

OF  SOUTH  CAROLINA 

PRESCRIPTION  DRUG 
PROGRAM 


wmm 
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THE  SEAL  OF  SERVICE 

Look  for  this  seal  in  your 
neighborhood  pharmacy. 

Appearing  in  as  many  as  400  Local  Drugstores  in 
42  Counties  of  South  Carolina.  For  members  of 
groups  with  Out-Of-Hospital  Prescription 
Drug  benefits.  Blue  Cross  will  pay  the  drugstore 
directly.  Simply  present  your  Prescription  Drug 
ID  Card  to  your  nearest  participating  Pharmacy. 

Ask  us  about  this  new  service. 


Dr.  J.  Capers  Hiott  has  announced  the 
opening  of  an  office  at  764  West  Liberty 
Street  in  Sumter,  with  practice  limited  to 
Ears,  Nose  and  Throat  and  Head  and  Neck 
surgery.  Dr.  Iliott  is  originally  from  St. 
Matthews  and  is  a graduate  of  the  Medical 
University  of  South  Carolina.  Dr.  Ben 
Thrailkill  of  Hemingway  has  been  appointed 
to  the  Regional  Health  Advisory  Committee 
of  the  Department  of  Health,  Education  and 
Welfare.  Dr.  J.  M.  Bennett,  Jr.  announced 
the  opening  of  his  office  for  the  practice  of 
medicine  and  surgery.  The  office  will  be 
located  on  Highway  278,  north  of  Ridgeland. 

Dr.  William  B.  Gamble,  Jr.,  Charleston 
pediatrician,  has  joined  the  State  Board  of 
Health  staff  and  will  become  a district  medi- 
cal director  after  a year  of  graduate  study 
in  public  health.  Dr.  Ira  Barth  of  Marion, 
Dr.  Harold  Jeter  of'  Florence  and  Dr.  James 
Garner  of  Mullins  have  fulfilled  the  require- 
ments for  the  Physicians  Recognition  Award 
in  Continuing  Medical  Education.  Dr.  James 
H.  Herlong  has  joined  Drs.  Barron,  Fairey, 
Slocum  and  Miller  in  the  practice  of  urol- 
ogy and  urological  surgery  in  Columbia. 
Dr.  Herlong,  a native  of  Rock  Hill,  gradu- 
ated from  the  University  of  Pennsylvania 
School  of  Medicine. 

Dr.  Richard  W.  Boette  has  opened  an 
office  at  2009  Hampton  Street  in  Columbia 
for  the  practice  of  pediatrics.  A 1966  gradu- 
ate of  the  Medical  University  of  South  Caro- 
lina, Dr.  Boette  recently  completed  his  resi- 
dency in  pediatrics  at  Columbia  Hospital. 
Dr.  William  James  Fravel  will  be  associated 
with  Dr.  Cantey  Haile,  Jr.  in  the  practice  of 
otolaryngology  at  1707  Brabham  Avenue  in 
Columbia.  Dr.  Fravel  graduated  from  the 
Cincinnati  College  of  Medicine  in  1963  and 
completed  his  residencies  in  the  U.  S.  Army. 

Dr.  Walter  G.  Edwards  has  entered  the 
practice  of  internal  medicine  and  Nephrol- 


ogy in  association  with  Drs.  Irvin,  Saunders, 
Hair  and  Fishbourne  at  the  Columbia  Clinic. 
Dr.  Edwards  is  a native  of  Columbia  and 
received  his  M.  D.  from  the  Medical  Univer- 
sity of  South  Carolina.  He  completed  a four 
year  residency  in  internal  medicine,  serving 
one  year  as  a research  fellow  in  nephrology 
at  the  Mayo  Clinic  in  Rochester,  Minnesota, 
and  received  his  M.  S.  degree  in  Medicine 
from  the  University  of  Minnesota. 

Dr.  Robert  G.  Mahon,  Jr.  has  opened  his 
office  at  the  Greenville  Medical  Center,  24 
Vardry  Street,  with  practice  limited  to  dis- 
eases of  ear,  nose  and  throat  and  surgery  of 
the  head  and  neck.  Dr.  Mahon  received  a 
fellowship  in  otopathology  at  Baylor  Uni- 
versity’s College  of  Medicine  in  Houston  and 
has  served  as  resident  in  general  surgery 
and  otolaryngology  at  the  Medical  Univer- 
sity of  South  Carolina.  Dr.  Jorge  Gomez, 
who  has  served  as  chief  surgeon  at  Barnwell 
County  Hospital  for  the  past  year,  has  re- 
signed to  accept  a post  in  Detroit. 

Dr.  Lewis  N.  Terry,  Jr.  has  begun  the 
practice  of  radiation  therapy  and  oncology 
at  Greenville  General  Hospital.  Dr.  Terry, 
formerly  of  Spartanburg,  graduated  from 
Duke  University  Medical  School.  Dr.  Charles 
R.  May,  III  has  returned  to  Bennettsville 
and  has  begun  the  practice  of  anesthesiology. 
Dr.  May  graduated  from  the  Medical  Univer- 
sity in  1962  and  entered  general  practice  in 
Bennettsville  in  1966.  Dr.  William  H.  Davis 
recently  established  a private  practice  of 
urology  on  79tli  Avenue  in  Myrtle  Beach.  Dr. 
Davis  is  a graduate  of  Bowman  Gray  School 
of  Medicine.  Dr.  William  J.  Westerkam  has 
joined  Dr.  Julian  P.  Price  and  Dr.  David 
C.  McLean  in  the  practice  of  pediatrics  in 
Florence. 

The  Councilor  from  the  state  of  South 
Carolina  to  the  Southern  Medical  Associa- 
tion is  Dr.  Edward  J.  Dennis  of  Charleston. 
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SUSPENSION,  500  mg  per  5 cc 


You’ll  rely  on  MINTEZOL  (Thiabendazole, 
MSD)  often  for  pinworm  disease.  Not  just 
because  that’s  a very  common  helmin- 
thic infestation,  but  because  MINTEZOL 
has  such  a high  degree  of  efficacy. 
MINTEZOL  also  provides  an  unusually 
wide  range  of  action— against  thread- 
worm, hookworm,  whipworm,  and  large 
roundworm  disease.  This  broad  spectrum 
of  activity  makes  it  particularly  effec- 
tive in  these  mixed  worm  infestations. 
MINTEZOL  isn’t  a dye.  So  you  won’t  hear 
complaints  about  stained  teeth,  cloth- 
ing, or  bed  linen.  The  most  frequently 
occurring  side  effects  have  been  ano- 
rexia, nausea,  vomiting,  and  dizziness. 


- 


- Contraindications:  History  of  hypersensitivity 
j to  thiabendazole. 

• Warnings:  May  impair  alertness;  operation  of 
i automobiles  and  other  activities  made  hazard- 
ous by  diminished  alertness  should  be  avoided. 
J If  hypersensitivity  reactions  occur,  drug  should 
I be  discontinued  immediately  and  not  resumed; 
erythema  multiforme,  including  Stevens- 
Johnson  syndrome  (with  a fatal  case),  has  been 
associated  with  thiabendazole  therapy  in  chil- 
I dren.  Safe  use  in  pregnancy  or  lactation  has 
not  been  established. 

Precautions:  Since  thiabendazole  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidneys, 
i hepatic  and  renal  function  should  be  carefully 
monitored  in  patients  with  dysfunction  of 
these  organs. 

Adverse  Reactions:  Frequently  encountered 
are  anorexia,  nausea,  vomiting,  and  dizziness. 
Less  frequently,  diarrhea,  epigastric  distress, 


pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus, 
collapse,  abnormal  sensation  in  eyes,  blurring 
of  vision,  hyperirritability,  numbness,  hyper- 
glycemia, xanthopsia,  enuresis,  perianal  rash, 
cholestasis  and  parenchymal  liver  damage, 
hypotension,  and  a transitory  rise  in  cephalin 
flocculation  and  SGOT.  Hypersensitivity  reac- 
tions include:  fever,  facial  flush,  chills,  con- 
junctival injection,  angioedema,  anaphylaxis, 
skin  rashes,  erythema  multiforme  (including 
Stevens-Johnson  syndrome),  and  lymphade- 
nopathy.  Appearance  of  live  Ascaris  in  the 
mouth  and  nose  has  been  reported  on  rare 
occasions. 

Some  patients  may  excrete  a metabolite  which 
imparts  an  odor  to  urine,  much  like  that  which 
occurs  after  ingestion  of  asparagus.  Crystal- 
luria  without  hematuria  has  been  reported  on 
occasion,  but  has  promptly  subsided  with  dis- 


continuation of  therapy;  while  the  etiologic 
role  of  thiabendazole  has  not  been  established, 
the  possibility  of  crystalluria  should  be  kept 
in  mind.  Transient  leukopenia  has  been  re- 
ported in  a few  patients,  but  the  cause  and 
effect  relationship  in  these  cases  has  not 
been  established. 

NOTE:  In  children  weighing  less  than  30 
pounds,  clinical  experience  with  thiabendazole 
for  treatment  of  intestinal  parasitosis  has 
been  limited.  Thus,  the  benefits  of  this  therapy 
should  be  weighed  against  the  possibility  of 
adverse  reactions. 

Supplied:  Suspension,  containing  500  mg  per 
5 cc,  in  bottles  of  120  cc. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  the  Direction  Circular.  Merck 
Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc.. 
West  Point.  Pa.  19486 


MSD  MERCK  SHARP  & DOHME 


The  Associate  Councilors  are:  Charlton  P. 
Armstrong  of  Greenville,  James  E.  Bell,  Jr. 
of  Sumter,  James  B.  Berry,  Jr.  of  Marion, 


Lawrence  L.  Hester,  Jr.  of  Charleston  and 
Jennings  K.  Owens,  Jr.  of  Bennettsville. 


E.  Kenneth  Aycock,  M.D.,  M.P.H. 
Secretary  and  State  Health  Officer 

STATE  BOARD  OF  HEALTH  NEWS 


The  Bureau  of  Laboratory  Services  and 
Research  of  the  South  Carolina  State  Board 
of  Health  has  been  awarded  a grant  of  $32- 
470.00  by  the  South  Carolina  Regional  Medi- 
cal Program  to  provide  laboratory  refresher 
courses  for  technologists  and  technicians  in 
South  Carolina.  We  have  found  that  it  is 
difficult  for  many  of  the  smaller  hospitals  in 
the  State  to  send  a laboratorian  to  our  Central 
Laboratory  in  Columbia  for  training  because 
of  lack  of  finances  or  lack  of  sufficient  per- 
sonnel to  cover  the  laboratory  during  their 
absence.  The  Bureau  will  use  a van  to  carry 
laboratory  equipment  to  various  sections  of 
South  Carolina  and  conduct  the  courses  there. 

Dr.  Anne  Reddick,  Director  of  Personal 
Health  Laboratories,  Bureau  of  Laboratory 
Services  and  Research,  has  been  certified  as  a 
“Specialist  Microbiologist”  by  the  American 
Academy  of  Microbiology.  Dr.  Reddick  is  the 
fourth  member  of  the  laboratory  staff  to  re- 
ceive this  distinction. 

Dr.  Arthur  F.  DiSalvo  presented  a paper  on 
the  “Fungicidal  Properties  of  a Plant  Extract” 
to  the  International  Society  of  Human  and 
Animal  Mycology  in  Paris,  France,  July  1971. 

State  Government  Responsibility  For 
Drug  Control  Now  Divided 

From  1898  to  1971  the  State  Board  of  Health 
has  been  assigned  primary  responsibility  for 


enforcing  the  drug  laws  of  South  Carolina.  In 
1969  the  State  Department  of  Mental  Health 
was  given  jurisdiction  over  State  Facilities  for 
the  treatment  of  drug  addicts. 

Act  445  of  the  General  Assembly  effective 
June  17,  1971  has  made  a further  division  of 
State  responsibilities  for  drug  abuse  control.  A 
narcotics  and  controlled  substances  section 
has  been  established  in  the  State  Planning 
and  Grants  Division,  headed  by  a Commis- 
sioner, with  full  responsibility  of  formulating, 
coordinating  and  administering  a State  plan 
for  controlling  drugs.  The  Act  assigns  con- 
trolled drugs  to  five  schedules.  The  State 
Board  of  Plealth  is  empowered  to  change  the 
schedules  between  sessions  of  the  General 
Assembly.  The  Act  requires  all  persons  who 
manufacture,  distribute,  conduct  research 
with,  or  dispense  controlled  substances  to 
register  with  the  State  Board  of  Health.  The 
Act  defines  dispensing  as  including  pre- 
scribing and  administering  controlled  sub- 
stances. The  State  Board  of  Health  is  given 
primary  responsibility  for  making  account- 
ability audits  of  the  supply  and  inventory  of 
controlled  substances  in  the  possession  of  phar- 
macists, doctors,  hospitals,  health  care  facili- 
ties and  other  persons  authorized  by  law  to 
possess  controlled  drugs.  The  Board  is  to 
designate  persons  holding  a degree  in  phar- 
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macy  to  serve  as  drug  inspectors.  All  practi- 
tioners and  registrants  who  manufacture,  dis- 
pense or  distribute  controlled  substances  are 
to  be  inspected  within  one  year.  The  Act 
directs  the  South  Carolina  Law  Enforcement 
Division  to  establish  a Department  of  Nar- 
cotics and  Dangerous  Drugs  which  shall  be 
primarily  responsible  for  the  enforcement  of 
all  laws  pertaining  to  illicit  traffic  in  con- 
trolled drugs. 

Copies  of  Act  445  and  further  information 
about  registration,  order  forms,  records,  drug 
schedules,  and  prescriptions  are  available  from 
the  Division  of  Narcotic  and  Drug  Control  of 
the  State  Board  of  Health.  In  general,  the 
State  law  is  designed  to  parallel  the  Federal 
law  so  that  a South  Carolina  physician  who  is 
registered  with  the  State  Board  of  Health  and 
is  in  compliance  with  Federal  drug  laws  will 
also  be  in  compliance  with  the  State  law. 


Training  Course 

The  Center  for  Disease  Control,  Atlanta, 
Georgia,  and  the  Bureau  of  Laboratory  Ser- 
vices and  Research,  S.  C.  State  Board  of 
Health  will  present  a training  course  in  Medi- 
cal Mycobac-teriology  at  the  S.  C.  State  Board 
of  Health  during  the  week  of  October  18-22, 
1971.  The  course  is  open  to  all  medical  tech- 
nologists of  the  State  who  already  have  formal 
training  in  general  bacteriological  techniques. 
There  is  no  charge  for  the  course;  however, 
participants  will  be  responsible  for  their  own 
travel  and  lodging.  For  further  information, 
contact  Susan  Cheatham,  Training  Unit, 
Bureau  of  Laboratory  Services  and  Research, 
S.  C.  State  Board  of  Health. 


SOUTH  CAROLINA  DEPARTMENT 
OF  MENTAL  HEALTH 

William  S.  Hall,  M.  D. 

State  Commissioner  of  Mental  Health 


Camp  Logan,  the  summer  camp  for  emo- 
tionally disturbed  children,  operated  by  the 
South  Carolina  Department  of  Mental  Health, 
concluded  its  third  year  of  operation  in 
August  and  preliminary  reports  indicate 
another  highly  successful  season,  according 
to  Dr.  William  S.  Hall,  State  Commissioner 
of  Mental  Health. 

Fifty  children,  with  moderate  to  mild 
behavioral  problems  referred  to  the  camping 
program  through  the  14  mental  health  centers 
and  clinics  operated  by  the  Department’s 


Division  of  Community  Mental  Health  Ser- 
vices, took  part  in  the  seven-week  camp- 
therapeutic  session. 

Dr.  Raymond  E.  Ackerman,  Deputy  Com- 
missioner of  Community  Mental  Health  Ser- 
vices, exercises  overall  direction  of  the  pro- 
gram. Mr.  and  Mrs.  Brian  Rines  have  served 
as  the  Camp’s  Director  and  Associate  Director 
since  its  first  year. 

In  August,  the  Legislative-Governor’s  Com- 
mittee on  Mental  Health  and  Mental  Re- 
tardation, chaired  by  Senator  James  M.  Wad- 
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dell,  Jr.,  of  Beaufort,  toured  the  facility  and 
voiced  strong  approval  and  support  for  the 
program. 

For  the  past  two  years  the  camp  has  been 
located  just  outside  of  Walhalla  in  a beauti- 
ful mountain  setting  adjacent  to  the  Sumter 
National  Forest.  Two  large  lakes  afford  ideal 
swimming  and  boating  facilities  for  the 
campers. 

Operation  of  the  camp  has  enabled  the  De- 
partment to  mount  a three-pronged  program, 
according  to  Dr.  Ackerman.  The  primary  goal 
remains  the  therapeutic  program  for  the  chil- 
dren, but  in  addition  the  camp  has  been 
utilized  as  a recruitment  tool  to  attract  quali- 
fied persons  into  the  mental  health  profession 
through  pre-career  experience,  and  it  has 
allowed  for  the  development  of  an  in-service 
training  program  for  die  staff  members  of  the 
local  mental  health  centers  and  clinics  who 
also  provide  vital  follow-up  service  with  the 
campers  and  their  families. 

On  arrival  at  camp,  a child  is  assigned  to  a 
group  of  which  he  will  be  a member  through- 
out the  camping  session.  The  basic  treatment 
is  group  oriented.  There  has  been  developed 
a therapy  process  which  combines  some  of 
the  more  salient  features  of  the  dynamic 
therapies  with  those  of  the  more  behaviorally 
oriented.  There  are  three  counselors  assigned 
to  each  group  (two  male  and  one  female). 

Each  Sunday  afternoon  the  group  with 
their  counselors  discuss  and  prepare  on  a 
loosely  structured  form  their  weekly  activities 
“contract”  which  they  must  follow.  If  at  any 
point  during  the  week  it  appears  that  the 
contract  is  about  to  be  broken,  the  counselors 
halt  the  activity  and  a problem-solving  session 
is  called.  This  session  ends  only  when  the 


group  and  counselors,  unanimously,  agree 
that  the  conflict  has  been  resolved  in  such  a 
way  as  to  meet  the  needs  of  everyone  in  the 
group  and,  particularly,  those  whose  behavior 
caused  the  disruption. 

Individual  and  group  conduct  can  earn 
“tokens”  which  can  be  spent  on  Saturdays 
at  the  camp  canteen  for  games,  candy,  etc.,  or 
to  exchange  for  a group  field  trip  or  recrea- 
tional excursion.  Through  such  an  incentive 
program  the  individual  is  made  aware  of  his 
own  behavior  and  how  it  affects  the  group 
and  the  group  is  made  aware  of  their  relation- 
ship and  dependence  on  each  other,  and  with- 
in the  framework  of  the  whole  program. 

“All  things  being  considered  I believe  we 
can  say  that  we  have  had  three  very  im- 
pressive years,”  Dr.  Ackerman  has  noted 
“We  have  expanded  our  programs  to  serve 
the  needs  of  the  mentally  and  emotionally 
disturbed  children  and  we  have  excited  new 
interest  in  creating  additional  programs.” 

Uniquely,  the  camp,  although  operated  by 
the  state  agency,  has  not  cost  South  Carolina 
any  funds.  Dr.  Ackerman  and  his  staff  de- 
signed the  program  as  a demonstration  com- 
munity project  and  thus  made  the  program 
eligible  for  federal  funding. 

The  camp  has  received  excellent  support 
from  the  South  Carolina  Mental  Health  Asso- 
ciation and  its  several  chapters. 

This  year  the  camp  program  was  named 
Camp  Logan  in  honor  of  Mrs.  Myrtis  Logan 
of  Sumter,  who  for  many  years  has  been  a 
tireless  volunteer  worker  and  has  given  much 
of  herself  and  her  funds  to  advance  and  sup- 
port programs  for  children.  The  action  was 
the  unanimous  decision  of  the  South  Carolina 
Mental  Health  Commission. 
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vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


“the  ^Donnatal  ^Effect” 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  teaspoonful  of  elixir  ( 23%  alcohol ) No.  2 Extentab® 


hyoscyamine  sulfate 

0.1037  mg. 

0.1037  mg. 

0.31 1 1 mg. 

atropine  sulfate 

0.0194  mg. 

0.0194  mg. 

0.0582  mg. 

hyoscine  hydrobromide 

0.0065  mg. 

0.0065  mg. 

0.0195  mg. 

phenobarbital 

(warning:  may  be  habit  forming) 

(‘4  gr.)  16.2  mg. 

(h  gr. ) 32.4  mg. 

(34  gr. ) 48.6  mg. 

Brief  summary.  Side  effects:  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may  occur  on  higher 
dosage  levels,  rarely  on  usual  dosage.  Administer  with  caution  to 
patients  with  incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy.  Contraindicated  in  patients  with  acute 
glaucoma,  advanced  renal  or  hepatic  disease  or  a hypersensitivity  to 
any  of  the  ingredients. 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


/Mt^OBINS 


IS  IMPOSSIBLE  TO  EAT. 


30  Capsules 

Allbee  withC 


2 ways  to  provide  a month’s 
therapeutic  supply  of  Vitamin  C: 
180  lemons  or  30  Allbee  with  C 


As  a source  of  ascorbic  acid,  the  lemon  really  hits  a high  C (50  mg.).  But  your  patient  would 
still  have  to  eat  180  lemons  every  month— 6 a day-to  get  a therapeutic  dose.  And  as  the 
calypso  singer  puts  it,  “one  hundred  eighty  lemons  is  impossible  to  eat.’’  Fortunately,  a 
bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily)  supplies  as  much  Vitamin  C 
as  all  those  lemons,  plus  full  therapeutic  amounts  of  the  B-complex  vitamins.  For  example, 
as  much  Be  as  two  pounds  of  corn.  Allbee  with  C is  no  lemon!  This  handy  bottle  of  30 
capsules  gives  your  patient  a month’s  supply  at  a very  reasonable  cost.  Also  the  economy 
size  of  100.  Available  at  pharmacies  on  your  prescription  or  recommendation. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 

/l-H-DOBINS 


LEMON  TREE  SO  VERY  PRETTY 
AND  THE  LEMON  FLOWER  IS  SWEET. 
BUTONE  HUNDRED  EIGHTY  LEMONS. 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate (Vit.  B,)  15  mg 

Riboflavin  (Vit.  B2)  10  mg 

Pyridoxine  hydro- 
chloride (V it.  BJ  5 mg 
Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit.  C)  300  mg 


“BLITZ”  PROVES  EFFECTIVE  PUBLIC  HEALTH  TOOL 


C.  F.  JACOBS,  M.  D., 

CHARLESTON  COUNTY  HEALTH  OFFICER 
LEWIS  S.  ANDERSON,  JR., 

PUBLIC  HEALTH  ADVISOR 
TIMOTHY  W.  GROZA, 

PUBLIC  HEALTH  ADVISOR 


The  effect  of  human  sexual  behavior  on 
venereal  disease  presents  a unique  challenge 
for  those  responsible  for  its  control.  The  prob- 
lem is  amplified  when  disease  occurs  in  areas 
where  treatment  is  not  readily  accessible. 
Such  was  the  case  in  Charleston  County  in 
fiscal  year  1970  when  116  cases  of  infectious 
syphilis  occurred.  This  was  exactly  25  per 
cent  of  the  State’s  total  infectious  syphilis 
reported  for  the  fiscal  year  and  represented 
a 50  per  cent  increase  over  the  previous  three- 
year  average. 

Casefinding  today  is  still  the  most  produc- 
tive means  of  bringing  to  treatment  new 
cases  of  syphilis.  In  South  Carolina  this  duty 
is  performed  by  a team  of  well-trained 
syphilis  epidemiologists.  Unfortunately,  the 
ability  to  perform  adequate  casefinding  is 
directly  proportionate  to  the  availability  of 
casefinders.  In  Charleston  County  the  short- 
age of  manpower  had  affected  our  ability  to 
perform  at  optimum  efficiency  as  the  three- 
year  increase  indicates.  In  an  area  that  was 
understaffed,  short  cuts  were  taken.  The 
confidential  interview  became  an  abbreviated 
discussion  of  the  patient’s  sex  contacts.  The 
“cluster”  concept  of  friends  and  associates’ 
relationship  to  the  index  case  was  minimized; 
the  very  essential  reinterview  became  method- 
ical and  nonproductive.  In  short,  syphilis  was 
propagated  and  endless  hours  of  work 
ensued. 

It  was  easy  to  determine  that  Charleston 
County  needed  a concentrated  epidemiologic 
campaign— or  a “blitz.”  Nothing  about  the 
blitz  is  new,  sophisticated,  or  scientific.  It  is 
simply  a concentrated  application  of  the 
recommended  epidemiologic  procedure— con- 
fidentially interviewing  the  infected  patient, 


contact  tracing,  and  “cluster"  testing.  In  addi- 
tion to  performing  the  above-mentioned  tradi- 
tional techniques,  a specific  objective,  gaining 
new  intelligence  through  the  interview  of 
^negative  contacts  and  suspects,  was  per- 
formed. Since  an  average  of  ten  cases  had 
occurred  each  month  prior  to  the  campaign, 
it  was  believed  that  many  undiagnosed  cases 
were  still  at  large  in  the  syphilis-prone  com- 
munity. 

METHODS 

The  approach  was  a simple  one  but  a brief 
explanation  of  the  cluster  interview  technique 
or  the  “negative  contact  interview”  may  be 
helpful  for  those  not  familiar  with  its  applica- 
tion. After  each  suspect  was  bloodtested  in 
the  venereal  disease  clinic,  a rapid  plasma 
reagin  test  was  performed  on  the  blood  speci- 
men. If  the  suspect’s  blood  was  non-reactive, 
he  was  interviewed.  Initially  the  person  was 
told  he  was  not  infected,  but  had  been  ex- 
amined because  he  had  possibly  been  around 
someone  with  syphilis.  It  was  further  ex- 
plained that  there  was  an  enormous  amount 
of  syphilis  in  the  Charleston  area  and  health 
department  workers  were  talking  to  as  many 
people  as  possible  in  an  attempt  to  locate 
people  who  might  be  infected.  Next,  with  the 
use  of  interview  aid  pictures  of  syphilis,  the 
person  was  given  a detailed  explanation  of  die 
progress  of  untreated  syphilis.  This  served  to 
motivate  the  person  to  talk  and  illustrated  the 
symptoms  of  infectious  syphilis.  He  was  asked 
to  name  his  contacts  for  the  previous  six 
months,  hopefully  naming  some  known  in- 
fected persons  among  his  contacts.  If  he  did, 
he  was  asked  with  whom  each  of  his  contacts 
had  sex.  Locating  information  was  obtained 
on  all  of  the  people  named,  but  only  new 
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when  manhood  ebbs 

iW  So  HaIoWaH  due  to  testicular 
V^l  IO  UvlCiyvU  hormonal  insufficiency 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  10  mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boys  to  avoid  premature  epiphyseal  closure. ..and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2,  5,  and  10  mg. 


Halotestin 

(fluoxymesterone 

Upjohn] 


5 mg. 
tablets 


oral  replacement  with 
parenteral-like  potency 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Upjohn 


Halotestin® 

(fluoxymesterone,  Upjohn) 


Orally  active  androgen  about  5 times  as  potent 
in  anabolic  and  androgenic  activity  as  methyltes- 
tosterone.  Halotestin  (fluoxymesterone)  induces 
significant  retention  of  calcium  and  potassium, 
but  retention  of  sodium  not  marked.  Doses  below 
20  mg.  daily  have  little  effect  in  producing 
creatinuria. 

Indications  Male:  Replacement  therapy  in  tes- 
ticular hormone  deficiency  states.  Prevents  atro- 
phy of  the  accessory  male  sex  organs  following 
castration  for  as  long  as  therapy  is  continued. 
Impotence  and  male  climacteric  symptoms  when 
due  to  androgen  deficiency.  Primary  eunuchoid- 
ism and  eunuchism.  Delayed  puberty  when  es- 
tablished as  not  a simple  familial  trait.  Indicated 
for  those  symptoms  of  panhypopituitarism  re- 
lated to  hypogonadism,  however,  appropriate 
adrenal  cortical  and  thyroid  hormone  replace- 
ment therapy  remain  of  primary  importance. 
Female:  Palliation  of  androgen-responsive,  ad- 
vanced, inoperable  breast  cancer  in  women  be- 
tween 1 and  5 years  postmenopausal  or  women 
in  whom  castration  has  shown  the  tumor  to  be 
hormone  dependent.  Prevention  of  postpartum 
breast  manifestations  of  pain  and  engorgement; 
there  is  no  satisfactory  evidence  that  this  drug 
prevents  or  suppresses  lactation  per  se.  In  os- 
teoporosis androgens  may  be  of  adjunctive 
value  to  adequate  considerations  of  diet,  cal- 
cium balance,  physiotherapy  and  general  health 
promoting  measures.  Males  and  Females:  In  the 
treatment  of  protein  depletion  states  which  oc- 
cur in  geriatric  patients,  in  debilitation  states,  in 
chronic  corticoid  therapy,  resistant  fractures; 
cryptorchidism;  creating  a positive  nitrogen  bal- 
ance, tissue  repair  and  other  anabolic  effects. 
Androgenic  steroids  may  produce  a response  in 
aplastic  anemias,  myelofibrosis,  myelosclerosis, 
agnogenic  myeloid  metaplasia  and  hypoplastic 
anemias  due  to  malignancy  or  myelotoxic  drugs. 
Androgens  are  not  of  value  in  other  anemias. 
Contraindications  Pregnancy  (may  virilize  fe- 
male fetus),  mammary  carcinoma  in  the  male, 
prostatic  carcinoma,  severe  liver  disease,  severe 
cardiorenal  disease  and  severe  persistent  hy- 
percalcemia. 

Precautions  Employ  with  caution  in  young  boys 
to  avoid  precocious  sexual  development  and 
premature  epiphyseal  closure.  Androgens  tend 
to  promote  retention  of  sodium  and  water,  there- 
fore, watch  for  edema— particularly  in  the  elderly. 
Incidence  and  severity  of  edema  have  been 
minimal  and  have  been  associated  only  with 
high  doses  used  for  palliation  of  breast  cancer. 
Hypercalcemia  may  occur,  particularly  in  patients 
with  metastatic  breast  carcinoma;  if  this  occurs 
the  drug  should  be  discontinued.  Changes  in 
liver  function  tests,  such  as  increased  BSP  re- 
tention and  SGOT  levels,  can  occur  during  ther- 
apy. Jaundice  has  been  rarely  reported.  If  liver 
function  tests  are  altered,  discontinue  medica- 
tion or  reduce  dose.  Priapism  is  indicative  of 
excessive  dosage  and  is  indication  for  tempo- 
rary withdrawal  of  drug.  When  treating  protein 
depletion  states  or  osteoporosis,  an  adequate 
diet  should  be  provided  and  prolonged  immobili- 
zation avoided  whenever  possible.  When  treating 
aplastic  or  hypoplastic  anemias,  androgen  ther- 
apy should  not  replace  other  measure  such  as 
transfusion,  correction  of  iron  deficiency,  anti- 
bacterial therapy,  and  the  use  of  corticosteroids. 
Adverse  reactions  Nausea,  dyspepsia,  men- 
strual irregularities,  hepatic  dysfunction,  pria- 
pism, edema,  precocious  sexual  development, 
and  premature  epiphyseal  closure  in  young 
patients  have  been  reported.  Male  — Prolonged 
administration  or  excessive  dose  may  cause 
inhibition  of  testicular  function  with  oligospermia 
and  decreased  ejaculation  volume.  Female- 
Large  doses  or  prolonged  administration  may 
produce  masculinization  with  signs  such  as  hir- 
sutism, deepening  of  the  voice,  enlargement  of 
the  clitoris,  acne,  and  sometimes,  increased 
libido. 

Supplied  Tablets:  2 mg.,  scored  — bottles  of  100./ 
5 mg.,  scored  — bottles  of  50 770  mg.,  scored 
— bottles  of  50. 

For  additional  product  information,  see  your 
Upjohn  representative  or  consult  the  package 
circular. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan 


names  associated  with  known  cases  were 
initiated.  (This  was  confidentially  main- 
tained. ) He  was  also  asked  about  people  with 
symptoms  of  early  syphilis  similar  to  any  of 
the  pictures  he  had  seen. 

The  success  of  this  effort  is  in  the  statistics. 
Between  June  16  and  July  14,  1970,  31  new 
cases  of  early  syphilis  were  brought  to  treat- 
ment. While  this  is  not  a staggering  statistic, 
some  significant  facts  should  be  brought  out. 
The  breakdown  for  initial  reasons  for  ex- 
amination of  the  31  cases  (7  primary,  9 sec- 
ondary, and  15  early  latent)  give  ample  proof 
of  the  success  of  the  operation.  Seven  (23  per 
cent)  were  volunteers;  2 (6  per  cent)  were 
reactors.  Epidemiology  or  casefinding  was 
responsible  for  22  cases  (71  per  cent).  Of 
these,  12  were  contacts  and  10  were  suspects. 
Thus,  30  per  cent  of  the  31  cases  were  located 
as  a result  of  the  cluster  procedure  or  “nega- 
tive contact  interviews.”  This  represented 
earliest  possible  detection  and  reduced  the 
potential  for  further  spread. 

Another  accomplishment  of  extreme  im- 
portance was  the  successful  rendering  of 
epidemiologic  treatment  to  100  per  cent  of 
the  eligible  negative  contacts  or,  stated 
another  way,  all  negative  contacts  exposed 
within  a maximum  incubation  period  of  90 
days  were  given  preventive  treatment.  One 
difficulty  encountered  during  the  campaign 
was  the  fact  that  some  of  the  patients  resided 
at  points  in  excess  of  50  miles  from  the  health 
department.  During  the  relatively  short  blitz 
period,  over  200  sexual  contacts  and  suspects 
were  physically  examined,  serologically  tested, 
and  confidentially  interviewed.  Since  a large 
number  of  non-infected  people  from  a syph- 
ilis-prone population  were  shown  pictures  of 
syphilis,  they  probably  received  the  best 
education  possible.  Some  will  surely  volunteer 
to  medical  attention  earlier  due  to  their  new 
knowledge,  if  and  when  they  become  infected. 
They  may  even  be  influential  in  having 
friends  with  obvious  manifestations  seek  med- 
ical attention. 

SUMMARY 

During  a five-week  blitz  of  Charleston 
County  in  June  and  July,  1970,  31  new  early 
syphilis  cases  were  brought  to  treatment 
through  intensified  epidemiologic  efforts. 
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Thirty  per  cent  of  these  were  found  through 
“negative  contact  interviews”  which  greatly 
accelerated  the  casefinding  process  and  sig- 
nificantly reduced  the  number  of  cases  re- 
ported during  the  six-month  period  following 
the  blitz.  The  campaign  was  conducted  by 


eight  syphilis  epidemiologists  under  the 
direction  of  the  county  health  officer  and 
proved  to  be  an  effective  tool  for  combating 
early  syphilis  in  the  community. 

The  assistance  of  the  entire  state  venereal  disease 
control  staff  and  the  county  venereal  disease  clinic 
staff  is  acknowledged. 


A two  day  SEMINAR  on  THE  USE  OF  MECHANICAL  VENTILATORS  will 
be  held  at  the  Medical  University  of  South  Carolina,  Basic  Sciences  Building. 
Dr.  Forrest  M.  Bird  will  be  the  principal  speaker.  There  is  no  charge  for  the 

SEMINAR. 

DATES:  October  23  and  24,  1971 

TIME : 9 :00  A.M.  on  each  day  for  five  (5)  hours 

ALL  interested  Physicians  are  invited  to  attend. 


IN  ASTHMA  optional 

in  emphysema  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  Yt  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 
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THE  SOUTH  CAROLINA  REGIONAL 
MEDICAL  PROGRAM 
VINCE  MOSELEY,  M.D. 

Coordinator,  South  Carolina 


NEW  HOSPITAL  ACCREDITATION 
STRESS  EDUCATION  AND  TRAINING 
PROGRAMS 


Continuing  Education  and  Training  re- 
quirement standards  for  hospital  accreditation 
are  now  required  by  the  Joint  Commission 
on  Accreditation  of  hospitals. 

Training  and  education  can  create  problems 
for  hospital  administrators— space,  costs,  time, 
equipment  and  lack  of  instructors  and  those 
experienced  in  educational  administrative 
operations. 

The  governing  boards  of  hospitals  in  co- 
operation with  other  health  care  and  educa- 
tion institutions  should  foster  education  func- 
tions of  the  hospital.  This  should  not  be 
limited  to  furthering  the  requested  continuing 
education  of  the  professional  medical  staff, 
but  should  encompass  all  areas  of  the  hospital 
staff  to  improve  competence  of  all  health  per- 
sonnel in  meeting  its  responsibilities  for  pro- 
viding health  services  of  quality  and  in  an 
efficient  and  available  manner  with  proper 
attention  to  systematic  operations  that  will 
insure  maximum  economy  of  effort  and  cost. 

The  following  specific  areas  of  reference 
are  cited  from  the  recently  published  manual 
“Accreditation  Manual  for  Hospitals”  by  the 
JCAH  as  these  refer  to  Standards  I through 
VI  and  their  reference  to  orientation  and  in- 
fluence on  continuing  education  programs 
that  should  be  provided  in  order  that  person- 
nel may  maintain  skills  and  learn  new  de- 
velopments and  techniques  in  the  health  field. 

Requirements  for  Staff  Sections  in  brief 
outline  cover  these  points: 

Medical  Staff  — Participation  in  continuing 
professional  education  programs  either  in- 
ternal or  external. 

Nursing  Service  Staff  — Continuing  pro- 
grams for  training  and  education. 

Anesthesia  Staff  — In  addition  to  profes- 
sional education  programs  participation  by 


the  staff,  they  should  also  serve  as  instructors 
for  other  staff  in  inhalation  therapy  programs, 
cardiopulmonary  resuscitation  training  and 
demonstration  of  equipment  use. 

Dietetic  Service  Staff  — Should  participate 
in  continuing  education  and  also  in  programs 
related  to  personal  hygiene,  preparation  and 
handling  of  food,  safety  and  cleanliness  of 
equipment. 

Emergency  Services  — Training  and  retrain- 
ing in  cardiopulmonary  resuscitation  should 
be  required  for  all  personnel  as  well  as  phy- 
sician and  nursing  staff,  and  conferences  to 
improve  emergency  services,  emergency  room 
functions  and  ambulance  personnel. 

Environmental  Services  — These  should  be 
designed  especially  for  internal  control  of  in- 
fections both  those  that  are  personnel  trans- 
mitted or  by  environmental  factors. 

Medical  Records  Services  — All  personnel 
should  participate  in  on-the-job  and  outside 
training  activities  to  improve  the  quality  and 
utility  of  records. 

Nuclear  Medicine  Staff  — Should  partici- 
pate in  outside  hospital  conferences,  work- 
shops and  institutes  to  maintain  current  knowl- 
edge and  utilization  of  newest  techniques. 

Pathology  Service  — As  with  the  Anesthesia 
Staff,  the  personnel  of  this  service  should  par- 
ticipate actively  in  an  instructional  capacity  in 
professional  and  other  hospital  staff  training 
programs. 

Pharmaceutical  Services  — Should  partici- 
pate in  training  programs  and  in  study  pro- 
grams of  staff  organization  for  services. 

Physical  Medicine  Services  — Should  in- 
struct in-service  training  for  aids  and  occupa- 
tional assistants. 

Radiology  Services  — In  addition  to  con- 
tinuing education  for  staff  the  radiology  staff 
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should  instruct  in  safety  precautions  and 
emergency  radiation  hazards  for  other  staff 
training  courses. 

Special  Care  Units  — Should  have  con- 
tinuing education  and  on-the-job  training  to 
insure  qualified  personnel  at  all  levels  in  these 
special  areas  of  hospital  services. 

Continuing  education  programs  based  on 
these  standards,  although  potentially  most 
valuable  and  truly  essential,  will  prove  to  be 
difficult  for  many  hospitals  to  achieve  due  to 
costs  and  personnel  and  faculty  time  and 
needs. 

The  Education  Section  of  the  SCRMP  and 
the  Division  of  Continuing  Education  of  the 
MUSC  believe  that  by  cooperative  arrange- 
ments plans  to  assist  in  the  development  and 
maintenance  of  such  programs  can  be 
achieved.  A valuable  resource  whose  potential 
has  not  yet  been  achieved  is  that  of  more  ade- 


quate and  programmed  use  of  the  ETV  and 
telephone  network  which  has  jointly  been  de- 
veloped by  the  network  and  the  SCRMP  and 
MUSC.  This  communications  network  along 
with  two  new  projects  now  is  planning  for 
utilizing  computer  information  storage  and 
retrieval  via  telephone  communications  and 
terminal  placements  can  and  should  be  de- 
veloped to  assist  and  back-up  other  instruc- 
tional activities  in  hospitals.  The  potential  of 
these  systems  is  to  make  more  widely  and 
readily  available  expertise  in  a variety  of  sub- 
jects along  with  improved  communications 
with  a variety  of  instructional  or  consultative 
materials  and  information  of  both  visual  and 
audio  types. 

The  staff  of  the  SCRMP  invite  opportunity 
for  inquiry  and  offer  their  services  to  assist 
in  working  towards  the  programs  and  ob- 
jectives of  these  new  JCAH  Standards. 


REGIONAL  MEDICAL  PROGRAM 
FUNDED  IN  SOUTH  CAROLINA 


SCRMP  projects  funded  for  the  coming 
year  are  ( Listed  in  each  project  title,  spon- 
sor, director  and  brief  description  in  that 
order) : 

1.  Program  for  Coronary  Care  Nurse  Train- 
ing in  S.  C.— University  of  S.  C.  School  of 
Nursing,  Madelon  H.  Gill,  R.  N.,  to  continue 
a series  of  training  courses  piloted  by  the 
S.  C.  Heart  Association  and  the  School  of 
Nursing  designed  to  prepare  nurses  for  duty 
in  coronary  care  units  so  that  the  rapidly 
expanding  number  of  such  units  will  be  ade- 
quately staffed. 

2.  Demonstration  Project  in  Continuing 
Education  in  a Community  Hospital— Spartan- 
burg General  Hospital,  Loren  F.  Parmley, 
M.  D.,  to  demonstrate  the  value  of  a broad, 
progressive,  community  hospital-based  con- 
tinuing medical  education  program  to  medical 
service  areas  in  S.  C. 

3.  Comprehensive  Care  of  Infants  with 
Heart  Disease— Medical  University  of  S.  C., 
Arno  Hohn,  M.  D.,  to  develop  effective  work- 
ing relationships  among  pediatricians  and 
cardiologists  caring  for  young  patients  with 
heart  disease;  to  train  nursing  and  paramedi- 
cal personnel  in  this  care;  and  to  supplement 


the  facilities  and  services  of  the  Division  of 
Pediatric  Cardiology  at  the  Medical  Univer- 
sity to  reach  these  objectives  and  provide  an 
outstanding  regional  resource. 

4.  Statewide  Laboratory  Personnel  Re- 
fresher Training— S.  C.  State  Board  of  Health, 
Arthur  DiSalvo,  M.  D.,  to  establish  a state- 
wide program  to  up-grade  the  diagnostic 
acumen  of  lab  technicians  in  S.  C. 

5.  Implementation  Program  of  Heart  and 
Stroke  Projects  in  S.  C.— S.  C.  Heart  Associa- 
tion, Marvin  II.  Miller,  to  coordinate  the  sev- 
eral projects  planned  by  the  S.  C.  Heart  Asso- 
ciation Task  Force  with  all  major  organiza- 
tions, institutions  and  agencies  working  in  the 
area  of  heart  disease  and  stroke  control  in 
S.  C. 

6.  Hemodialysis  Continuing  Education  Proj- 
ect-Medical University  of  S.  C.,  Arthur  V. 
Williams,  M.  D.,  to  develop  an  area  for  in- 
tensive study  and  care  of  renal  disease  and 
hypertension. 

7.  A Cooperative  Gynecologic /Radiother- 
apy Program  in  S.  C.— Medical  University  of 
S.  C.,  Paul  Underwood,  M.  D.,  Keene  Wallace, 
M.  D.  and  Jimmy  Fenn,  M.  S.,  to  establish 
in  S.  C.  a cooperative  team  approach  to  the 
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total  management  of  the  cancer  patient  from 
the  primary  family  physician  to  the  oncologist 
( deals  with  origin,  cause  and  growth  of 
tumors)  and  associated  Allied  Health  per- 
sonnel. 

8.  A Program  for  Continuing  Education 
for  Health  Professionals,  Technical  and 
Occupational  Allied  Health  Personnel— Divi- 
sion of  Continuing  Education  of  the  Medical 
University  of  S.  C.,  and  the  Education  Section 
of  the  SCRMP,  Vince  Moseley,  M.  D.,  to  im- 
prove and  expand  existing  Continuing  Educa- 
tion opportunities  in  the  health  science,  pro- 
fessional, technical,  and  occupational  groups 
throughout  the  region  and  to  develop  new 
programs. 

9.  Comprehensive  Respiratory  Disease 
Training  Program— Medical  University  of 
S.  C.,  Robert  L.  Galphin,  M.  D.,  to  establish 
in  S.  C.  an  ongoing,  self-perpetuating,  state- 
wide program  for  continuing  medical  and 
allied  health  education  in  respiratory  disease. 

10.  Statewide  Continuing  Education  Pro- 
gram in  Nuclear  Medicine— Self  Memorial 
Hospital,  Greenwood,  William  A.  Klauber, 
M.  D.,  to  provide  an  on-going  Continuing  Ed- 
ucation program  in  Nuclear  Medicine  for  phy- 


sicians, nurses  and  allied  health  personnel. 

11.  Comprehensive  Coronary  Care  for 
Community  Hospitals— Medical  University  of 
S.  C.,  Charles  P.  Summerall,  M.  D.,  to  assist 
in  the  development  of  intensive  coronary  care 
services  of  high  quality  in  community  hos- 
pitals through  individual  consultation  pro- 
grams; nurse  training;  an  EKG  transmission 
system;  and  a patient  registry. 

12.  Statewide  Cancer  Clinic  Education  and 
Service  Program— S.  C.  State  Board  of  Health, 
William  C.  Marett,  M.  D.,  to  demonstrate 
how  a cancer  clinic  can  be  used  for  better 
patient  care  and  physician  education  (Flor- 
ence Cancer  Clinic),  with  ultimate  goal  of 
expansion  of  such  activities  to  all  State-Aid 
Cancer  Clinics. 

13.  A Regional  Program  for  Comprehensive 
Information  for  Medicine— Medical  University 
of  S.  C.  College  of  Pharmacy,  William  Hen- 
derson,  Ph.  D.,  to  design,  implement  and 
operate  a comprehensive  medical  and  phar- 
maceutical information  system  involving 
poison  control  information,  drug  therapy,  ad- 
verse drug  reaction  data,  and  toxicological 
data. 


Medical  Malpractice  Insurance 

DENVER,  Colo..  June  2— The  Hartford  Company 
has  announced  it  will  provide  medical  malpractice 
insurance  for  the  2,600  member  Colorado  Medical 
Society  (CMS)  starting  June  30. 

Written  through  Warren  and  Sommer,  Inc.,  a 
Denver  insurance  agency,  the  group  coverage  con- 
tract is  similar  to  that  introduced  by  The  Hartford 
last  year  for  the  10.000  member  Southern  California 
Physician’s  Council.  In  the  plan  for  the  Colorado 
society,  all  physicians  who  are  members  of  the  society 
and  meet  the  company’s  underwriting  requirements 
are  eligible. 

The  basic  contract  with  The  Hartford  provides 
liability  insurance  with  limits  up  to  $5  million  to  sub- 
scribing physicians  and  surgeons. 

A special  feature  of  The  Hartford’s  plan  calls  for 
the  company  to  invest  premiums  and  set  up  the 
income  in  a reserve  fund  to  pay  anticipated  claims. 
If  the  claim  reserves  are  not  used  up,  the  physicians 
may  receive  premium  refunds. 

The  physicians’  group  would  set  up  a peer  review 
committee  to  assist  The  Hartford  in  evaluating 
applications  for  coverage,  to  help  in  the  handling  of 
claims,  and.  in  extreme  cases,  act  as  a disciplinary 
group. 

Septemiser,  1971 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 
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WINCHESTER 

“CAROLINAS’  HOUSE  OF  SERVICE" 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 
We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver- 


| tised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 


■mpirinf  compound  wittk. 
X)deine,grV2orgn 

lelps  overpower  pain 

ch  tablet  contains:  aspirin  gr.  3V2, 


enacetin  gr.  2V2,  caffeine  gr.  V2. 

).  3 contains  codeine  phosphate*  (32.4  mg.)  gr.  V2. 

).  4 contains  codeine  phosphate*  <64.8  mg.)  gr.  1.4 
/arning— may  be  habit  forming.) 

Empirin  Compound  with  Codeine  is  now  classified  in  Schedule  III. 

''  I Available  on  oral  prescription  and  may  be  refilled  5 time^V 
within  6 months,  unless  restricted  by  State  law.  \ 

mplete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


anxiety: 
a time  bomb 


Unless  “defused,"  anxiety  may  build  up  to  an  intensity  that  can  over- 
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whelm  the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illrfi^ 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and  1 
interfere  with  recovery. 


The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjunctive 
or  alone  — has  demonstrated  clinical  usefulness  in  many  fields  of  medical 
practice  where  anxiety  complicates  the  patient's  condition. 
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Librium 

(chlordiazepoxide 

HCl) 

5-mg,10-mg, 

25-mg  capsules 
up  to  100  mg  daily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 

known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 
patic function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies  may 
be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagula- 
tion have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti! 
coagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 

ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion-j 
ally  observed  at  the  lower  dosage  ranges. 
In  a few  instances,  syncope  has  been  re- 
ported. Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  con 
stipation,  extrapyramidal  symptoms,  in- 
creased and  decreased  libido— all  infre- 
quent and  generally  controlled  with  dos- 
age reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  re 
ported  occasionally,  making  periodit 
blood  counts  and  liver  function  tests  ad- 
visable during  protracted  therapy. 


\ Roche  Laboratories 
ROCHE  / Division  of  Hoffmann-la  Roche  In 
. / Nutley,  N.J.  07110 
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Patients  fell  asleep  quickl: 


Daimane  (flurazepam  HCI)  30  mg  reduced  awake 
time— both  before  and  after  falling  asleep  - by 
fifty  percent  of  pretreatment  values  in  patients 
with  insomnia.12 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Daimane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30-mg  capsule  of  Daimane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subjects. 

Results  shown  represent  average  values  in  all 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Daimane  therapy 
and  the  seven  consecutive  nights  on  Daimane 
30  mg. 

Daimane  is  also  relatively  safe,  as  reported  in 
clinical  studies.  Instances  of  morning  “hang- 
over” have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  lightheaded- 
ness and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Daimane  15  mg 
should  be  prescribed  for  these  patients.) 

References:  1.  Frost,  J.  D.,  Jr.:  “A  System  for  Automatically  Analyz- 
ing Sleep,”  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston,  Nov.  29-Dec.  2, 1970,  and  Aerospace  M.A.,  Houston, 
April  26-29, 1971. 

2.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 
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ber  of  wakeful  periods  after 
set  of  sleep 
I sleep  time 
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33.6  min. 

48.7  min. 
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17.6  min. 
22  6 min. 

8.4 

447.5  min. 
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a 30-mg  capsule  h.s.— usual  adult  dosage, 
e 15-mg  capsule  h.s.— initial  dosage  for 
erly  or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
indications:  Effective  in  ali  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.. Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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Who’s  afraid  of  the 
big  bad  enema? 

We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia 
It  can  do  almost  anything  an  enema  can  - except  look  scary 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  'accidents” 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax!.. it’s  predictable 
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Hypersensitivity 
to  penicillin 
is  a good  reason 
to  consider 
Lincocin 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
^-hemolytic  streptococcal 
infections,  treatment  should 
continue  for  at  least  10  days. 

Studies  indicate  that 
Lincocin  does  not  share 
antigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 
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all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler 
ated.  Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


Lincocin  (lincomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 
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(lincomycin  hydrochloride,  Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci, pneumococci, and  staphylococc 


Each  Lincomycin  hydro- 
preparation chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

‘Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

•Contains  also:  Benzyl  Alcohol  9 mg.;  and, 
Water  for  Injection— q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  /I-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal-Glossitis, stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
Liver—  Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular  — Instances  of  hypoten- 
sion following  parenteral  administration 
have  been  reported,  particularly  after  too 
rapid  I.V.  administration.  Rare  instances 
of  cardiopulmonary  arrest  have  been  re- 
ported after  too  rapid  I.V.  administration. 
If  4.0  grams  or  more  administered  I.V., 
dilute  in  500  ml.  of  fluid  and  administer 
no  faster  than  100  ml.  per  hour.  Local 
reactions—  Excellent  local  tolerance  dem- 
onstrated to  intramuscularly  administered 
Lincocin.  Reports  of  pain  following  in- 
jection have  been  infrequent.  Intrave- 
nous administration  of  Lincocin  in  250 
to  500  ml.  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg.  and  500  mg. 
Capsules— bottles  of  24  and  100. 

Sterile  Solution,  300  mg.  per  ml.— 2 and 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 ml.— 60  ml.  and  pint 
bottles. 


For  additional  product  information,  con- 
sult the  package  insert  or  see  your  Upjohn 
representative. 

JA71-1203  MED  B-5-SR  (KZL-6) 


The  Upjohn  Company 
Kalamazoo 
Michigan  49001 


Upjohn 


PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 
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WHEN  TRAUMA 
RESULTS  IN  PAIN 


slorgesic 


provides  effective  analgesia  and  relief  of  associated  muscle  spasm 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphenadrine,  Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyloric 
or  duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at  the  bladder  neck.  Norgesic  is  also  contraindicated  in  patients 
with  myasthenia  gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine. 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  rec- 
ommended that  Norgesic  not  be  given  in  combination  with  propoxyphene  (Darvon®). 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of  this  preparation  in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible  hazard  to 
the  mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug  in  children  has  not  been  established:  therefore,  the  physician  must  weigh  the 
benefits  against  the  potential  hazards. 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of  phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  should  be 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders.  It  should  also  be  used  with  caution  in  patients  with  tachycardia. 
Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or  those  usually  associated  with  mild  anticholinergic  agents.  These 
may  include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  increased  intraocular 
tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness,  and  rarely,  urticaria  and  other  dermatoses.  Infrequently 
an  elderly  patient  may  experience  some  degree  of  confusion.  Mild  central  excitation  and  occasional  hallucinations  may  be  observed.  These 
mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage.  One  case  of  aplastic  anemia  associated  with  the  use  of  Norgesic  has  been 
reported.  No  causal  relationship  has  been  established  Dosage  and  Administration:  Adults— 1 to  2 tablets  3 to  4 times  daily. 


Hiker  Laboratories,  Inc. 

NORTHRIOGE,  CALIFORNIA  91324 


NORGESIC 

(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg.,  phenacetin,  160  mg.,  caffeine,  30  mg.) 


the  versatile  analgesic 


in  cardiac  edema 


gets  the  water  out 
spares  the  potassium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  'Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive  effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK 

SK&F  Co.,  Carolina.  P.R.  00630 
a subsidiary  of  Smith  Kline  & French  Laboratories 


The  concert  was  fust  underway, 
When  to  the  conductor's  dismay 
Cramps  and  diarrhea, 

Did  so  quickly  appear, 

The  maestro  no  longer  could  stay. 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
strike  at  the  most  inopportune  time,  it  takes  a comprehensive 
agent  to  treat  the  total  diarrheal  syndrome  and  help  get  the  patient 
back  on  the  job.  That's  why  so  many  physicians  rely  on  Donnagel, 
especially  during  the  fall  and  winter  months  when  "flu"  and 
viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin 

combination.  It  also  contains  the  belladonna  alkaloids  to  calm 
GI  hypermotility  and  help  relieve  the  distressing  discomforts 
which  so  often  accompany  diarrhea.  Certainly  it's  less 
expensive  and  more  convenient  than  taking  two  medications. 
|;  And  the  dosage  is  lower  too.  Available  in  the  handy  4-oz. 

plastic  bottle  at  pharmacies  everywhere  on  your 
h prescription  or  recommendation. 


When  diarrhea  and  its  discomforts  separate  a man  from  his  job 


Each  fluid  ounce  contains:  Kaolin,  6g.;  Pectin,  142.8  mg.; 
Hyoscyamine  sulfate,  0.1037  mg.;  Atropine  sulfate,  0.0194 
mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Sodium  benzoate 
(preservative),  60  mg.;  Alcohol,  3.8°/o. 


AH-ROBINS 

A.  H.  Robins  Company, 
1407  Cummings  Drive, 
Richmond,  Va.  23220 


I' 


[Robitussin-f; 


clear  the  tract 
with  the 


Robitussin  line 


The  coughing  season  is  here  again.  Time  to  rely 
on  the  four  Robitussins  and  Cough  Calmers  to 
help  clear  the  lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  expectorant  that 
works  systemically  to  help  increase  the  output  of 
lower  respiratory  tract  fluid.  The  enhanced  flow  of 
less  viscid  secretions  soothes  the  tracheobron- 
chial mucosa,  promotes  ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu" 

Robitussin 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 


Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine  hydrochloride  10.0  mg. 

Alcohol,  1.4% 


For  unproductive  allergic  coughs 

Robitussin  A-C® 


Robitussin-DM  in  solid  form 
for  “coughs  on  the  go" 


Cough  Calmers 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 


Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 50.0  mg 

Dextromethorphan 

hydrobromide  7.5  mg 


Select  the  Robitussinf§,“Clear-T ract”  Formulation  That  T reats 
Your  Patient’s  Individual  Coughing  Needs: 

Robitussin® 

extra 

benefit 

All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action. 
Keep  this  handy  chart  as  a guide  in  selecting  the  formula  that 
provides  the  extra  benefits  you  want  for  your  patient. 

chart 

Cough 

Suppressant  Antihistamine 

Long-Acting 
(6-8  hours) 

Nasal,  Sinus 
Decongestant 

Non-Narcotic 

ROBITUSSIN® 

m 

ROBITUSSIN  A-C® 

m m 

ROBITUSSIN-DM® 

m 

m 

m 

ROBITUSSIN-PE® 

m 

m 

COUGH  CALMERS® 

Q 

o 

o 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


/M-DOBINS 


Because  bacterial  proliferation  in  the 
urine  is  a function  of  time  and  retention/  2-3 
dawn  can  be... 

the  darkest  hour. 


Voiding  frequency  and  bacterial  build-up1 

Graph  shows  the  theoretical  effect  of  various 
voiding  frequencies  on  bacterial  proliferation  in 
the  urine. 

maximum  growth  rate  during  the  overnight  period 
_____  voiding  every  31/*  hours 
_____  voiding  every  2V2  hours 
t m voiding  every  hour : the  "washout"  effect 


Time  in  hours 

For  through-the-night  coverage 

Force  fluids.  Frequent  micturition.  It's  hard  to  fault 
this  regimen  for  dealing  effectively  with  an  acute 
bladder  infection.  Another  fundamental  adjunct  to 
treatment  is  drug  therapy  for  round-the-clock 
antibacterial  coverage.  Coverage  that  may  be  especially 
desirable  during  the  night  hours  of  sleep  when  urinary 
retention  favors  bacterial  build-up  in  the  bladder. 

This  is  the  coverage  that  Gantanol  (sulfamethoxazole) 
b.i.d.  can  provide. 

Controls  susceptible  gram-negative 

and  gram-positive  bacteria 

Within  2 to  3 hours  of  the  initial  2-Gm  adult  dose, 
effective  antibacterial  levels  in  blood  and  urine  begin 
working  to  control  the  most  common  urinary  tract 
invaders.  Subsequent  1-Gm  b.i.d.  doses  maintain 
coverage  your  patient  needs  to  fight  E.  coli  and  other 
susceptible  gram-negative  and  gram-positive 
pathogens. 

Your  options:  tablets  or  suspension 

Prescribe  Gantanol  Tablets  or  the  pleasant-tasting 
Suspension.  Either  dosage  form  provides  your  patient 
with  the  all-day,  all-night  coverage  she  needs  to  fight 
off  nonobstructed  cystitis. 

References : 1.  O'Grady,  F.,  and  Cattell,  W.  R. : Brit.  7.  Urol., 
38:156, 1966.  2.  Hinman,  F.,  Jr.,  and  Cox,  C.  E.:  J.  Urol,  96:491, 
1966.  3.  Lapides,  J.,  et  al.:J.  Urol,  100:552, 1968. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  acute,  recurrent  or  chronic 
urinary  tract  infections  (primarily  pyelonephritis,  pyelitis  and 
cystitis)  due  to  susceptible  organisms  (usually  E.  coli,  Klebsiella- 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis,  and,  less 
frequently,  Proteus  vulgaris)  and  in  the  absence  of  obstructive 
uropathy  or  foreign  bodies.  Note:  Carefully  coordinate  in  vitro 
sulfonamide  sensitivity  tests  with  bacteriologic  and  clinical 
response.  Add  aminobenzoic  acid  to  culture  media  of  patients 
receiving  sulfonamides.  Resistant  organisms  present  a current 
problem  to  the  usefulness  of  antibacterial  agents.  Blood  levels 
should  be  measured  in  patients  receiving  sulfonamides  for  seri- 
ous infections,  since  there  may  be  wide  variations  with  identical 
doses;  20  mg/ 100  ml  should  be  the  maximum  total  sulfonamide 
level,  as  adverse  reactions  occur  more  frequently  above  this  level. 

Contraindications:  Sulfonamide  hypersensitivity;  infants 
less  than  2 months  of  age  (except  adjunctively  with  pyrimetha- 
mine in  congenital  toxoplasmosis) ; pregnancy  at  term  and  dur- 
ing nursing  period. 

Warnings:  Safe  use  in  pregnancy  has  not  been  estab- 
lished, and  teratogenicity  potential  has  not  been  thoroughly  in- 
vestigated. Sulfonamides  will  not  eradicate  or  prevent  sequelae 
to  group  A streptococcal  infections,  i.e.,  rheumatic  fever,  glo- 
merulonephritis. Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias 
have  been  reported;  early  clinical  signs  such  as  sore  throat, 
fever,  pallor,  purpura  or  jaundice  may  indicate  serious  blood 
disorders.  Complete  blood  counts  and  urinalysis  with  careful 
microscopic  examination  are  recommended  frequently  during 
sulfonamide  therapy.  Clinical  data  are  insufficient  on  prolonged 
or  recurrent  therapy  in  chronic  renal  diseases  of  children  under 
6 years. 

Precautions:  Use  with  caution  in  patients  with  impaired 
renal  or  hepatic  function,  severe  allergy,  bronchial  asthma  and 
in  glucose-6-phosphate  dehydrogenase-deficient  individuals.  In 
the  latter,  dose-related  hemolysis  may  occur.  Maintain  adequate 
fluid  intake  to  prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  agranulocytosis, 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and  methemoglobinemia; 
allergic  reactions:  erythema  multiforme  (Stevens-Johnson 
syndrome),  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reac- 
tions, periorbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis;  gastro- 
intestinal reactions:  nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  anorexia,  pancreatitis  and  stomatitis;  C.N.S.  reactions: 
headache,  peripheral  neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia;  and 
miscellaneous  reactions:  drug  fever,  chills,  toxic  nephrosis  with 
oliguria  and  anuria,  periarteritis  nodosa  and  L.E.  phenomenon. 
Due  to  certain  chemical  similarities  with  some  goitrogens,  diu- 
retics (acetazolamide  and  thiazides)  and  oral  hypoglycemic 
agents,  sulfonamides  have  caused  rare  instances  of  goiter  pro- 
duction, diuresis  and  hypoglycemia.  Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age,  except  adjunctively  with  pyri- 
methamine in  congenital  toxoplasmosis.  Usual  dosage  is  as 
follows: 

Adults— 2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm  b.i.d. 
or  t.i.d.  depending  on  severity  of  infection.  Children— 0.5  Gm 
(1  tab  or  teasp. )/20  lbs  of  body  weight  initially,  followed  by 
0.25  Gm/  20  lbs  b.i.d.  Maximum  dose  for  children  should  not 
exceed  75  mg/ kg/ 24  hrs. 

Supplied:  Each  tablet  or  teaspoonful  (5  ml)  of  suspension 
contains  0.5  Gm  sulfamethoxazole. 

In  nonobstructed  urinary  tract  infections 

Gantanol  b.i.d. 

(sulfamethoxazole) 

12  hours  of  therapy  with  every  dose 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


\ 

Empirin  compound  with^ 
Codeine,  gcMi  or  grl 

Helps  overpower  pain 

Each  tablet  contains:  aspirin  gr.  32/2, 
phenacetin  gr.  2Vi,  caffeine  gr.  Vi. 

No.  3 contains  codeine  phosphate*  (32.4  mg.)  gr.  V2. 

No.  4 contains  codeine  phosphate*  <64.8  mg.)  gr.  1.  , || 

* (Warning— may  be  habit  forming.) 

€ Empirin  Compound  with  Codeine  is  now  classified  in  Schedule  III. 

Available  on  oral  prescription  and  may  be  refilled  5 timesh^ 
within  6 months,  unless  restricted  by  State  law.  Ik 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


IN  ASTHMA  optional 

in  emphysema  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg. aminophylline.  Dosage  isone  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  PO YTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt , predictable  antisecretory  action  of  the  bella- 
donna alkaloid , atropine , fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 


HAPPY  NEWS' 


INTRODUCING 


TETRACYN500 

(TETRACYCLINE  HCI,  500-mg  capsules) 


THE  LOW-COST 
BRAND-NAME  TETRACYCLINE 

TETRACYN  also  available  as  250-mg  capsules  PFIZER  PHARMACEUTICALS 

(TETRACYCLINE  HCI)  3 ^ new  York.  n.y.  10017 


THE  NIGHT  SH  FT 
OF  DEPRESSION... 


Depression  is  a 
24-hour-a-day  problem, 
and  disturbed  sleep 
is  often  its  nocturnal 
expression.  In  fact, 
such  disturbance  may 
be  a key  symptom  in 
establishing  the 
diagnosis  of  depression. 


WHEN  THE  DIAGNOSIS 
IS  DEPRESSION 

ELAVILHCI 

(AMITRIPTYLINE  HGI I MSD] 

TABLETS:  10  mg,  25  mg,  and  50  mg 
INJECTION:  lOmg/cc 

When  depression  is  serious  enough  to  warrant  medication, 
ELAVIL  HCI  may  prove  extremely  helpful.  Unlike  psychic 
energizers  or  agents  that  merely  elevate  mood,  ELAVIL  HCI 
embodies  a mild  antianxiety  action  which  manifests  itself 
even  before  the  fundamental  antidepressant  activity  of  the 
drug  becomes  evident.  Daytime  drowsiness  occurs  in  some 
patients,  usually  within  the  first  few  days  of  therapy. 

NOTE:  Not  recommended  during  the  acute  recovery  phase 
following  myocardial  infarction.  Patients  with  cardiovascular 
disorders  should  be  watched  closely;  arrhythmias,  sinus 
tachycardia,  and  prolongation  of  the  conduction  time  have 
been  reported,  particularly  with  high  doses;  myocardial 
infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients 
or  those  receiving  thyroid  medication.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy; 
such  treatment  should  be  limited  to  patients  for  whom  it  is 
essential.  Discontinue  the  drug  several  days  before  elective 
surgery  if  possible.  Should  not  be  given  to  patients  who 
have  received  an  MAOI  within  two  weeks. 


Contraindications:  Known  hypersensitivity.  Should  not  be  given 
concomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
of  a monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is 
achieved.  Not  recommended  during  the  acute  recovery  phase  following 
myocardial  infarction  or  for  patients  under  12  years  of  age. 

Warnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarl 
acting  compounds.  Should  be  used  with  caution  in  patients  with  a history  of 
seizures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
intraocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
watched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
conduction  time  have  been  reported,  particularly  with  high  doses; 
myocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
receiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
required  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
or  driving  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
been  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
become  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
mother  and  child. 

Precautions:  When  used  to  treat  the  depressive  component  of  schizophrenia 
psychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
depressed  patients  may  experience  a shift  toward  the  manic  phase,  and 
paranoid  delusions,  with  or  without  associated  hostility,  may  be 
exaggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
the  dose  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
perphenazine,  concurrently. 

When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  Note:  Included  in  this  listing  are  a few  adverse  reaction: 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CNS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEG  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100, 1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or 
see  the  Direction  Circular.  Merck  Sharp  & Dohme,  Division  of  Merck 
& Co.,  Inc.,  West  Point,  Pa.  19486 

MSD  MERCK  SHARP  & DOHME 


Two  dosage 
strengths- 
125  mg./5ml. 
and 

250  mg. /5  ml. 


V-CillinK,Pediatric 

potassium 

phenoxymethyl  :zlional 

, ,,,,  available  to  the 

profession  on  request. 

Uvl  llvlllll  I Eli  Lilly  and  Company 

1 Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 
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CARDIOPULMONARY  COMPLICATIONS  OF 
VENTRICULO-ATRIAL  SHUNT  IN 
HYDROCEPHALIC  CHILDREN 

RANDHIR  P.  SINHA,  M.  D.‘* 
THOMAS  B.  DUCKER,  M.  D.** 


INTRODUCTION 

The  incidence  of  hydrocephalus  is  approxi- 
mately 2.5  per  1000  live  births.1  With  the  com- 
bined efforts  of  surgical  and  medical  special- 
ties, the  majority  of  these  congenitally-mal- 
formed  babies  are  kept  alive.2  Many  such 
patients  are  treated  with  shunting  operations 
in  which  the  ventricular  fluid  is  drained  into 
the  right  atrium  of  the  heart.3  In  caring  for 
many  such  patients,  we  have  encountered  a 
number  of  complications  from  the  catheter  in 
the  heart.  While  some  are  irreversible  by  the 
time  they  come  to  the  Medical  University 
Hospital,  others  can  be  corrected  if  recognized 
and  treated  early.  This  report  was  prompted 
by  four  cases  of  uncorrectable  complications 
of  ventriculo-atrial  shunts. 

CASE  MATERIAL 

Four  cases  are  briefly  outlined.  The  first 
two  died  of  cardiopulmonary  complications 
in  ventriculo-atrial  shunts.  The  second  two  are 
currently  being  followed  as  out-patients. 

Case  I:  A three  year  old  female  hydrocephalic 
received  a ventriculo-atrial  shunt  at  the  age  of  one 
month.  She  suffered  repeated  malfunctions  with 
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revisions.  In  the  month  prior  to  admission,  she  had 
been  having  recurrent  colds,  dyspnea,  and  edema 
which  required  treatment  by  her  family  doctor.  She 
was  admitted  through  the  emergency  room  with 
orthopnia,  pyrexia,  edema,  enlarged  liver,  naso- 
pharyngeal congestion,  facial  and  upper  extremity 
swelling  and  a malfunctioning  ventriculo-atrial  shunt. 
She  was  given  digitalis  and  diuretics,  but  all 
supportive  treatment  failed.  She  died  of  vena  cava 
obstruction  which  appeared  to  be  secondary  to  throm- 
bosis around  an  atrial  catheter  in  the  superior  vena 
cava. 

Case  II:  A two  year  old  male  was  treated  for  hydro- 
cephalus and  myelorachischisis  soon  after  birth.  His 
ventriculo-atrial  shunt  required  three  revisions.  He 
was  admitted  through  the  emergency  room  with 
dyspnea,  engorged  neck  veins,  signs  of  pulmonary 
insufficiency,  and  increased  intracranial  pressure.  By 
palpation,  his  ventriculo-atrial  shunt  was  blocked.  He 
succumbed  in  spite  of  supportive  cardiac  and  pul- 
monary treatment  and  ventriculostomy  drainage. 
Autopsy  was  refused,  but  the  clinical  diagnosis  was 
acute  thrombosis  of  the  vena  cava. 

Case  III:  A fourteen  month  old  male  was  born 
with  a meningomyelocele  and  hydrocephalus.  These 
were  treated  by  surgery  soon  after  birth.  During  his 
first  year,  the  child  required  three  ventriculo-atrial 
shunt  revisions.  Superior  vena  cava  thrombosis  was 
detected  at  age  eleven  months  by  face  and  head 
swelling,  markedly  proptosed  eyes,  and  bulging 
fontanelle.  At  thirteen  months,  he  developed  overt 
congestive  heart  failure  which  was  controlled  by 
supportive  treatment.  His  latest  admission  was  for 
cyanosis,  lethargy,  and  vomiting.  Pulmonary  emboli 
and  superior  vena  cava  obstruction  were  proven  by 
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lung  scan  and  venogram.  His  intracranial  pressure  was 
controlled  by  placing  the  cardiac  catheter  of  his 
shunt  into  the  heart  by  thoracotomy.  This  procedure 
worked  only  intermittently  and  had  to  be  converted 
to  a ventriculo-peritoneal  shunt.  He  was  discharged 
on  a low  dose  of  diuretics.4 

Case  IV:  A five  year  old  male,  who  had  previously 
had  seven  revisions  in  order  to  maintain  ventricular 
drainage  for  the  control  of  hydrocephalus,  was  ad- 
mitted because  of  increased  intracranial  pressure.  He 
had  developed  vena  cava  obstruction  at  the  age  of 
four  years  which  demanded  the  conversion  of  his 
ventriculo-atrial  shunt  to  a ventriculo-peritoneal  shunt. 
His  vena  cava  obstruction  had  been  detected  after 
he  had  progressive  anasarca  and  upper  extremity  and 
facial  edema.  He  was  given  cardiotonic  and  diuretic 
therapy  to  correct  his  cardiorespiratory  problems. 
Intermittently  he  had  pulmonary  emboli  and  pul- 
monary hypertension  with  overt  congestive  heart 
failure;  but  with  each  episode  of  heart  failure,  he 
was  kept  alive  with  extensive  supportive  treatment. 
During  his  current  admission,  his  digitalis  and  di- 
uretics were  increased  so  that  he  was  an  acceptable 
operative  risk.  Surgical  lengthening  of  both  the  intra- 
cranial ventricular  catheter  and  the  intraperitoneal 
catheter  in  two  separate  procedures  reduced  the 
increased  intracranial  pressure  and  he  was  discharged. 

DISCUSSION 

Venous  thrombosis  and  cardiopulmonary 
insufficiency  encountered  as  a complication 
of  ventriculo-atrial  shunts,  while  not  frequent, 
are  serious  problems  in  hydrocephalic  chil- 
dren. These  complications  apparently  arise 
because  of  the  presence  of  foreign  matter  ( the 
end  of  the  shunt)  in  the  bloodstream  with 
subsequent  thrombus  formation  around  the 
catheter  tip.  This  thrombus  may  break  loose 
and  form  pulmonary  emboli.  The  pulmonary 
emboli  can  cause  sudden  death,  or,  if  smaller, 
may  produce  right-sided  heart  failure  and  cor- 
pulmonale.  The  thrombus  usually  causes 
obstruction  of  the  superior  vena  cava,  but  it 
may  become  infected  and  result  in  recurrent 
septicemia  with  multiple  small  septic  emboli 
leading  to  bacterial  endocarditis,  septic  arth- 
ritis, etc.6 

In  the  younger  age  group  (newborns  up  to 
a year),  when  the  growth  rate  is  high,  the 
sliding  of  the  distal  tip  of  the  atrial  catheter 
into  the  superior  vena  cava  is  most  likely  the 
cause  of  the  high  incidence  of  superior  vena 
cava  thrombosis.  As  such,  we  have  recently 
begun  placing  ventriculo-peritoneal  shunts  in 
all  newborn  or  very  young  hydrocephalics'1 


and  at  a later  date  (at  the  age  of  two  years 
or  with  recurrent  malfunctions)  converting 
such  shunts  to  ventriculo-atrial  shunts.  Al- 
though the  peritoneal  shunt  often  becomes 
obstructed,  presumably  by  the  omentum,  this 
condition  is  minimized  in  early  life  because 
the  omentum  is  very  small. 

The  complications  which  we  routinely  deal 
with  include  blockage,  malfunctions  and/or 
infections.  These  are  corrected  by  replace- 
ment, revision,  and/or  judicious  use  of  anti- 
biotics. The  serious  cardiovascular  and  pul- 
monary problems  are  not  common,  but  once 
they  occur  they  can  be  fatal.  Detection  of 
these  serious  complications  become  an  im- 
portant clinical  responsibility.  The  sudden 
onset  of  dyspnea  with  chronic  low-grade  fever, 
recurrent  episodic  high  temperatures,  a new 
heart  murmur,  or  a change  in  a pre-existing 
murmur  may  be  subtle  signs  of  congestive 
heart  failure  secondary  to  vena  cava  obstruc- 
tion.7 Therefore,  a routine  clinical  followup  in 
a treated  hydrocephalic  needs  to  include  a 
thorough  heart  and  lung  review.  In  all  hydro- 
cephalics treated  with  ventriculo-atrial  shunts, 
we  recommend  ( 1 ) a bi-monthly  checkup  by 
the  local  physician  during  the  first  two  years 
of  life;  (2)  a semi-annual  examination  after 
age  two;  (3)  a chest  X-ray  film  every  six 
months  in  the  first  two  years  of  life  and  every 
year  after  age  two;  and  (4)  immediate  ex- 
amination and  treatment  of  febrile  and/ or 
cardiorespiratory  and/or  vomiting  symptoms. 
In  any  suspicious  case  of  superior  vena  cava 
thrombosis  or  pulmonary  embolism,  the  pa- 
tient should  have  an  electrocardiogram  to  look 
for  right  heart  predominance,  pulmonary 
function  studies,  pulmonary  scan,  venogram, 
and  detection  of  septicemia  by  cerebrospinal 
fluid  and  blood  cultures.  A higher  percentage 
of  positive  blood  cultures  may  be  obtained 
by  first  pumping  the  shunts  before  drawing 
the  blood.  Finally,  many  such  patients  who 
still  require  control  of  their  hydrocephalus 
will  benefit  from  converting  their  ventriculo- 
atrial shunts  to  ventriculo-peritoneal  shunts 
wherein  the  distal  catheter  is  removed  from 
the  blood  stream.  Such  a procedure  has  re- 
duced the  incidence  of  thromboembolism  in 
many  hydrocephalics. 
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SUMMARY 

In  hydrocephalic  children  treated  with 
ventriculo-atrial  shunts,  the  complications  of 
superior  vena  cava  thrombosis  with  or  with- 
out pulmonary  embolization  can  be  fatal. 
Only  early  detection  can  lead  to  successful 
treatment.  This  complication  can  be  pre- 
vented by  initial  treatment  of  hydrocephalus 
by  a ventriculo-peritoneal  shunt  followed  by 
its  conversion  to  a ventriculo-atrial  shunt 


after  age  two.  Once  the  child  is  older  the 
veins  in  the  neck  are  larger  and  more  able  to 
tolerate  the  catheter.  With  the  less  rapid 
growth  of  the  child  after  age  two,  chances  of 
the  atrial  catheter  being  pulled  up  to  the 
superior  vena  cava  are  small  and  complica- 
tions are  preventable  by  routine  checkups. 
This  regime  minimizes  the  risk  of  superior 
vena  cava  thrombosis  and  subsequent  cardio- 
pulmonary complications. 
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Twenty-Two  Months’  War  Surgery  in  Vietnam— 
J.  E.  Oglesby  (Fort  Ord,  Calif  93941)  Arch  Surg 
102:607-613  (June)  1917. 

The  continuous  surgical  experience  of  the  27th 
Surgical  Hospital  in  Chu  Lai,  Vietnam,  from  March 
1968  through  February  1970  is  presented,  and  in- 
cludes 7,314  surgical  admissions  and  5.231  major 
operations.  Of  624  chest  injuries  requiring  chest  tubes, 
only  104  ( 16.5% ) required  thoracotomy,  thus  indi- 
cating that  the  majority  can  be  handled  by  tube 
drainage.  “Contused  lung,”  in  which  the  injury  is 
localized  and  symptoms  uncontrollable,  may  be  a 
definite  indication  for  lobectomy.  There  were  1.409 
laparotomies  performed  in  which  1,741  organ  injuries 
were  found  and  a 13.5%  negative  exploration  rate.  Of 
171  vascular  repairs,  there  were  29  failures  (17%). 
The  failure  rate  was  highest  for  popliteal  artery 
repair,  35%.  This  is  similar  to  the  experience  of  others 
and  may  reflect  either  inexperience  or  an  approach 
that  is  too  conservative  towards  initial  amputation. 


Complete  Axillary  Node  Dissection  With  Preserva- 
tion of  Pectoralis  Major  Muscle—  R.  H.  Yonemoto  et  al 
(City  of  Hope  Medical  Center,  Duarte,  Calif  91010) 
Arch  Surg  102:  578-582  (June)  1971. 

Sixty-eight  patients  with  malignancies  of  the  upper 
extremity,  shoulder  region,  and  chest  wall  have  been 
treated  with  complete  axillary  node  dissection  by  a 
new  approach.  The  technique  entails  severing  the 
tendinous  portion  of  the  pectoralis  major  muscle  and 
the  pectoralis  minor  muscle  to  accomplish  a complete 


axillary  node  dissection,  following  which  the  pectoralis 
major  muscle  is  re-approximated  with  several  silk 
mattress  sutures.  The  postoperative  function  and 
strength  is  good,  with  no  compromise  in  the  complete- 
ness of  the  node  dissection. 


Benign  Early  Onset  of  Parkinson’s  Disease:  Syn- 
drome Distinct  From  Classic  Postencephalitic  Parkin- 
sonism— R.  M.  Scott  and  J.  A.  Brody  (NINDS,  Na- 
tional Institutes  of  Health.  Bethesda,  Md.  20014) 
Neurology  21:366-368  (April)  1971. 

Twenty-one  patients  are  described  with  a syndrome 
of  Parkinson’s  disease  marked  by  unilateral  tremor  and 
rigidity  of  long  duration  and  minimal  progression  of 
symptoms.  The  mean  age  of  onset  was  37.3  years  and 
symptoms  frequently  commenced  following  a severe 
febrile  illness.  These  patients  were  minimally  in- 
capacitated by  their  illness.  They  had  none  of  the 
typical  stigmata  of  postencephalitic  Parkinson’s  disease 
and  their  mean  age  at  onset  was  approximately  ten 
years  older.  The  authors  propose  that  this  syndrome 
be  considered  as  an  entity  distinct  from  post-encepha- 
litis Parkinson’s  disease.  Its  etiology  is  uncertain  but  it 
is  possible  that  nonspecific  central  nervous  system 
injury  plays  a role  in  its  development.  Recognition  of 
this  syndrome  is  of  therapeutic  importance  since  these 
patients  respond  well  to  thalamic  surgery  and  can  be 
spared  the  potential  hazards  of  long-term  L-dopa 
treatment. 
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A NOTE  ON  THE  USE  OF  CANNABIS  SATIVA 
IN  THE  17th  CENTURY 


JOHN  P.  DOLAN,  Ph.D.* 
COLUMBIA,  S.  C. 


The  annals  of  medical  history  have  yet  to 
do  justice  to  the  career  and  accomplishments 
of  Engelbert  Kaempfer,  physician,  botonist, 
diplomat  and  historian.  Remembered  today 
chiefly  because  of  his  History  of  Japan,  pub- 
lished in  England  in  1728,  he  was  one  of  the 
first  Europeans  to  write  a detailed  account  of 
the  medical  practices  of  Persia  and  the  Far 
East  and  to  present  his  findings  before 
learned  societies  in  the  West.  His  History  of 
Japan,  which  he  did  not  live  to  see  published, 
was  the  first  authoritative  account  of  Nippon 
to  appear  in  the  English  language  and  is  still 
regarded  by  historians  as  a prime  source  of 
knowledge  of  17th  century  Japan.  It  came  to 
print  largley  through  the  efforts  of  Sir  Hans 
Sloane  who  was  president  of  the  Royal  Col- 
lege of  Physicians  from  1719  to  1735.  Sloane’s 
original  interest  in  Kaempfer  was  the  result  of 
a scientific  paper  read  by  the  latter  before  the 
University  of  Leyden  in  April  of  1694.  It  was 
not  until  after  his  death  that  Sloane  was  able 
to  procure  the  manuscript  of  Kaempfer’s 
History,  already  set  in  German  type.  It  was 
obtained  through  the  good  graces  of  Dr. 
Steigerthal,  personal  physician  to  George  I, 
who  accompanied  the  king  on  one  of  his  fre- 
quent visits  to  Hannover  and  purchased  it 
from  the  Count  of  Lippe. 

Sloane,  who  like  Kaempfer  had  a great 
interest  in  natural  history,  is  regarded  as  one 
of  the  founders  of  the  British  Museum.  Both 

“Professor,  Dept,  of  History,  University  of  South 
Carolina,  Columbia,  S.  C. 


men  combined  the  practice  of  medicine  with  a 
wide  interest  in  botony,  geology  and  the 
history  of  diseases.  While  physician  to  the 
Governor  of  Jamaica,  the  Duke  of  Albermarle, 
Sloane  compiled  a description  of  the  plant 
life  of  that  island  which  he  published  in  Latin 
in  1698  ( Catalogus  Plantarum  quae  in  Insula 
Jamaica  sponte  proveniunt  aut  vulgo  colun- 
tur).  He  succeeded  Sir  Isaac  Newton  as  head 
of  the  Royal  Society  and  was  one  of  the  pro- 
moters of  the  Colony  of  Georgia.1  His  interest 
was  also  directed  to  the  Colony  of  Carolina 
where  he  sent  Mark  Catesby  to  gather  botoni- 
cal  specimens.2  Sloane  was  largely  responsible 
for  the  wide  acceptance  in  England  of 
Kaempfer’s  great  opus,  Amoenitatum  Exoti- 
carum  Volitico-Physico-Medicarum,  published 
in  1712,  one  of  four  major  studies  he  wrote  of 
his  travels  in  the  Far  East. 

Kaempfer  was  born  in  1651  in  Lemgow, 
Westphalia,  son  of  a Lutheran  Pastor  and  re- 
ceived his  higher  education  at  the  Universities 
of  Cracow  and  Konigsberg.3  In  addition  to 
medicine  he  specialized  in  natural  history  and 
political  science,  writing  a doctoral  thesis 
entiled  De  Majestatis  Divisione.  His  reputa- 
tion as  a scientist  was  early  established  and  he 
was  invited  to  lecture  at  the  University  of 
Upsala  in  Sweden.  Here  he  caught  the  atten- 
tion of  King  Charles  XI  and  was  commis- 
sioned to  accompany  a legation  to  the  court 
of  Persia  in  an  effort  to  persuade  that  king- 
dom to  sever  its  ties  with  the  Ottoman  Empire 
and  establish  trade  relations  with  the  West. 
Although  the  negotiations  which  lasted  two 
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years  proved  fruitless,  Kaempfer’s  favored 
position  at  the  court  gave  him  ample  oppor- 
tunity to  study  and  record  the  cultural,  politi- 
cal and  medical  conditions  of  the  country.  A 
detailed  account  of  the  royal  court  and  the 
political  structure  of  the  country  appeared  in 
the  Amoenitatum  (Persona  Regia  Persarum, 
Status  hodierni  Regni  et  regiminis  ratio  in 
genera)  Fasc.  I,  Relatio  I,  along  with  a vivid 
description  of  the  military  establishment  of  the 
area  (Duces  Militum  et  Militia  Persica)  Fasc. 
I,  Relatio  5. 

When  the  Swedish  delegation  returned  to 
Europe  in  1685,  Kaempfer,  after  declining  a 
position  as  court  physician  for  the  ruler  of 
Georgia,  chose  to  continue  his  travels  and 
made  contact  with  the  fleet  of  the  Dutch  East 
India  Company  then  cruising  in  the  Persian 
Gulf.  He  was  appointed  fleet  surgeon  and 
soon  began  an  odyssey  that  was  to  take  him 
to  Malabar,  Ceylon,  the  Gulf  of  Rengal, 
Sumatra  and  Cambodia.  In  all  these  areas  he 
recorded  meticulous  accounts  of  medical  prac- 
tices as  well  as  illustrated  descriptions  of  the 
flora  and  fauna. 

In  the  Persian  Gulf  he  studied  the  Dra- 
cunculus  Parsarum  or  Vena  Medinensis,  the 
worm  found  between  the  interstices  of  the 
muscles,  noting  in  his  account  the  confusion 
regarding  its  identity  caused  by  the  various 
nomenclatures  employed  by  the  Greeks, 
Romans  and  Arabs.  He  described  in  great  de- 
tail the  life  cycle  of  the  “bestiola”  the  cor- 
poreal areas  infected  and  putative  cures.  In 
Malabar  he  observed  the  Perical  ( Hyper- 
sarcolis  ulcerosa  peduum)  or  Pedarthoroces, 
noting  again  the  history  of  the  disease  and 
explaining  that  since  it  often  infested  the  St. 
Thomas  Christians  of  that  region  it  was  called 
St.  Thomas  foot;  even  the  Portuguese  referred 
to  it  as  Peju  de  santo  Thoma.  Various  cures 
are  mentioned,  including  application  of  the 
oil  of  the  cocos  plant.  In  the  same  region  he 
investigated  the  disease  known  as  the  Andrum 
or  Hydrocele  (scroti  tumor)  which  he  found 
to  be  endemic.  Kaempfer  observed  that  one 
explanation  for  the  prevalence  of  this  afflic- 
tion was  the  climate  of  the  area.  The  sudden 
drop  in  temperature  caused  by  the  frigid  air 
rushing  down  from  the  mountains  into  the 


heated  plains  occurred  at  a time  ( post  mediam 
noctem ) when,  given  the  sexual  proclivities  of 
the  population,  that  part  of  the  anatomy  was 
often  exposed.  Among  recommended  cures  are 
the  oil  of  the  sesame,  coriander  and  Moringa 
( Arbor  alexipharmaca ) . 

Upon  arriving  at  Batavia,  headquarters  of 
the  vast  Dutch  commercial  empire,  in  Septem- 
ber of  1689,  Kaempfer  followed  his  usual 
investigations  of  the  region’s  medical  prac- 
tices, requested  and  received  appointment  as 
resident  physician  for  the  Embassy  of  the 
Dutch  East  India  Company  in  Nagasaki, 
Japan.  The  position  was  envious  as  the  Japan- 
ese had  earlier  in  the  century  closed  their 
country  to  Westerners  and  were  in  the  midst 
of  an  isolationism  and  xenophobia  that  was  to 
last  for  centuries.  He  arrived  in  Japan  in  May 
of  1690,  and  departed  in  1692,  returning  to 
Europe  with  a stopover  in  Africa  in  1693. 
During  his  two  year  stay  in  Japan— largely 
because  of  his  medical  knowledge— he  was 
accorded  privileges  seldom  granted  Europe- 
ans. On  at  least  one  occasion  he  was  granted 
an  audience  with  the  Emperor  and  he  was 
assigned  the  task  of  instructing  a 24-year-old 
Japanese  medical  student  in  the  ways  of  west- 
ern medicine.  It  was  by  reason  of  these  con- 
tacts that  he  was  able  to  garner  the  material 
used  in  his  famous  History.  As  elsewhere  in 
his  travels  he  compiled  extensive  medical 
data.  One  such  study  was  an  illustrated 
account  of  the  Japanese  practice  of  acu- 
puncture for  the  cure  of  cholera  (Curatio 
Colicae  per  Acupuncturam,  Japonibus  usi- 
tata).  Acupuncture  originated  in  China  more 
than  2,000  years  ago  and  is  still  practiced  in 
the  Far  East.  A very  complicated  form  of 
medical  treatment,  it  calls  for  the  sticking  of 
needles  into  various  parts  of  the  body.  The 
needles  of  assorted  sizes  and  thicknesses  were 
inserted  at  points  defined  by  maps  of  the 
body  surface.  In  addition  to  cholera,  acu- 
puncture was  used  to  cure  paralysis,  rheuma- 
tism and  heart  palpitations.  The  late  Aldous 
Huxley  was  a strong  advocate  of  this  form  of 
medicine.  A related  “observatio”  was  a de- 
tailed description  of  what  the  Japanese  called 
Moxa  or  the  use  of  plant  down  (Lanugo)  as 
a caustic  material  for  cauterizing.  The  article 
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included  a chart  indicating  the  various  areas 
in  the  body  to  be  cauterized  for  various  dis- 
eases and  the  methods  of  burning.  Of  the 
various  ailments  treated  in  this  fashion  were 
asthma,  scabies,  hemorrhoids,  arthritis,  sciatica 
and  gonorrhea. 

Among  the  many  health  giving  plants  that 
Kaempfer  studied  in  his  travels  throughout 
the  Orient  was  Cannabis  Saliva,  or,  as  it  is 
known  today,  hashish  or  marijuana.  lie  dis- 
cussed this  drug  under  the  general  heading  of 
inebriants  or  what  is  called  Kief  ( Inebriantia 
Persarum  et  Indorum)  in  Persia.  Apparently  a 
strong  advocate  of  natural  medicments,  he 
chides  his  European  readers  for  their  reluc- 
tance to  use  vegetables  ( classis  stirpium  vene- 
natarum  et  lethiserarum ) in  their  care  of  pa- 
tients. It  is  the  religious  beliefs  of  the  West 
and  their  horror  of  “folk  medicine”  that  lead 
them  to  proscribe  these  materials.  What  gives 
his  observations  on  Cannabis  a special  timely 
interest  is  the  fact  that  it  is  generally  assumed 
that  Europeans  were  ignorant  of  the  uses  of 
Cannabis  both  as  a medicine  and  as  an  intoxi- 
cant until  the  19th  century. 

In  a recent  article  appearing  in  the  New 
York  Times  Dr.  Solomon  II.  Snyder  of  Johns 
Hopkins  School  of  Medicine  writes:  “Western 
physicians,  however,  remained  largely  igno- 
rant of  Cannabis  until  1839  when  a 30-year- 
old  British  doctor  serving  in  India,  W.  B. 
O’Shaughnessy  wrote  a 49  page  article  in  the 
‘Transactions  of  the  Medical  Society  of  Ben- 
gal describing  his  experiences  with  the  drug.”' 
The  same  author  also  remarks  that  Cannabis 
was  probably  brought  to  Europe  by  Napo- 
leon’s soldiers  returning  from  Egypt.  At  least 
it  is  well  documented  that  in  Egypt  he  dis- 
covered widespread  use  of  hashish,  particu- 
larly among  the  lower  classes.  Napoleon 
issued  a proclamation  prohibiting  its  sale  or 
use  in  France.  Yet  Kaempfer  in  his  descrip- 
tion of  the  plant  and  its  uses  seems  to  indicate 
that  its  medical  properties  are  widely  known, 
especially  the  use  of  Bengi.r‘  He  notes  the 
antiquity  of  such  uses  referring  back  to  the 
writings  of  Pliny  and  Alexander  of  Alexander. 
He  is  also  aware  of  its  use  as  a soporific,  tonic 
and  antispasmatic  as  described  by  O’Shaugh- 
nessy." Cannabis  is  listed  as  one  of  several 


inebriants  used  in  Persia  and  India,  Nico- 
tinam,  Papaver  (Opium)  and  Betel  being  the 
others.  In  writing  of  Cannabis  he  informs  the 
readers  that  it  is  recommended  for  those  who 
enjoyed  a greater  variety  of  inebriants  or  who 
have  not  as  yet  been  addicted  to  the  soporific 
qualities  of  opium  (qui  inebriantium  gaudent 
varietate,  vel  opii  sapore  non  admodum  capi- 
untur).  The  best  plants  he  notes  are  grown 
only  in  certain  areas  of  Persia,  the  region 
around  Komaereh  and  Isfahan  being  pre- 
ferred. Three  parts  of  the  plant  are  used 
depending  upon  the  desired  effect:  the  semen 
or  seed  called  Sjadoneh,  the  pollen  of  the 
flower  called  Tsjers  and  the  leaves  or  Baeng. 
The  seed  is  the  weakest  of  the  three  and  is 
often  cooked  in  foods  or  mixed  with  various 
emulsions.  A further  method  is  to  mix  it  with 
siliva  and  sugar  and  take  it  as  an  aphordisiac 
(vescendum  ad  gaudia  etiam  conjugibus 
excitanda).  The  pollen  is  taken  either  exter- 
nally or  internally.  In  the  latter  form  it  is 
called  Tsjersi  Gol)aar  and  is  first  processed  by 
sifting  it  into,  small  particles  which  are  formed 
into  pastels.  For  external  use,  Tspersi  Kamer, 
the  larger  particles  are  mixed  with  tobacco 
and  smoked,  thus  increasing  the  intoxicating 
power  of  the  tobacco  ( ad  exaltandum  vires 
tabaci).  Kaempfer  notes  that  the  latter  loses 
its  strength  with  the  passage  of  time.  The 
leaves  of  the  plant  are  prepared  by  immer- 
sion in  cold  water,  agitation  and  pressing  out 
the  resulting  mixture.  Others  extract  a syrupy 
substance  from  the  leaves.  In  his  comments  on 
the  use  of  folia  in  this  way  he  notes  that  he 
personally  witnessed  its  preparation  and  con- 
sumption by  a group  of  Dervishes  (a  viris  ex 
devotione  mendicantibus ) along  the  Indian 
border.  The  scene  had  all  the  overtones  of  a 
religious  ritual. 

Kaempfer  also  includes  in  his  discourse  on 
Cannabis  the  curious  statement  that  as  a stu- 
dent at  the  University  of  Cracow  he  often  ate 
food  prepared  from  the  plant,  especially  dur- 
ing times  of  fast.7  Hence  it  would  appear  that 
a knowledge  of  the  use  of  Cannabis  both  as  a 
medicine  and  as  a stimulant  or  intoxicant  was 
not  as  little  known  in  17th  century  Europe  as 
has  been  assumed.  The  areas  traversed  by 
Kaempfer  were  not  unknown  to  the  Portu- 
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guese,  French  and  Dutch  merchants  and 
missionaries.  The  English  East  India  Com- 
pany in  1660  had  a number  of  factories  in 
Surat,  Madras,  Mozulipatam  and  at  Hugh  in 
the  Ganges  Delta.  The  French  held  territories 
in  the  Far  East  at  Chandernagor  and  Mazuli- 
patam  and  in  1690  founded  the  city  of  Pondi- 
chery.  The  publication  of  countless  “rela- 


tiones,”  dispatches  and  travelogues  describing 
in  great  detail  life  in  these  regions  made  in- 
formation on  Cannabis  abundantly  available 
in  Europe. 

After  returning  to  Europe  Kaempfer  was 
appointed  court  physician  to  the  Count  of 
Lippe  to  whom  he  dedicated  his  Amoenitatum 
Exoticarum.  He  died  of  cholera  in  1713. 
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Early  Diagnosis  of  Bronchogenic  Carcinoma— D. 
Iliirzeler  (Oberdorfstr  23.  Zurich)  Schweiz  Med 
Wschr  100:1879-1881  (Oct  31)  1970. 

The  steadily  rising  incidence  of  bronchogenic  car- 
cinoma and  the  poor  results  of  therapy  prompted 
follow-up  of  704  patients  bronchoscoped  over  a five- 
year  period  on  the  basis  of  a tentative  clinical  diag- 
nosis of  bronchogenic  carcinoma.  In  the  365  patients 
with  bronchogenic  carcinoma,  the  average  survival 
was  slightly  over  a year;  in  78  who  underwent  surgery 
it  was  25%  months.  Ten  patients  who  underwent 
surgery  reached  five-year  survival.  Except  for  the 
x-ray  findings,  the  symptoms  and  clinical  picture  in 
bronchogenic  carcinoma  are  untypical,  although  mor- 
phologic alterations  in  monocyte  nuclei,  a rise  in 
LDH,  and  blood  protein  changes  may  prompt  sus- 
picion of  the  disease.  Diagnosis  was  established  by 
bronchoscopy  in  80%  of  the  cases  and  confirmed  by 
biopsy  or  cytology  of  bronchial  secretions  in  72.1%. 
For  early  diagnosis,  annual  check-ups,  comprising 
x-ray  examination  and  sputum  cytology  of  patients  at 
risk,  are  recommended.  Bronchoscopy  can  be  im- 
proved by  including  previous  x-ray  pictures,  improved 
biopsy  methods,  and  biopsy  of  apparently  normal 
carinae  of  the  lobes,  and  by  use  of  new  techniques 
such  as  cool  light  fiber  optics  illumination,  Hopkins 
optics,  and  a flexible  fiber  bronchoscope  with  bron- 
chial brushing. 


Carbon  Monoxide-Induced  Mountain  Sickness  Pro- 
voked by  Tobacco  Smoking— P.  Astrup,  K.  Kjeldsen, 
and  J.  Siggaard- Andersen  ( Rigshospitalet,  Copen- 
hagen) Lancet  1:781-782  (April  17)  1971. 

A patient  is  described  who.  for  many  years,  had 
had  attacks  of  headache,  x'ertigo,  muzziness,  and  occa- 
sionally loss  of  consciousness.  The  attacks  were 
always  triggered  off  by  intensive  cigarette  smoking. 
Similar  symptoms  were  provoked  by  breathing  carbon 
monoxide  in  air.  Capillary  filtration  rate  and  trans- 
vascular  albumin  transport  also  rose  during  laboratory 
exposure  to  carbon  monoxide.  The  patient  stopped 
smoking  three  years  ago  and  has  since  been  free 
from  attacks.  The  attacks  were  apparently  caused  by 
uptake  of  carbon  monoxide  from  the  tobacco  smoke, 
the  pathogenesis  being  increased  endothelial  filtration 
and  permeability. 


The  Gram  Stain  in  Eye  Infections— Allen  H.  John- 
son (Charleston.  SC)  and  John  A.  Wells,  Jr.  (Colum- 
bia, SC)  Southern  Med  J (June)  1971. 

This  study  indicates  that  the  Gram  stain  should  be 
performed  when  a specimen  is  obtained  for  culture. 
It  often  provides  immediate  diagnostic  and  prognostic 
information,  and  guides  in  the  institution  of  proper 
specific  therapy.  The  Gram  stain  can  be  useful  to 
physicians  who  treat  external  ocular  infection. 


October,  1971 


427 


STOPPING  PAIN 


RANDHIR  P.  SINHA,  M.  D„ 

RESIDENT  IN  NEUROSURGERY 

THOMAS  B.  DUCKER,  M.  D„ 

ASSISTANT  PROFESSOR,  NEUROSURGERY 

PPIANOR  L.  PEROT,  JR.,M.  D„ 

PROFESSOR  AND  CHAIRMAN,  NEUROSURGERY 
THE  DIVISION  OF  NEUROLOGICAL  SURGERY, 
MEDICAL  UNIVERSITY  OF  SOUTH  CAROLINA, 
CHARLESTON 


INTRODUCTION 

The  alleviation  of  intractable  pain  is  one  of 
the  most  rewarding  and  gratifying  acts  that 
a physician  can  accomplish.  However,  in  the 
past,  few  physicians  have  been  consistently 
successful.  Now,  with  the  advancement  in  our 
knowledge  of  neuroanatomy  and  neuro- 
physiology, together  with  the  improved  opera- 
tive techniques,  it  is  possible  to  help  many 
patients  who  could  not  have  been  previously 
helped. 

PAIN  MECHANISMS 

According  to  Sherrington,8  “Pain  is  the  psy- 
chical adjunct  of  an  imperative  protective 
reflex.”  However,  chronic  intractable  pain, 
after  standard  medical  care  aimed  at  the 
disease  that  causes  the  pain  is  completed, 
becomes  no  longer  a “protective  reflex”  but  is 
instead  primarily  the  “psychical  adjunct” 
manifested  as  an  obnoxious  misery.  Such 
misery  serves  no  purpose,  gives  added  emo- 
tional problems,  and  deteriorates  the  attitude 
of  the  person.  Ideally,  pain  should  be  stopped 
even  if  the  disease  which  causes  it  cannot. 

Pain  is  initiated  in  bare,  fine,  non-my- 
elinated  nerve  endings.  There  are  two  types 
of  pain:  1)  the  well-defined,  superficial,  epi- 
critic  kind  of  sensation;  and  2)  the  dull, 
poorly-demarcated,  deep,  protopathic  type.1,2 
The  former  has  a low  threshold,  is  easily  set 
into  action,  and  travels  more  rapidly  in  the 


myelinated  A-delta  fibers.  It  can  be  localized 
more  specifically  and  gives  rise  to  quick  pro- 
tective reflexes.  And  it  soon  accommodates 
and  subsides.  On  the  contrary,  the  protopathic 
pain  is  slower  to  begin,  is  carried  over  slower, 
non-myelinated  small  C fibers,  and  is  not 
accommodated.  This  latter  type  of  pain  gives 
rise  to  misery. 

Both  fibers  lie  within  the  same  nerve  trunk. 
The  smaller  fibers  are  slightly  more  sus- 
ceptible to  local  anesthetics,  but  generally 
nerve  blocks  and  nerve  sectioning  affects  both 
types.  The  cell  bodies  for  these  fibers  He  in 
the  dorsal  root  ganglion,  and  the  impulse  is 
next  carried  over  the  dorsal  roots  into  the 
spinal  cord.  Dorsal  rhizotomies  affect  both 
kinds  of  pain. 

Once  in  the  spinal  cord,  pain  fibers  from 
one  nerve  ascend  or  descend  one  or  two  seg- 
ments before  synapsing  in  adjacent  dorsal 
horn.  Visceral  pain,  which  is  probably  con- 
ducted up  sympathetic  nerves  to  the  para- 
vertebral sympathetic  ganglia,  comes  in  over 
the  dorsal  roots  as  protopathic  sensation  and 
mixes  into  the  same  area  of  the  cord.  The 
quality  and  quantity  of  the  type  of  pain  sensa- 
tion which  is  relayed  from  this  area  of  the 
spinal  cord  to  the  higher  brain  centers  is 
probably  controlled  by  the  “gate  theory”.* 
This  theory  is  a rather  complex  system  which 
works  in  two  phases.  Initially,  the  fast,  pro- 
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tective,  localized,  epicritic  pain  is  transmitted 
into  the  central  nervous  system.  Then  the  gate 
closes  or  reduces  that  particular  sensation  and, 
in  the  second  phase,  the  deep,  dull,  proto- 
pathic  pain  is  transmitted. 

While  the  superficial  and  fast  components 
of  pain  take  direct  routing  in  both  the  anterior 
and  posterior  ascending  tracts  of  the  cord,  the 
deep  chronic  pain  component  converges  pri- 
marily in  the  opposite,  antero-lateral  spino- 
thalamic tract.  Over  slow  conducting  fibers 
with  several  synapses,  this  tract  has  several 
destinations:  the  brain  stem,  the  midbrain,  the 
deep  structures  of  cerebrum.4  In  the  brain 
stem,  impulses  initiate  mechanisms  for 
arousal.  In  both  the  brain  stem  and  midbrain, 
connections  to  the  reticular  formation  in  turn 
activate  the  hypothalamic  autonomic  re- 
sponses and  the  more  medial  thalamic  cen- 
ters. Above  the  tentorium,  the  tract  ends  in 
the  posterior  ventral  nuclei  of  the  thalamus. 
Here  is  where  pain  first  comes  into  con- 
sciousness. The  thalamic  nuclei  have  their 
own  complex  systems4  which  relay  to  the 
frontal  lobe  systems  where  the  patient  may 
experience  “suffering”.  If  not  sent  to  the 
frontal  lobe,  the  sensation  may  be  relayed  to 
the  parietal  lobe  for  further  localization.  The 
cerebral  cortex  is  bombarded  by  many  stimuli 
and  has  the  power  to  facilitate  or  suppress 
through  the  central  tegmental  pathways  to 
give  various  perceptual  levels  of  the  intensity 
of  the  pain. 

Sensation  of  the  face  is  carried  in  over  the 
trigeminal  nerve,  which  is  phylogenetically 
different.'  Cell  bodies  for  the  fifth  (trige- 
minal) cranial  nerve  are  in  the  gasserian 
ganglion,  which  is  homologous  to  the  dorsal 
root  ganglion.  The  retrogasserian  root  enters 
the  pons  and  pain  and  temperature  fibers  go 
down  the  descending  tract  to  the  spinal 
nucleus  of  the  fifth  cranial  nerve.  Tin’s  de- 
scending (spinal)  tract  extends  from  the 
inferior  cerebellar  peduncle  lying  at  the  level 
of  the  fourth  ventricle  to  the  substantia 
gelatinosa  of  the  upper  three  or  four  cervical 
cord  segments.  Other  contributory'  sensory 
fibers  include  a few  fibers  from  the  seventh 
cranial  nerve  to  the  external  auditory  meatus 
and  the  supra-tonsillar  recess,  the  ninth  cran- 


ial nerve  in  the  oro-pharynx  and  vagus  by  the 
auricular  branch  to  part  of  the  tympanic 
membrane  and  ajoining  part  of  the  external 
auditory  meatus  and  finally  the  upper  cervical 
spinal  nerves  ( posterior  roots ) that  supply  the 
overlying  angle  of  the  jaw.  From  the  ipsi- 
lateral  descending  tract,  the  pain  pathway 
crosses  to  the  opposite  side  as  the  ventral 
secondary'  ascending  tract  of  the  fifth  cranial 
nerve  to  the  thalamus,  etc.  Thus  by  incor- 
porating the  cervical  segments,  facial  pain 
evokes  protective  head  and  neck  movements. 

PAIN  CONTROL 

Selection  of  operative  cases  is  probably  one 
of  the  most  controversial  decisions  to  make. 
As  outlined,  there  are  several  pain  pathways 
to  the  brain  and  within  the  brain,  and  surgery 
itself  can  give  rise  to  deficits  which  can  some- 
times be  as  distressing  to  the  patient  as  his 
original  pain.  Individual  cases  have  to  be 
chosen  on  their  own  merits  before  embarking 
on  an  operative  procedure.  Some  conditions 
(such  as  intractable  pain  secondaiy  to  certain 
malignant  neoplastic  conditions)  should  be 
treated  surgically  if  the  patient  has  a reason- 
able life  expectancy  and  has  yet  to  become  a 
narcotic  addict.  Also,  operations  yield  bene- 
ficial effects  in  some  painful  non-malignant 
conditions.  These  are  conditions  such  as 
tic  douloureux,  glosso-pharyngeal  neuralgia, 
chronic  pancreatitis,  and  known  fibrotic  con- 
ditions. Conditions  which  have  a very  high 
rate  of  failure  where  operations  should  be 
carefully  planned  or  deferred  include  post- 
amputation neuralgias,  phantom  limbs,  and 
post-infectious  neuralgias  due  to  herpes  zoster 
( shingles ) . 

It  is  not  out  of  place  to  say  a word  of 
caution  about  imaginary  pain.  Hysteria,  de- 
pression, and  a type  of  social  isolation  alone 
or  in  combination  with  the  other  two  are 
commonly  associated  with  so-called  “pain”, 
which  should  be  excluded  by  careful  history 
and  examination.  In  cases  of  doubt  or  sus- 
picion, a psychiatrist  may  be  called  for  con- 
sultation. 

Neurosurgical  procedures  used  to  control 
pain  involve  all  parts  of  the  nervous  system. 
We  try  to  analyze  each  patient’s  condition  in 
terms  of  neuronal  pathways  involved  and 


October,  1971 


429 


STOPPING  PAIN 


NEUROSURGICAL  PROCEDURES 

I.  Peripheral  Nerve 

1 ) Resection  of  Neuroma 

2)  Neurolysis 

3)  Proximal  Neurotomy  (A) 

4 ) Sympathectomy  ( B ) 

II.  Spinal  Nerve  Root 

1 ) Intrathecal  Injection 

Lumbar  (C) 

Cisterna  Magna  ( C1 ) 

2)  Posterior  Rhizotomy  (D) 

III.  Spinal  Cord 

1)  Thoracic  Tractotomy  (E) 

2)  Cervical  Tractotomy  (F) 

Open  operation 
Percutaneous  stereotactic  - 

3)  Combination  Tractotomies 

IV.  Brain  and  Cranial  Nerves 

1 ) Retrogasserian  Rhizotomy  ( H ) 

2)  Medullary  Tractotomy  (G) 

3)  Thalamotomy  (I) 

4 ) Cingulomotomy  ( J ) 

5)  Frontal  Leucotomy  (K) 

6)  Hypophysectomv  (L) 

Figure  1. — A schematic  attack  to  stop  pain 
transmission  involves  all  levels  of  the  peripheral 
and  central  nervous  system.  The  above  outline  is 
illustrated  in  Figure  2. 

where  these  could  be  interrupted.  For  con- 
venience, we  have  classified  the  operations 
into  peripheral  nerve,  spinal  nerve  root,  spinal 
cord,  brain  and  cranial  nerve  procedures 
( Figure  1 ). 

I.  Peripheral  Nerve  Procedures 

Four  basic  operations  are  considered  here: 
resection  of  neuroma;  neurolysis;  proximal 
neurotomy;  and  sympathectomy. 

The  first  three  procedures  are  almost  limited 
to  sensory'  nerves  or  mixed  nerves  where  the 
motor  deficits  are  dispensible  like  an  inter- 
costal nerve.  While  conditions  which  lead  to 
these  procedures  vary  greatly,  a common 
etiologic  factor  is  the  reaction  of  a nerve  to 
injury  where  the  regrowth  of  neurons  is  differ- 
ent for  C fibers  and  A-delta  fibers.  The  for- 
mer is  greater  and  faster  and  the  latter  is 
slower.  This  differential  growth  could  be 
responsible  for  painful  neuromas. 


Terminal  neuromas  of  previously  injured 
nerves  where  there  is  a long  standing  neuro- 
logical deficit  can  be  resected  without  reserva- 
tions. A patient  is  rarely  if  ever  made  worse; 
he  is  usually  made  better.  In  most  of  these 
procedures,  we  have  not  capped  the  nerve 
end  but  have  encased  the  end  in  an  empty 
silastic  tube  so  that  regrowth  will  be  longi- 
tudinal without  a neuroma. 

Neuromas  in  continuity  in  a nerve  where 
distal  function  is  present  constitute  a more 
complex  problem.  The  majority  will  benefit 
from  an  external  neurolysis  with  a silastic 
cuff,  where  the  release  of  adhesions  about  the 
nerve  and  the  prevention  of  recurrent  ad- 
hesions gives  relief  in  many  cases.  However, 
some  cases  demand  removal  of  the  scar  with 
a re-anastomosis,0  but  in  this  situation  there  is 
a risk  of  further  distal  motor  and  sensory  loss. 

Proximal  neurotomy  is  commonly  practical 
for  certain  headache  problems  ( occipital 
nerve),  for  specific  tic  douloureux  cases 
( supra- and/or  infra-orbital  nerve),  for  inter- 
costal neuralgias,  for  meralgia  paresthetica 
(lateral  femoral  cutaneous  nerve),  and  for 
certain  painful  syndromes  in  the  feet.  Before 
deciding  on  such  a procedure  (Figure  2A), 
a preliminary  nerve  block  or  nerve  crush  is  a 
good  test  of  the  ultimate  success  and  will 
give  the  patient  an  idea  whether  or  not  he 
prefers  the  sensory  deficit. 

Sympathectomy  (Figure  2B ) is  an  excellent 
treatment  for  problems  of  hyperactive  vaso- 
motor phenomena  like  causalgia  and  vasculo- 
lymphatic  stasis  disorder  like  that  seen  in  an 
extremity  after  a radical  mastectomy.  Usually 
such  cases  are  easily  recognized.  They 
should  be  treated  before  the  pain  pattern 
becomes  irreversibly  established  and  before 
skin  changes  occur  in  the  extremity.  Pre- 
liminary blocks  are  very  important  not  only 
for  diagnostic  purposes  but  also  for  thera- 
peutic results.  Repeat  blocks  may  break  up 
the  pain  cycle  so  that  operation  is  not  re- 
quired. 

II.  Intradural  Extramedullary  Procedures 

We  included  here  the  intrathecal  (sub- 
arachnoid) injections  and  posterior  rhizoto- 
mies, for  both  procedures  most  commonly 
affect  the  nerve  roots  and  not  the  spinal  cord. 
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The  intrathecal  injections  utilize  either 
phenol  or  hypertonic  saline.  Both  substances 
block  conduction  of  the  nerve  roots,  especially 
the  unmyelinated  C fibers.  The  use  of  phenol 
has  been  confined  to  the  lumbar  sac  (Figure 
2C);  hypertonic  saline  has  been  used  both  in 
the  lumbar  area  and  the  cisterna  magna. 

Lumbar  phenol  block  is  an  excellent  pro- 
cedure for  pain  secondary  to  malignancies  in 
the  pelvis.7  Success  rate  is  initially  SO  per 
cent,  but  in  time  may  drop  to  50  per  cent. 
Complications  with  bladder  function  do 
occur  but  often  are  transient  or  easily 
handled.  And  in  no  case  in  our  experience  has 
a patient  lost  any  significant  strength  in  his 
legs.  The  vast  majority  of  patients  are  grateful 
for  the  procedure.  Hypertonic  saline  solutions 
give  an  osmolytie  neurolysis,8  relief  is  nearly 
95  per  cent,  is  usually  short  lived  (lasting  for 
three  to  four  months),  and  can  be  repeated. 
The  injection  procedure,  however,  is  painful 
itself  and  may  produce  changes  in  muscle 
tone  and  blood  pressure.  Therefore,  it  has  to 
be  carried  out  cautiously  and  under  general 
anesthesia.  Hypertonic  saline  is  injected  into 
the  lumbar  sac  for  pelvic  or  intraperitoneal 
pain  and  in  the  cisterna  magna  for  head  and 
neck  pain. 

Posterior  rhizotomy  (Figure  2D)  or  sensory 
root  section  by  hemilaminectomy,  is  very 
effective  in  focal  pathology.  When  the  pain  is 
confined  to  certain  specific  nerve  roots  and 
can  be  effectively  blocked  by  a local  anes- 
thetic of  such  roots,  good  and  lasting  relief 
can  be  obtained  by  operative  sectioning.  The 
number  of  roots  cut  is  carefully  planned  in 
the  extremities  because  there  is  loss  of  other 
modalities  of  sensation  which  accompany 
such  procedures.  An  extremity  without  pro- 
prioception (position  sense)  makes  routine 
motor  functions  very  clumsy  and  difficult,  but 
as  pointed  out  by  Sweet  and  White8  only  one 
major  root  needs  to  be  left  intact  in  order  to 
maintain  adequate  position  sense.  Thus,  we 
are  now  more  successful  in  handling  upper 
extremity  pain  secondary  to  advanced  car- 
cinoma or  radiation  brachial  neuritis.  In  the 
lower  extremities,  rhizotomies  of  the  fifth 
lumbar  and  first  sacral  nerve  roots  are  helpful 
when  patients  with  sciatica  have  previously 


Figure  2 

been  treated  with  one  or  more  operations. 
Chest  or  abdominal  wall  pain  on  occasion 
demands  rhizotomies,  including  the  roots 
superior  and  inferior  to  the  involved  area 
since  there  is  considerable  overlapping  of  pain 
pathways. 

Chest  and  abdominal  wall  pain  problems, 
however,  are  initially  best  treated  with  neu- 
rectomies whenever  possible  to  avoid  major 
intradural  procedures.  In  the  extremities,  neu- 
rectomies are  not  so  desirable  because  of  the 
associated  motor  loss,  and  it  becomes  neces- 
sary to  do  rhizotomies  and/or  tractotomies. 
III.  Spinal  Cord  Procedures 

These  procedures  are  essentially  directed 
toward  interrupting  the  spinothalamic  tract 
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on  contralateral  side  of  pain,  as  pain  fibers 
cross  to  the  opposite  anterolateral  quadrant 
of  the  spinal  cord. 

Unilateral  procedure  is  preferable  although, 
when  required,  bilateral  procedures  can  be 
performed  particularly  in  pelvic  malig- 
nancies. When  pathology  lies  below  the  costal 
margins,  a high  thoracic  tractotomy  is 
selected.  The  high  cervical  level  is  used  for 
pain  above  costal  margins.  Bilateral  high 
cervical  cordotomy  is  done  only  in  exceptional 
circumstances  and  in  stages.  Involuntary 
respiration  tracts  travel  in  the  anterior  quad- 
rant of  the  cervical  spinal  cord.  If  both  sides 
are  cut,  the  patient  may  have  failure  of 
respiration  during  sleep  which  might  result 
in  death. 

These  operations  essentially  consist  of 
laminectomy,  opening  the  dura  in  midline  and 
arachnoid  laterally,  sectioning  the  dentate  liga- 
ment, identifying  the  anterior  nerve  roots,  and 
making  an  incision  in  the  lateral  column  at 
the  dentate  ligament  about  four  to  five  milli- 
meters anterior  to  the  anterior  nerve  root 
(Figure  2E).  As  sacral  fibers  are  postero- 
lateral and  thoracic  fibers  (then  the  cervical 
fibers)  are  antero-medical  in  the  lateral  col- 
umn, the  incision  is  planned  according  to  the 
central  focus  of  the  pain.  The  cord  incision 
should  not  go  too  anterior  as  to  injure  the 
anterior  spinal  artery  and  not  too  posterior 
so  as  to  include  cortispinal  tract  which  could 
give  ipsilateral  leg  paresis.  In  bilateral  lesions, 
the  distance  between  cord  lesions  of  two  sides 
should  be  at  least  a centimeter  and  the  in- 
cidence of  loss  of  bladder  and  bowel  function 
is  about  20  per  cent.  Overall  post-operative 
mortality  is  slightly  higher  than  in  routine 
laminectomy  cases,  for  many  such  patients  are 
markedly  debilitated.  High  thoracic  trac- 
totomy (Figure  2E)  is  done  at  T 1-2  and  suc- 
cess rate  is  around  80  to  90  per  cent.  High 
cervical  cordotomy  (Figure  IF)  is  performed 
at  C 1-2  unilaterally  except  in  certain  special 
cases.  Posterior  cervical  rhizotomy  for  intract- 
able neck  pain  can  be  combined  here.  Some- 
times, a high  cervical  lesion  can  be  combined 
with  a high  thoracic  lesion  to  maintain  phrenic 
nerve  function.  After  all  these  procedures,  pa- 
tients are  cautioned,  as  their  protective  affer- 


ent impulses  of  both  pain  and  temperature 
are  lost. 

Recently  we  have  undertaken  percutaneous 
cordotomy  which  can  be  done  in  cooperative 
patients  under  local  anesthesia  with  reason- 
able accuracy  by  utilizing  X-ray  control.  The 
procedure  is  carried  out  through  the  laminal 
opening  between  C 1-2.  After  neurophysiologic 
electrical  stimulation  and  measurement  of 
cord  impedance  confirm  the  exact  position  of 
the  needle  within  cord  substance,  a radio  fre- 
quency heat  lesion  is  made.  While  some  have 
claimed  better  results  than  with  open  pro- 
cedures, those  of  us  who  have  done  both  tech- 
niques feel  that  the  success  rate  is  about  the 
same  (80-90  per  cent). 

Interruptions  of  the  pain  fibers  as  they 
cross  the  midline  in  the  anterior  commissure 
of  the  spinal  cord  is  a procedure  known  as 
commissural  myelotomy.  This  procedure  mini- 
mizes the  complications  of  cortico-spinal  tract, 
bladder,  and  bowel,  but  the  results  are  much 
less  satisfactory  and  the  deficit  is  always  bi- 
lateral as  fibers  from  both  sides  are  severed. 
Moreover,  it  requires  an  extensive  lamin- 
ectomy. This  procedure  is  carried  out  by 
making  an  incision  between  the  dorsal  col- 
umns. Besides  pain,  the  temperature  fibers 
and  some  touch  fibers  are  also  involved.  The 
essential  deficits  are  the  same  as  those  seen  in 
early  syringomyelia.  Technically,  the  proced- 
ure is  rather  delicate  and  the  success  rate  is  at 
best  60  per  cent.  Another  procedure  which  is 
seldom  performed  because  of  similar  technical 
difficulties  is  the  Lissauer  tractotomy.  We 
believe  that  spinothalamic  tractotomy  is 
superior  to  commissural  myelotomy  and  to 
Lissauer  tractotomy,  and  we  no  longer  utilize 
these  last  two  procedures. 

III.  Intracranial  Procedures 

Two  basic  types  of  procedures  are  carried 
out  intracranially.  The  operations  are  de- 
signed to  relieve  pain  in  the  face  or  in  the 
entire  body  (or  half  of  it).  Pain  from  the 
face  travels  over  the  trigeminal  system,  as 
previously  discussed.  The  fibers  can  be  inter- 
rupted behind  the  Gasserian  ganglion  (pos- 
terior rhizotomy  or  retrogasserian  rhizotomy) 
or  in  the  descending  tract  of  the  fifth  cranial 
nerve  (medullary  tractotomy). 
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A retrogasserian  rhizotomy  of  the  sensory 
root  of  the  trigeminal  nerve  achieves  good 
results  in  cases  of  intractable  face  pain  and 
tic  douloureux.  A prior  trial  of  Tegretol,  al- 
cohol injection  into  the  affected  nerve  or 
avulsion  of  the  local  nerve  involved  should 
be  considered.  Glossopharyngeal  neuralgia  can 
mimic  trigeminal  neuralgia  except  that  it  is 
usually  accompanied  by  pain  on  swallowing 
with  radiation  to  the  ear  and  tonsils.  These 
cases  also  achieve  good  results  with  glosso- 
pharyngeal nerve  section.  We  have  learned  to 
warn  patients  of  possible  paresthesia  and 
corneal  anesthesia  following  retrogasserian 
rhizotomy.  Interruption  of  the  descending 
sensory  fibers,  which  is  known  as  medullary 
tractotomy  (Figure  2G),  achieves  satisfactory 
pain  relief  in  the  ipsilateral  head  area.  The 
operation  is  usually  done  by  a limited 
first  cervical  laminectomy  and  rongeuring  the 
posterior  rim  of  the  foramen  magnum  for 
adequate  exposure  for  a limited  posterior 
fossa  craniectomy  followed  by  an  operative 
tractotomy  in  the  lower  lateral  aspect  of  the 
medulla.  A bilateral  posterior  C2,  3,  4 rhizot- 
omy may  be  added  for  a more  extensive 
coverage  if  the  painful  lesion  extends  down 
into  the  upper  neck.  This  more  extensive 
operation  is  for  the  better  risk  patients.  In  the 
fair  operative  risk  patient,  we  do  the  simple 
medullary  tractotomy.  In  the  very  poor  risks, 
osmolytic  neurolysis  which  we  discussed 
earlier  can  be  tried. 

Because  of  the  multiplicity  and  complexity 
of  pain  pathways,  as  well  as  the  ill-understood 
nature  of  anatomic  pathways  intracranially, 
procedures  designed  above  the  medullary 
level  in  the  pain  pathway  systems  have  defin- 
ite limitations.  Although  they  are  not  very 
popular,  they  are  often  worth  a trial.  The  first 
of  these  is  thalamotomy  (Figure  21).  This 
stereotactic  procedure  attacks  the  centrum 
medianum  and/or  the  medial  pulvinar  area  of 
the  thalamus  by  radio  frequency,  heat  lesions 
or  the  cryosurgical  probe  (cold  lesions). 
Thalamotomy  procedures  attack  the  older 
phylogenetic  pain  system  or  the  deep  nagging 
pain  which  we  now  believe  is  carried  pri- 
marily by  the  more  medial  nuclei.0  We  no 
longer  make  lesions  in  the  classical  spino- 


thalamic relay  nuclei  of  the  postero-ventro- 
lateral  group,  because  there  is  loss  of  pro- 
prioception, tactile  sensations,  and  acute 
localized  pain  sensation  without  adequate 
relief  from  chronic  intractable  deep  pain. 
When  there  is  diffuse  chronic  pain,  a bilateral 
thalamotomy  can  be  carried  out  with  sur- 
prisingly good  results  and  without  producing 
any  detectable  neurologic  deficit. 

Stereotactic  destruction  of  the  multi-syn- 
aptic pathways  lying  beneath  the  medial 
frontal  cortex  above  the  corpus  collosum  is  of 
benefit  in  patients  with  a significant  emotional 
factor  accompanying  the  intractable  pain. 
This  process,  cingulotomy  (Figure  2J),  has 
been  reported  to  cause  minimal  personality 
changes  and  some  good  results  in  patients10 
although  it  is  awaiting  more  convincing  re- 
sults before  universal  acceptance. 

Another  procedure  which  has  undergone 
much  refinement  is  the  frontal  lobotomy 
(Figure  2K).  There  is  some  truth  in  the  con- 
cept that  we  localize  pain  in  the  parietal  cor- 
tex and  that  we  suffer  in  the  frontal  lobe. 
Interruption  of  thalamo-frontal  projections  by 
normal  saline  infiltration  through  a burr  hole 
is  a relatively  simple  procedure  for  poor  risk 
patients.  Special  leukotomes  have  been  de- 
signed to  cut  these  tracts.  This  type  of  pro- 
cedure allays  suffering;  though  patients  may 
feel  pain,  they  no  longer  suffer  from  it.  Per- 
sonality changes  are  frequent,  so  this  pro- 
cedure is  usually  limited  to  terminal  patients. 
The  possible  misuse  of  this  operation  in  the 
1930’s  should  not  prejudice  a physician’s 
approach  in  the  1970’s,  for  it  does  have  a 
limited  place  in  current  therapy. 

The  final  intracranial  procedure,  hypo- 
physectomy  (Figure  21),  is  a very  effective 
treatment  for  bone  pain  due  to  widespread 
carcinoma  of  the  prostate  or  breast.  Patients 
who  derive  significant  relief  from  orchiectomy 
or  oophorectomy  can  again  be  benefited 
some  six  months  or  more  after  the  initial  treat- 
ment if  they  have  recurrence  of  bone  pain. 
These  patients  stand  a 75  per  cent  chance  of 
getting  relief  of  severe  bone  pain  and  a 40 
per  cent  chance  of  actual  remission  of  the  dis- 
ease as  shown  by  X-ray  films.  A hypophy- 
sectomy  may  not  change  the  length  of  survival 
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of  these  cancer  patients,  but  it  does  change 
the  quality  of  survival.  Endocrine  replacement 
therapy  can  be  managed  fairly  easily  after 
pituitary  ablation  and,  therefore,  is  not  a sig- 
nificant factor  in  the  decision  to  carry  out  the 
operation.  Depending  on  the  patient,  we  may 
perform  hypophysectomy  by  stereotactic  cold 
or  heat  lesions,  by  the  trans-sphenoid  route 
with  our  otolaryngologist,  or  by  the  sub- 
frontal  intracranial  route. 

CONCLUSION 

We  have  briefly  outlined  the  rationale  for 
operative  obliteration  of  intractable  pain. 
Pathophysiology  of  pain  is  now  better  under- 
stood, but  mulitple  pathways  are  involved 
which  explain  the  unsatisfactory  results  in  the 
occasional  case. 

Because  neurosurgical  treatment  cannot 
only  be  very  rewarding  but  also  can  be  a 


complete  failure,  careful  evaluation  of  in- 
dividual cases  is  absolutely  necessary.  Neu- 
rotomy, rhizotomy  and  cordotomy  remain  the 
standard,  most  rewarding  procedures.  Per- 
cutaneous cordotomy  in  certain  cases  is  prob- 
ably superior  to  the  classical  cordotomy  be- 
cause of  the  simplicity  of  the  procedure  with 
proper  instruments  and  X-ray  control.  Another 
recent  addition  to  our  knowledge  of  pain  is 
the  role  of  the  thalamic  nuclei  of  the  centrum 
medianum  and  pulvinar  which  are  probably 
associated  with  intractable  pain  as  opposed 
to  classical  postero-ventro  medial  and  lateral 
nuclei.  In  the  patient  with  cancer  of  the  breast 
and  prostate,  hypophysectomy  should  be  con- 
sidered. 

In  the  majority  of  circumstances,  the  cor- 
rect neurosurgical  procedure  can  achieve 
relief  of  intractable  pain  in  slightly  over  80 
per  cent  of  the  cases. 
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MARK  BRAUNSTEIN,  STUDENT0’0 


The  new  Department  of  Family  Practice  at 
the  Medical  University  of  South  Carolina  has 
as  its  primary  goal  the  education  and  training 
of  a new  generation  of  practitioners  dedicated 
to  the  art  of  family  medicine.  To  estimate  the 
number  of  incoming  freshman  medical  stu- 
dents interested  in  Family  Practice,  to  “pro- 
file” them  as  a group,  and  to  contrast  them  to 
the  remainder  of  the  class,  the  Department 
of  Family  Practice  presented  a 71-question 
objective  response  questionnaire.  The  ques- 
tionnaire was  explained  and  the  responses 
were  obtained  in  this  orientation  period  as  a 
part  of  a three  hour  program  presented  to  the 
students  by  the  Department  of  Family  Prac- 
tice. It  was  presented  on  a voluntary  basis 
and  of  the  120  members  of  the  Class  of  1974, 
110  completed  the  questionnaire. 

The  responses  were  transferred  to  punch 
cards  and  the  data  was  tabulated  and  anal- 
yzed by  computer.  Interesting  relationships 
suggested  by  the  analysis  were  further  sub- 
stantiated and  those  found  to  be  statistically 
significant  are  herein  reported. 

The  average  age  of  the  Class  of  1974  was 
22  at  the  time  of  the  survey.  Of  the  110 
respondents,  19  came  from  towns  or  areas  of 
5,000  or  less,  and  91  came  from  towns  of  more 
than  5,000  population.  The  largest  percentage 
of  36  came  from  cities  of  100,000  or  more 
people.  (See  Figure  1)  The  members  of  the 
class  generally  characterized  themselves  as 
happy  with  their  choice  of  medicine,  a choice 
which  was  influenced  primarily  by  the  oppor- 
tunity to  serve  others.  While  their  undergradu- 
ate training  emphasized  science  courses,  the 
majority  would  take  more  humanities  and  psy- 
chology courses  were  they  to  choose  again. 

“Clinical  Visiting  Associate  Professor,  Department 
of  Family  Practice.  College  of  Medicine,  M.U.S.C., 
Charleston.  S.  C.  (Reprints) 

0 “Medical  Student,  College  of  Medicine,  M.U.S.C., 
Charleston,  S.  C. 


Thirteen  of  the  class  expressed  a desire  to 
practice  medicine  in  a town  of  5,000  or  less, 
and  98  of  the  class  wish  to  practice  in  a city 
or  town  of  5,000  or  more  population.  Only  4 
of  the  41  choosing  Family  Practice  desired  a 
solo  type  practice. 

Questioned  about  their  professional  future 
as  practitioners  only  eight  saw  themselves  in 
research  or  teaching  positions,  with  41  of  the 
remaining  102  students  choosing  Family  Prac- 
tice as  their  primary  area  of  interest,  by  far 
the  most  popular  of  the  choices  indicated. 

The  average  student  sees  himself  10  years 
hence  earning  $35,000  (preferably  on  a fee  for 
service  basis)  as  part  of  a partnership  of  up 
to  three  members.  They  anticipate  working  a 
64-hour  week  based  on  a flexible  schedule  in- 
cluding occasional  house  calls  made  day  or 
night  in  emergency  situations. 

Finally,  concerning  their  personal  views  re- 
garding the  future  of  medicine,  the  average 
student  feels  that  the  profession  will  best 
function  with  little  federal  and  little  to 
moderate  state  control.  While  they  viewed 
health  care  as  a right  of  the  public,  they  felt 
strongly  that  the  decision  for  a vocation  in 
medicine  should  be  based  principally  on  the 
personal  choice  of  the  individual  student. 

In  contrast  to  their  classmates,  students  ex- 
pressing a desire  to  pursue  Family  Practice 
as  a career  generally  came  from  towns  of 
5,000  or  less.  There  is  an  even  higher  correla- 
tion to  practice  in  such  towns.  They  expected 
to  earn  approximately  5 per  cent  less  income 
per  year  as  compared  to  those  students  not 
choosing  Family  Practice. 

Future  family  physicians  show  a far  greater 
expectation  of  making  house  calls  than  did 
their  non-Family  Practice  classmates.  These 
were  the  only  students  expecting  to  make 
frequent  house  calls  ( 10  out  of  12  so  re- 
sponding chose  Family  Practice)  and  repre- 


October,  1971 


435 


Plome  Town  of  Students 

IINTEREST  IN  FAMILY  PRACTICE 

Community  Size 

Community  Sizes  desired 
for  Practice 

No. 

% of  Class 

No. 

% of  Class 

4 

3.6% 

<500 

0 

0% 

7 

6.3% 

500-2,500 

3 

2.7% 

8 

7.2% 

2,500-5,000 

10 

9.1% 

13 

11.8% 

5,000-10,000 

8 

7.2% 

16 

14.5% 

10,000-25,000 

17 

15.4% 

13 

11.8% 

25,000-50,000 

22 

20.0% 

13 

11.8% 

50,000-100,000 

19 

17.2% 

36 

32.7% 

>100,000 

32 

29.0% 

Figure  1.  Home  Town  Sizes  and  Community  Sizes  Desired  for  Practice. 


sentecl  the  majority  (13  of  20)  of  those  antici- 
pating house  calls  in  addition  to  emergency 
visits.  In  all  other  areas  examined,  the  future 
Family  Physician  was  typical  of  the  class  as  a 
whole.  It  should  be  noted  that  their  answers 
included  a desire  to  practice  in  a small 
partnership  under  the  type  of  control  and  the 
system  of  remuneration  which  exists  today. 

DISCUSSION:  South  Carolina  today  faces 
a severe  doctor  shortage.  In  1960  the  South 
Carolina  physician-population  ratio  was  86  — 
100,000  compared  to  a national  average  of 
135  — 100,000. 1 This  shortage  is  particularly 
severe  in  rural  areas  and  towns  of  5,000  or  less. 
The  1970  census  shows  that  52.7  per  cent  of 
all  the  people  in  South  Carolina  continue  to 
live  in  rural  areas.2  In  1963  there  were  738 
family  physicians  in  South  Carolina  com- 
prising 42.4  per  cent  of  the  1,739  physicians 
caring  for  patients  in  the  state.  By  1969,  the 
number  of  family  physicians  had  decreased  to 
627  or  to  36.8  per  cent  of  the  1,951  total  phy- 
sicians in  South  Carolina.3 

The  results  of  our  questionnaire  indicated 
that  many  of  today’s  medical  students  wish  to 
render  care  to  patients  and  a large  number 
as  family  physicians.  The  38.3  per  cent  of  the 
Class  of  1974  choosing  Family  Practice  indi- 
cates an  increased  interest  in  this  new 


specialty  when  compared  to  16  per  cent 
choosing  this  field  in  1967.* 

CONCLUSION:  A questionnaire  com- 

pleted by  the  incoming  class  of  1974  of  the 
College  of  Medicine  of  the  Medical  Univer- 
sity of  South  Carolina  reveals  38.3  per  cent  of 
the  students  express  interest  in  becoming 
family  physicians.  The  highest  correlation  are 
with  those  students  who  come  from  towns  of 
5,000  population  or  less.  Those  students  com- 
ing from  smaller  towns  generally  desire  to 
return  to  a similar  area  to  practice.  The  popu- 
lation of  the  State  of  South  Carolina  con- 
tinues to  be  52  per  cent  rural.  The  per  cent 
of  entering  freshmen  is  19  per  cent  whose 
origins  are  from  rural  areas  or  towns  of  5,000 
or  less.  Eighty-one  per  cent  of  the  incoming 
freshmen  originate  in  towns  of  5,000  or  more. 
These  students  are  willing  to  make  house  calls 
on  a restricted  basis.  They  desire  a practice 
which  permits  reasonably  normal  family  life, 
as  evidenced  by  their  overwhelming  choice  of 
partnerships  over  solo  practice  and  their 
acceptance  of  a 64-hour  week. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


Break  the 
ulcer  circuit 
to  hyperacidity, 

hypeimotility  and 
ulcer  pain. 


Pro-BantNne 

propantheline  bromide 

R Relief  Factor  in  Peptic  Ulcer 


Worry,  frustration,  job  pressure— all 
set  up  excessive  vagal  currents  in 
patients  with  peptic  ulcer. 

Pro-Banthine"insulates”  the  stom- 
ach, the  duodenum  and  the  lower 
intestinal  tract  — the  sites  where 
these  destructive  currents  take  their 
toll. 

This  "insulation”  helps  block  ex- 
cessive enteric  activity  and  acidity, 
thus  helping  to  provide  the  proper 
environment  for  the  healing  of  pep- 
tic ulcers. 

It's  nice  to  know  that  Pro-Banthine 


provides  this  protection  at  a dosage 
that  causes  little  or  no  discomfort 
and  that,  unlike  ataractic  agents,  Pro- 
Banthine  does  not  cloud  the  patient's 
awareness  or  thought  processes. 

By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re- 
ducing gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids. 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 


hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Ellects:  The  more  common  side  effects,  in 
order  of  incidence,  are  xerostomia,  mydriasis, 
hesitancy  of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many  as 
two  tablets  four  to  six  times  daily  may  be  re- 
quired. Pro-Banthine  is  supplied  as  tablets  of  15 
mg.,  as  prolonged-acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serumdype  vials  of  30  mg. 
The  parenteral  dose  should  be  adjusted  to  the 
patient's  requirement  and  may  be  up  to  30  mg. 
or  more  every  six  hours,  intramuscularly  or  in- 
travenously. ... 
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Distributed  by  G.  D.  Searle  & Co.,  P.  0.  Box  5110,  Chicago,  Illinois  60680 


i 


Melieues  stuffy  and  runny  noses-  promptly. 
Makes  your  patients  uoorld'a  little  sunnier. 


Triaminic 

phenylpropanolamine  hydrochloride,  pyrilamine  maleate,  pheniramine  maleate 

"the  Sunshine  Tablet” 


Formula:  Each  timed-release  tablet  contains  phenylpropanolamine  hydrochloride,  50  mg.;  pyrilamine  maleate,  25  mg.; 
pheniramine  maleate,  25  mg.  Indications:  Relief  from  such  symptoms  as  nasal  congestion,  profuse  nasal  discharge  and 
postnasal  drip  associated  with  colds,  nasal  allergies,  sinusitis  and  rhinitis  Precautions:  Patients  should  not  drive  a car 
or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism, 
cardiovascular  disease,  or  diabetes  Side  Effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing, 
dizziness,  nervousness  or  gastrointestinal  upsets.  Dosage:  Adults-one  tablet  swallowed  whole,  in  morning,  midafternoon 
and  before  retiring.  Availability:  In  bottles  of  100,  250 


Dorsey  Laboratories,  Lincoln,  Nebraska,  68501 
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Why  Did  You  Do  That?* 

Long  ago  we  were  taught  never  to  question  anyone’s  motives,  even  though  we  found  it 
hard  to  understand  his  actions.  Possibly  this  was  because  we  were  raised  in  a nominally  Chris- 
tian environment,  in  which  the  existence  of  moral  absolutes,  based  upon  God’s  laws,  was  taken 
for  granted.  Since  we  are  now  living  in  what  some  call  “the  post-Christian  era,”  in  which  not  only 
God’s  authority  but  His  very  existence  are  publicly  denied,  we  had  better  start  taking  a closer 
look  at  what  makes  people  tick.  If  we  don’t  start  from  common  beliefs,  our  aims  may  be  differ- 
ent. 

For  example,  in  the  field  of  medical  practice,  doctors  have  always  claimed  to  base  their 
decisions  upon  what  is  for  the  best  interest  of  the  patient.  Thus,  professing  the  motivation  of 
love,  doctors  formerly  sought  to  ease  the  suffering  and  prolong  the  useful  lives  of  their  trusting 
patients,  and  to  explain  trouble  and  sorrow  as  mechanisms  necessary  for  the  development  of 
nobility  of  character.  Now,  still  professing  love,  doctors  advocate  abortion  on  demand  to  prevent 
compulsory  motherhood;  the  destruction  of  fetal  life  to  avoid  unwanted  and  therefore  unhappy 
maladjusted  children;  and  the  termination  of  life  to  end  the  hopeless  suffering  of  the  aged 
whom  we  love  so  much.  So  long,  Hippocrates;  no  doubt  your  ideas  were  all  right  in  your  day. 

For  example,  in  the  field  of  medical  economics  doctors  have  abandoned  the  concept  of 
the  competitive  free  market  which  encourages  ability  and  industry  and  rewards  excellence,  for 
the  concept  of  computerized  uniformity  under  peer  review.  People  are  standardized,  procedure 
is  standardized,  cost  is  standardized,  pay  is  standardized;  and  third  party  payors  and  regulatory 
boards  force  the  individual  practitioner  into  hospital-based  groups  which  provide  comprehensive 
care  through  prepaid  service  contracts,  sanctioned  and  subsidized  by  government  at  first,  de- 
manded later. 

In  South  Carolina  this  year,  the  legislature,  urged  by  planners  at  all  levels,  and  unopposed 
by  the  sleeping  medical  profession,  enacted  a law  to  require  franchising  of  proposed  new  health 
facilities  by  the  State  Comprehensive  Health  Planning  Agency.  In  ordinary  business,  a franchise 
is  recognized  as  a device  to  assure  control  from  above,  to  maintain  prices  and  eliminate  com- 
petition, which  might  compete  for  the  consumer’s  dollar,  to  the  detriment  of  the  original  pro- 
ducer and  the  benefit  of  the  consumer.  Things  seem  to  be  different  as  regards  hospital  construc- 
tion however;  for  as  Dr.  Aycock  explains  it,  state  franchising  will  reduce  the  over-building  of 
health  facilities,  reduce  the  pirating  of  health  man  power  and  thereby  reduce  hospital  operating 
costs  by  keeping  wages  down,  and  allow  (i.e.  require)  an  agency  of  the  state  government  to 
approve  the  sale  or  lease  of  hospital  property.  Franchising  will  also  permit  hospital  planning  to 
be  long-range,  comprehensive,  and  leisurely.  Dr.  Aycock  considers  these  characteristics  to  be 
good. 

For  example,  in  the  field  of  national  survival,  we  are  told  by  our  leaders  that  our  enemies 
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October,  1971 


437 


are  mellowing  and  are  really  nice  guys  quite  like  ourselves;  that  military  victory  over  such 
friendly  enemies  is  not  only  impossible  but  undesirable;  that  national  sovereignty  is  obsolete. 
We  have  forgotten  General  McArthur  s admonition  that  “in  war,  there  is  no  substitute  for  vic- 
tory”. Unfortunately,  if  victory  for  our  side  is  impossible,  defeat  is  not. 

What  is  the  thread  that  unifies  all  these  concepts?  It  is  the  contention  that  things  that  were 
all  right  in  a simple  agrarian  economy  just  won’t  do  in  a modern  industrial  civilization,  which 
is  so  complex  that  ordinary  individuals  just  can’t  comprehend  the  way  things  are,  so  that  plan- 
ning and  management  should  and  must  be  left  to  self-certified  planners.  Big  Brother  loves  you 
and  he  knows  best. 

Former  Congressman  Bruce  Alger  used  to  judge  proposed  legislation  by  three  criteria:— Is 
it  constitutional?  Is  it  desirable?  Can  we  afford  it?  His  constituents  applauded  his  prinicples; 
they  just  didn’t  feel  he  got  enough  federal  aid  for  Dallas  (a  poverty  area),  so  they  retired  him. 

In  these  days  of  the  free-floating  dollar,  the  wage-price  freeze,  the  Vietnam  humiliation,  the 
guaranteed  annual  income,  and  the  forty  billion  dollar  federal  deficit,  we  had  better  take 
another  look  at  Mr.  Alger’s  criteria,  and  decide  whether  we  really  do  believe  in  personal  re- 
sponsibility and  individual  freedom  at  the  going  cost  of  the  same.  We  just  might  prefer  to  have 
all  our  decisions  made  for  us,  and  to  have  our  affairs  handled  efficiently  by  a medical  founda- 
tion under  government  auspices.  Should  that  be  what  we  really  want,  it  won’t  be  too  hard  to 
get  it  with  President  Nixon’s  help.  If  we  don’t  want  it,  we  had  better  seek  God’s  help. 

Thomas  Parker,  M.D. 
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Editorial 


Public  Relations 

South  Carolina  has  been  fortunate  in  having 
a relatively  low  incidence  of  professional- 
liability  suits.  This  may  at  least  partially  re- 
flect cultural  attitudes  held  regarding  physi- 
cians in  this  geographic  area  as  well  as  a gen- 
eral tendency  for  people  to  be  less  litigious 
here.  It  would  be  unwise,  however,  if  physi- 
cians were  to  assume  this  could  not  show 
some  rather  startling  changes.  At  a recent 
medical-legal  seminar  in  this  state,  well  at- 
tended by  practicing  lawyers,  one  session 
covered  the  “business”  of  professional  liability 
suits.  It  was  clearly  pointed  out  that  this  can 
be  a lucrative  area  of  legal  practice,  not,  how- 
ever, to  be  engaged  in  by  one  who  did  not 
have  the  financial  resources  to  retain  eminent 
expert  medical  witnesses,  if  necessary,  from 
other  parts  of  the  country.  The  program  in- 
cluded a methodical  approach  to  building  a 
case  for  successful  presentation  to  a jury,  in- 
cluding tips  about  how  one  might  build  such 
a case  without  unnecessarily  offending  the 
local  community  and  the  physician  involved. 
This  included  such  advice,  for  example,  as 
pointing  out  to  the  physician  and  community 
that  while  he  may  be  highly  skilled  and  highly 
ethical,  the  doctor  might  well  make  a mistake 
such  as  a very  reputable  person  might  while 
driving  an  automobile.  Another  attorney  fol- 
lowed the  tack  that  he  felt  physicians  were 
beginning  to  be  viewed  differently  by  the 
public  today  than  in  the  past.  He  remarked 
rather  facetiously  that  while  lawyers  have 
always  known  that  they  have  been  suspected 
of  being  crooked  and  are  used  to  it,  physicians 
are  unaccustomed  to  being  thought  of  in  this 
manner  and  cope  with  it  poorly.  His  presenta- 
tion however  was  realistically  oriented  to  ap- 
proaches that  physicians  might  use  to  pre- 
vent or  curtail  professional-liability  problems. 
These  included  well  accepted  principles  such 
as  practicing  within  one’s  limits  of  com- 
petence, keeping  good  records,  maintaining  a 
good  patient-doctor  relationship,  etc.  In  addi- 


tion a particular  point  was  made  about  physi- 
cians who  feel  themselves  to  be  not  only 
omnipotent  but  also  above  reproach,  and  who 
in  turn  convey  these  impressions  to  patients 
and  the  public  with  some  degree  of  disdain. 
The  hostility  generated  by  this  impression 
coupled  with  the  rationalization  that  “Doctors 
are  getting  rich  because  of  my  misfortune” 
certainly  can  help  set  the  stage  for  litigation. 
Like  it  or  not,  lawyers  have  a point  when  they 
describe  professional-liability  suits  as  a poten- 
tential  source  of  business  for  them;  and, 
for  this  as  well  as  other  reasons,  physicians 
should  consider  the  personal  image  they  pro- 
ject to  the  public. 


50  YEARS  AGO 

October,  1921 

National  Cancer  Week  was  promoted.  Dr. 
Kenneth  M.  Lynch  published  a paper  on 
“The  Necessities  for  Progress  in  the  Teaching 
of  the  Fundamental  Sciences  of  Medicine.” 
Another  paper  dealt  with  “Toxin-Antitoxin 
and  the  Schick  Test.” 
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Dr.  Claude  Murray,  who  is  in  charge  of 
clinical  services  for  the  Pee  Dee  District, 
was  re-elected  chairman  of  the  Advisory 
Committee  of  the  County’s  Home  Health 
Services  program.  Dr.  Joseph  Louis  Mancini 
has  been  named  medical  director  of  the 
State  Park  Health  Center  by  the  State 
Board  of  Health.  A graduate  of  Boston  Uni- 
versity School  of  Medicine,  Dr.  Mancini  has 
been  associate  director  of  Health  Services 
for  the  School  of  Medicine  and  Dentistry  of 
Tufts  University  in  Boston.  Dr.  Reed  Poin- 
dexter Johnson  has  been  named  Chief  of 
Psychiatric  Services  for  the  South  Carolina 
Department  of  Corrections.  Dr.  Johnson  re- 
ceived his  medical  degree  from  Howard  Uni- 
versity in  1944. 

Dr.  Elijah  Washington  and  Dr.  Albert 
Daniel  Jenkins  have  returned  to  Beaufort  to 
serve  with  the  services  health  program  for 
the  poor.  Dr.  Washington  earned  his  doctor 
of  medicine  at  Meharry  Medical  College  in 
1968.  Dr.  Jenkins  received  his  medical  de- 
gree from  Meharry  in  1969.  The  South  Caro- 
lina Commission  on  Higher  Education  has 
appointed  five  doctors  to  a committee  on  the 
state’s  medical  needs.  The  committee  will 
study  whether  the  state  needs  a second  medi- 
cal school.  Named  to  the  committee  were: 
Dr.  Cathcart  Smith  of  Conway,  Dr.  Dana 
Mitchell  of  Columbia,  Dr.  Kenneth  Aycock 
of  Columbia,  Dr.  Hugh  Wells  of  Pickens, 
and  Dr.  John  Booker  of  Walhalla. 

Dr.  Ambrose  Hampton,  a Columbia  physi- 
cian, has  been  named  president  of  the  Co- 
lumbia Music  Festival  Association  for  the 
1971-72  season.  Dr.  Ian  S.  Gale  has  opened 
an  office  for  the  practice  of  psychiatry  in 
Middleburg  Plaza  in  Columbia.  Dr.  Gale  re- 
ceived his  M.D.  degree  from  Temple  Univer- 
sity School  of  Medicine  and  took  special 


training  in  psychiatry  at  the  University  of 
Utah  Medical  Center. 

Dr.  Mir  Obaidulla  Khan  is  the  new  sur- 
geon at  Barnwell  County  Hospital,  accepting 
the  position  vacated  by  Dr.  Jorge  Gomez. 
Dr.  Khan  had  a year  of  internship  at  St. 
John’s  Hospital,  one  year  of  surgical  train- 
ing in  a hospital  at  Warren,  Ohio,  and  the 
other  three  years  at  the  Columbia  Hospital. 
Dr.  William  0.  Holloway  has  joined  Dr. 
Travis  Stevenson  in  the  practice  of  general 
and  vascular  surgery  in  Greenwood.  Dr. 
Holloway  graduated  from  the  Medical  Uni- 
versity of  South  Carolina  and  continued  his 
studies  at  Emory  University  in  Atlanta.  Dr. 
Robert  S.  Mathews  of  Greenville  has  been 
awarded  a postgraduate  surgical  scholar- 
ship by  the  United  States  section  of  the 
International  College  of  Surgeons.  The 
scholarship  provides  for  a one-year  program 
in  orthopaedic  surgery  at  Nuffield  Ortho- 
paedic Surgery  Center,  Oxford  University, 
England. 

Drs.  W.  L.  Ector,  J.  W.  Rhodes,  and  R.  F. 
Marion  have  announced  the  association  of 
Dr.  John  D.  Fletcher,  Jr.  in  the  practice  of 
pediatrics  in  Charleston.  Dr.  Albert  F.  Aiken 
and  Dr.  0.  Rhett  Talbert  announced  the 
formation  of  Neurology  Associates,  P.A.  for 
the  practice  of  diagnostic  and  medical  neu- 
rology in  Charleston.  Dr.  Anthony  L.  Rob- 
bins, currently  in  practice  in  Charleston, 
has  recently  been  appointed  as  Neurological 
Consultant  and  Electroencephalographer  at 
the  Coastal  Center  in  Ladson.  Dr.  Clay  N. 
Wells  has  been  named  medical  director  for 
all  maternal,  infant  care  and  family  plan- 
ning projects  for  the  Charleston  County 
Health  Department.  Dr.  Wells  has  been 
associate  professor  of  family  health  at 
Tulane  University  School  of  Public  Health 
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choose  the  topicajs 
that  give  your  patient- 


$ broad  antibacterial  activity  against 
susceptible  skin  invaders 
k low  allergenic  risk— prompt  clinical  response 


Special  Petrolatum  Base 

Neosporin*  Ointment 

(polymyxin  B-bacitracin-neomycin) 


Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Vfe  oz.  for  topical  use  only. 
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Neosporin-G  oJn 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methylparaben  as  preservative. 

In  tubes  of  15  g. 


NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


When  irritable  colon  feels  like  this 


. . in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 

n belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distension  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 
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(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED® 

antispasmodic/sedative/antiflatulent 


When  the  problem 
is  E.  coli. 

Klebsiella-Aerobacter, 
P.  mirabilis  or 
Staph,  aureus . . . 


Consider  this: 

rapid  absorption, 

high  plasma  concentrations, 

rapid  renal  clearance, 

high  solubility  at  urinary  pH 

proved  reliability, 

high  urinary  drug  levels, 

generally  good  tolerance, 

and ...  economy. 
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Gantrisin 


sulfisoxazole/  Roche 


classic  for  nonobstructed  cystitis, 
pyelitis  and  pyelonephritis 
4 to  8 tablets  stat,  2 to  4 tablets  q.i.d. 


Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Acute,  recurrent  or  chronic  urinary 
tract  infections  (primarily  cystitis,  pyelitis,  pyelo- 
nephritis) due  to  susceptible  organisms,  (usually 
E.  coli,  Klebsiella-Aerobacter,  Staphylococcus 
aureus,  Proteus  mirabilis,  and  less  frequently, 
Proteus  vulgaris)  in  the  absence  of  obstructive 
uropathy  or  foreign  bodies.  Important  Note:  In 
vitro  sulfonamide  sensitivity  tests  are  not  always 
reliable;  tests  must  be  coordinated  with  bacterio- 
logic  and  clinical  response.  Aminobenzoic  acid 
should  be  added  to  follow-up  culture  media  for 
patients  already  taking  sulfonamides. 

Currently,  the  increasing  frequency  of  resistant 
organisms  is  a limitation  of  the  usefulness  of  anti- 
bacterial agents  including  sulfonamides. 

Free  sulfonamide  blood  levels  should  be  meas- 
ured in  patients  receiving  sulfonamides  for  serious 
infections  since  there  may  be  wide  variations  with 
identical  doses;  20  mg/ 100  ml  should  be  maxi- 
mum total  sulfonamide  level,  as  adverse  reactions 
occur  more  frequently  above  this  level. 
Contraindications:  Hypersensitivity  to  sulfona- 
mides, infants  less  than  2 months  of  age,  preg- 
nancy at  term,  and  during  the  nursing  period. 


Warnings:  Safety  of  sulfonamides  in  pregnancy 
has  not  been  established.  Sulfonamides  will  not 
eradicate  group  A streptococci.  Deaths  have  been 
reported  from  hypersensitivity  reactions,  agranu- 
locytosis, aplastic  anemia  and  other  blood  dyscra- 
sias  associated  with  sulfonamide  administration. 
Clinical  signs  such  as  sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indica- 
tions of  serious  blood  disorders.  Complete  blood 
counts  and  urinalysis  with  careful  microscopic 
examination  should  be  performed  frequently  dur- 
ing sulfonamide  therapy. 

Precautions:  Use  with  caution  when  impaired 
renal  or  hepatic  function,  severe  allergy  or  bron- 
chial asthma  is  present.  In  glucose-6-phosphate 
dehydrogenase-deficient  individuals,  hemolysis 
(frequently  a dose-related  reaction)  may  occur. 
Maintain  adequate  fluid  intake  to  prevent  crystal- 
luria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranulo- 
cytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypo- 
prothrombinemia,  methemoglobinemia.  Allergic 
reactions:  Erythema  multiforme  (Stevens-Johnson 
syndrome),  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  ex- 


foliative dermatitis,  anaphylactoid  reactions,  pe 
orbital  edema,  conjunctival  and  scleral  injectii 
photosensitization,  arthralgia,  allergic  myocar 
tis.  Gastrointestinal  reactions : Nausea,  erne 
abdominal  pains,  hepatitis,  diarrhea,  anorex 
pancreatitis,  stomatitis.  C.N.S.  reactions:  Hea; 
ache,  peripheral  neuritis,  mental  depression,  cc 
vulsions,  ataxia,  hallucinations,  tinnitus,  vertif 
insomnia.  Miscellaneous  reactions:  Drug  felt 
chills,  toxic  nephrosis  with  oliguria  and  anut 
Periarteritis  nodosa  and  L.E.  phenomenon  ha 
occurred  with  sulfonamide  therapy.  Sulfonamid 
bear  certain  chemical  similarities  to  some  goiti 
gens,  diuretics  and  oral  hypoglycemic  agen 
Goiter  production,  diuresis  and  hypoglyceir 
have  occurred  rarely  in  patients  receiving  si 
fonamides.  Cross-sensitivity  may  exist  with  the 
agents. 

Supplied:  Tablets  containing  0.5  Gm  sulfisoxazol 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  N.J.  07110 


and  director  of  medical  services  for  Family 
Planning,  Inc.  in  New  Orleans.  Dr.  B.  C. 
Blakeney  has  returned  to  Pageland  to  prac- 
tice medicine  in  the  offices  established  by 
his  late  father-in-law,  Dr.  D.  C.  Griggs. 

The  following  doctors  have  been  named 
charter  diplomates  of  the  American  Board  of 
Family  Practice  as  a result  of  passing  a 
certification  examination  administered  under 
the  aegis  of  the  ABFP : 

Dr.  Grady  Oliver  of  Abbeville ; Drs.  J. 
Gavin  Appleby,  Hiram  B.  Curry,  Arthur  C. 
Hutson,  B.  Lewis  Barnett,  Jr.,  and  Hans  J. 
Heller  of  Charleston;  Dr.  Francis  B.  Adams, 
Jr.  of  Seneca;  Dr.  Ira  Barth  of  Marion;  Dr. 
David  K.  Stokes,  Jr.  of  Inman ; Dr.  Winston 
Y.  Godwin  of  Cheraw;  Dr.  John  May  of 
Bennettsville ; Dr.  Robert  E.  Jackson  of 
Manning;  Dr.  Greer  F.  Hiott,  Jr.  of  York; 
Dr.  Allen  Parrott  Jeter  of  Winnsboro;  Dr. 


Max  A.  Culp  of  Fort  Mill ; Dr.  George  G. 
Durst,  Sr.  of  Sullivan’s  Island;  Drs.  Frank 
Gaynor  and  Palmira  Snape,  of  Greenville ; 
and  Drs.  Robert  Taylor  and  Warren  Clay 
Lovett  of  Spartanburg. 

Dr.  James  Carter  Laidlaw,  an  associate  of 
Dr.  E.  Willis  Lacy,  Jr.  of  AYalterboro,  has 
been  certified  as  a diplomate  in  internal 
medicine  by  the  American  Board  of  Internal 
Medicine. 


Dr.  J.  Howard  Stokes  of  Florence  received 
a resolution  of  appreciation  by  the  city  of 
Florence,  being  cited  for  his  many  outstand- 
ing contributions  to  his  community  with 
particular  regard  to  higher  education  and 
in  recognition  of  his  many  activities  in- 
volving the  formation  of  the  Francis  Marion 
College.  The  first  building  on  the  Florence 
campus  was  designated  Stokes  Hall. 


Medical  University  of  South  Carolina 


Drs.  James  A.  McQueen  and  James  D. 
Smithwick,  pediatric  interns,  and  Dr.  Luther 
C.  Williams,  III,  a fellow  in  pediatric  cardi- 
ology have  been  elected  as  candidate  mem- 
bers of  the  American  Academy  of  Pediatrics. 

Dr.  C.  D.  Graber  and  Dr.  Thomas  Fitts  of 
the  Lymphocyte  Research  Team  at  the  Medi- 
cal University  have  been  invited  to  report 
results  of  this  group’s  efforts  to  overcome 
the  rejection  phenomenon  at  the  Fourth 
International  Conference  on  Lymphatic 
Tissue.  This  scientific  gathering  will  be  held 
in  Dubrovnik,  Yugoslavia,  next  spring. 

Dr.  Samuel  H.  Sandifer,  associate  profes- 
sor of  medicine  and  preventive  medicine  at 
the  Medical  University  has  been  elected  to 
fellowship  in  the  American  College  of  Car- 
diology. 


Dr.  Andrew  W.  Munster,  a contributor  of 
significant  knowledge  in  the  area  of  cellular 
immunity,  has  joined  the  faculty  as  assistant 
professor  of  surgery.  Dr.  Munster  received 
his  M.D.  degree  from  the  University  of  Syd- 
ney Medical  School  in  Australia  and  has 
served  as  a lecturer  in  anatomy  at  the  Uni- 
versity of  Sydney,  a research  fellow  in  Sur- 
gery at  Harvard  Medical  School  and  Assist- 
and  Clinical  Professor  of  Surgery  at  the 
University  of  Texas  Medical  School.  He  is 
a fellow  of  the  Royal  College  of  Surgeons 
and  a diplomate  of  the  American  Board  of 
Surgery. 

The  following  appointments  to  the  faculty 
of  the  College  of  Medicine  have  been  an- 
nounced by  Dean  J.  E.  A.  McManus:  Dr. 
Charles  C.  Binford,  formerly  of  the  Veterans 
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Administration  Center  at  Bay  Pines,  Fla., 
assistant  professor  of  clinical  pathology; 
Dr.  Diedreich  P.  von  Lehe,  former  cardiology 
fellow  at  the  Medical  University,  associate  in 
medicine;  Dr.  James  W.  Lea,  Charleston 
Naval  Hospital,  assistant  clinical  professor 
of  medicine;  Dr.  William  H.  Coles,  formerly 
of  Louisiana  State  University  School  of 
Medicine,  assistant  professor  of  ophthalmol- 
ogy; Dr.  Richard  M.  Camlin,  Jr.,  former 
chief  resident  in  internal  medicine  at  the 
Medical  University,  research  fellow  in  medi- 
cine; Dr.  George  C.  Dunn,  who  completed 
his  residency  at  the  Medical  University, 
instructor  in  psychiatry;  Dr.  Aldo  A.  Ros- 
sini, Charleston  Naval  Hospital,  research 
associate  in  medicine ; and  Dr.  William  S. 
Powell,  former  chief  resident  and  teaching 
fellow  in  psychiatry  at  the  Medical  Univer- 
sity, associate  in  psychiatry. 

Also  appointed  were  Dr.  Otis  M.  Pickett, 
assistant  clinical  professor  of  family  prac- 
tice, Mt.  Pleasant;  Dr.  John  A.  Wells,  visit- 
ing clinical  instructor  in  ophthalmology, 
Columbia ; Dr.  Robert  H.  Taylor,  assist- 
ant clinical  professor  of  family  practice, 
Spartanburg;  Dr.  William  N.  Walton,  clini- 
cal instructor  in  medicine,  Franklin  C.  Fetter 
Family  Health  Center;  Dr.  William  A.  Duno- 
vant,  instructor  in  medicine;  Dr.  Warren 
Clay  Lovett,  assistant  clinical  professor  of 
family  practice,  Spartanburg;  Dr.  H. 
Rudolph  Gudmundson,  assistant  clinical  pro- 
fessor of  family  practice,  Charleston;  Dr.  F. 
Fleetwood  Hasell,  assistant  clinical  profes- 


sor of  family  practice,  Charleston ; Sarah 
J.  Olson,  research  associate  in  pathology; 
Dr.  Bijoy  Chandra  Das,  associate  in  medi- 
cine ; Dr.  William  A.  Hammill,  assistant 
clinical  professor  of  pharmacology,  Spartan- 
burg; Dr.  Warren  Y.  Adkins,  Jr.,  assistant 
professor  of  otolaryngology,  effective  July 
1,  1972;  Stephen  Canaday,  associate  in 
anatomy,  effective  October  1.  1971;  and  Dr. 
John  D.  Fletcher,  Jr.,  clinical  instructor  in 
pediatrics,  Charleston. 

Dr.  Sidney  Den- 
man, who  joined 
the  faculty  in 
July  as  Profes- 
sor of  Neuro- 
psychology in 
the  Department 
of  Neurology 
will  direct  a new 
program  in 
neuropsychologi- 
cal testing  to 
help  diagnose 
and  measure  the 
extent  of  organic 
brain  damage  in 
certain  patients.  Dr.  Denman  received  his 
M.A.  degree  from  Tulane  University  and 
his  Ph.D.  degree  in  Social  Psychology  from 
Duke  University.  He  completed  his  intern- 
ship in  Clinical  Psychology  and  Neuro- 
psychology at  the  University  of  Florida 
Teaching  Hospital. 


The  American  Board  of  Family  Practice 
announces  that  it  will  give  its  next  examina- 
tion for  certification  in  various  centers 
throughout  the  United  States.  The  examina- 
tion will  be  over  a two-day  period  on  April 
29-30,  1972.  Information  regarding  the  ex- 
amination can  be  obtained  by  writing: 

Nicholas  J.  Pisacano,  M.D.,  Secretary 
American  Board  of  Family  Practice,  Inc. 
University  of  Kentucky  Medical  Center 
Annex  #2,  Room  229 
Lexington,  Kentucky  40506 
PLEASE  NOTE:  Deadline  for  receiving 
completed  applications  in  the  Board  office  is 
February  1,  1972. 
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With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with:  arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 


High  Potency  Vitamin  Formula 


High  Potency  Vitamin  Formula  with  Minerals 


SQUIBB 

The  Priceless  Ingredient  of  every  product 
is  the  honor  and  integrity  of  its  maker.'™ 


(£)  £.R.  Squibb  & Sons,  inc.  1970 
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Pyopen 

(sterile  disodium  carbenicillin) 


A serious  infection . . . Pseudomonas,  confirmed 
by  pure  culture.  Fortunately,  the  strain  proves 
sensitive  to  carbenicillin  and  the  patient  is 
not  allergic  to  penicillins.  The  choice  is  clear:  Pyopen. 

Unlike  other  antibiotics  currently  available 
for  the  treatment  of  Gram-negative  sepsis, 
there  are  no  reports  of  nephrotoxicity  or  - 
ototoxicity  with  Pyopen  therapy.  Its  effectiveness 
against  Ps.  aeruginosa  and  Proteus 
species  (particulary  indole-positive  strains) 
has  been  amply  confirmed  by  clinical  experience 
and  microbiologic  studies. 

Pyopen  is  a product  of  Beecham,  the  com- 
pany which  pioneered  most  of  today’s  semi- 
synthetic penicillins.  Your  Beecham-Massengill 
representative  would  like  to  give  you  proof  of 
our  dedication  to  the  concept  of  Total  Service. 


THE  TOTAL  SERVICE  CONCEPT: 
Beecham-Massengill’s  dedication  to  the 
concept  of  total  service  is  exemplified  by  the 
Pyopen  Program  — offering  valuable  teaching- 
learning materials  and  an  added  measure  of 
personal  attention : Gram-Negative  Sepsis,  a 
multimedia  presentation  by  leading  American 
medical  authorities ...  A Profile  of  Pseudomonas, 
a monograph  for  the  clinical  microbiologist... 
24-hour  consultation  service  in  matters  relating 
to  carbenicillin  (phone:  201-778-9000)... 
emergency  supply,  a novel  plan  for  assuring 
the  continual  availability  of  Pyopen  to 
hospitals  specifying  this  brand  of  carbenicillin. 

For  additional  information  about  the 
Beecham-Massengill  Total  Service  Concept  see 
our  representative  or  write  to  us  directly. 


BEECHAM-MASSENGILL  PHARMACEUTICALS 
Div.  of  Beecham  Inc. 

Bristol,  Tennessee  37620 


PRESCRIBING  INFORMATION  Indications:  Primarily  for  treat- 
ment of  infections  due  to  susceptible  strains  of  Pseudomonas  aeru- 
ginosa. Proteus  species  (particularly  indole-positive  strains),  and 
certain  Escherichia  coli.  Clinical  effectiveness  has  been  demon- 
strated in  the  following  infections  when  due  to  these  organisms 
Urinary  tract  infections,  severe  systemic  infections  and  septicemia, 
acute  and  chronic  respiratory  infections  (while  clinical  improvement 
has  been  shown,  bacteriologic  cures  cannot  be  expected  in  patients 
with  chronic  respiratory  disease  and  cystic  fibrosis);  soft  tissue  in- 
fections Although  PYOPEN  (disodium  carbenicillin)  is  indicated  pri- 
marily in  Gram-negative  infections,  its  activity  against  Gram-positive 
organisms  should  be  kept  in  mind  when  both  Gram-positive  and 
Gram-negative  organisms  are  isolated  (see  Actions)  Note:  During 
therapy,  sensitivity  testing  should  be  repeated  frequently  to  detect 
the  possible  emergence  of  resistant  organisms  Actions:  Organisms 
found  to  be  susceptible  m vitro  include  Gram-Negative  Orgamsms- 
Ps  aeruginosa.  Proteus  mirabilis,  Pr  morgana.  Pr  rettgeri,  Pr  vut- 
garis.  E coli.  Enterobacter  species,  Salmonella  species.  Hemophilus 
influenzae,  and  Neisseria  species  Gram-Positive  Orgamsms-Sfaph- 
ylococcu s aureus  (nonpenicillinase-producing),  Staph  albus.  Diplo- 
coccus  pneumoniae.  Beta-hemolytic  streptococci,  and  Strepto- 
coccus taecalis  Some  newly  emerging  pathogenic  strains  of 
Herellea,  Mima,  Citrobacter.  and  Serratia  have  also  shown  in  vitro 
susceptibility  Not  stable  in  the  presence  of  penicillinase  Klebsiella 
species  are  resistant  Some  strains  of  Pseudomonas  have  developed 
resistance  fairly  rapidly  Contraindications:  Known  penicillin  allergy 
Warnings:  Serious  and  occasional  fatal  hypersensitivity  (anaphy- 
lactic) reactions  have  been  reported  in  patients  on  penicillin  therapy 
These  reactions  are  more  apt  to  occur  in  individuals  with  a history 
of  sensitivity  to  multiple  allergens  There  have  been  reports  of  indi- 
viduals with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin  Before  therapy  with  a penicillin,  careful  in- 
quiry should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens  If  an  allergic 
reaction  occurs,  appropriate  therapy  should  be  instituted  and  dis- 
continuance of  disodium  carbenicillin  therapy  considered,  unless 
the  infection  is  life  threatening  and  only  amenable  to  disodium 
carbenicillin  therapy  The  usual  agents  (antihistamines,  pressor 
amines,  and  corticosteroids)  should  be  readily  available  Usage  in 
Pregnancy:  Safety  for  use  in  pregnancy  has  not  been  established 
Precautions:  As  with  any  other  potent  agent,  it  is  advisable  to  check 
periodically  for  organ-system  dysfunction,  including  renal,  hepatic, 
and  hematopoietic  systems,  during  prolonged  therapy  Emergence 
of  resistant  organisms,  such  as  Klebsiella  species  and  Serratia 
species,  which  may  cause  superinfection,  should  be  kept  in  mind 
Each  gram  contains  4 7 mEq  sodium,  in  patients  where  sodium 
restriction  is  necessary,  such  as  cardiac  patients,  periodic  electrolyte 
determinations  and  monitoring  of  cardiac  status  should  be  made 
Observe  patients  with  renal  impairment  for  bleeding  manifestations 
and  adhere  strictly  to  dosage  recommendations  If  bleeding  mani- 
festations appear,  discontinue  antibiotic  and  institute  appropriate 
therapy  As  with  any  penicillin  preparation,  the  possibility  of  an 
allergic  response,  including  anaphylaxis,  may  occur,  particularly 
in  a hypersensitive  individual  Administration:  Intramuscular  injec- 
tions should  be  made  well  within  the  body  of  a relatively  large  muscle 
(not  into  the  lower  and  mid-third  of  the  upper  arm),  and  aspiration 
is  necessary  to  help  avoid  inadvertent  injection  into  a blood  vessel. 
May  be  given  by  either  intravenous  injection  or  intravenous  infusion 
After  reconstitution  with  Sterile  Water  for  Injection  unused  portions 
should  be  discarded  after  24  hours  if  stored  at  room  temperature, 
or  after  72  hours  if  refrigerated  Adverse  Reactions:  Hypersensitivity 
Reactions  — Skin  rashes,  eosinophilia,  pruritus,  urticaria,  drug  fever, 
and  anaphylactic  reactions  Gastrointestinal  Disturbances- Nausea 
Hemic  and  Lymphatic  Systems— Hemolytic  anemia,  thrombocyto- 
penia. leukopenia,  neutropenia,  in  uremic  patients  receiving  high 
doses  (24  -gm/day),  hemorrhagic  manifestations  associated  with 
abnormalities  of  coagulation  tests,  such  as  clotting  and  prothrombin 
time  Hepatic  and  Renal  Studies-SGOJ  and  SGPT  elevations  have 
been  observed,  particularly  in  children  To  date,  no  clinical  mani- 
festations of  renal  disorders  have  been  demonstrated  Central  Nerv- 
ous System  — Convulsions  or  neuromuscular  irritability  could  occur 
with  excessively  high  serum  levels.  Local  Reactions-Pam  at  the 
site  of  injection,  sometimes  accompanied  by  induration.  Vein  Irri- 
tation and  Thrombophlebitis-particularly  when  undiluted  solution 
is  injected  directly  into  the  vein  How  Supplied:  Available  in  1 Gm. 
and  5 Gm.  vials. 

Before  prescribing  or  administering,  see  package  circular  or  PDR 


Additional  information  available  to  the  profession  on  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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SOUTH  CAROLINA  DEPARTMENT 
OF  MENTAL  HEALTH 

William  S.  Hall,  M.D. 

State  Commissioner  of  Mental  Health 


A new  level  of  services  to  meet  the  needs 
of  the  mentally  ill  in  South  Carolina  is  now 
being  made  available  by  the  S.  C.  Department 
of  Mental  Health  through  the  development 
of  a long-term  care  center. 

The  new  150-bed  unit  makes  available 
skilled  nursing  care  for  those  mentally  ill 
patients  with  chronic  and  severe  physical  dis- 
orders. It  was  constructed  at  a cost  of 
$1,750,000,  and  is  one  of  six  units  projected 
for  construction  at  a new  campus  site  at  2200 
Harden  Street,  across  from  the  campus  of  the 
S.  C.  State  Hospital. 

(The  S.  C.  Department  of  Mental  Health 
has  made  tentative  plans  to  dedicate  the  new 
center  complex  and  its  first  operational  unit 
sometime  in  October.  The  entire  complex  will 
be  named  the  C.  M.  Tucker,  Jr.  Human  Re- 
sources Center,  and  the  first  unit  will  be 
named  the  John  M.  Fewell  Pavilion. 

Mr.  Tucker,  of  Pageland,  is  chairman  of  the 
S.  C.  Mental  Health  Commission  and  has  been 
a member  since  1949.  Dr.  Fewell,  a prominent 
Greenville  physician,  has  been  a member  of 
the  Governing  Board  since  1955.  Both  gentle- 
men have  outstanding  records  of  public  ser- 
vice and  are  recognized  as  spokesmen  for  the 
mental  health  profession. ) 

This  new  level  of  services  now  available  in 
the  Fewell  Pavilion  — skilled  nursing  care 
concomitantly  with  therapy  for  the  primary 

October,  1971 


mental  disorder  — make  it  possible  for  the 
Department  to  now  direct  its  attention  toward 
this  special  group  of  patients  who  in  the  past 
had  to  be  cared  for  in  facilities  and  areas  not 
designed  nor  staffed  to  cope  with  their  in- 
dividual needs. 

It  should  be  evident  that  citizens  of  South 
Carolina,  especially  in  the  upper  age  cate- 
gories, will  be  looking  to  the  state  to  provide 
the  skilled  nursing  care  and  intermediate  care 
facilities,  particularly  if  such  beds  become 
scarce  due  to  a lack  of  interest  and  develop- 
ment by  private  enterprise. 

To  many  people  the  State  will  be  the  only 
alternative  if  federal  allowances  under  Medi- 
care become  more  stringent  and  daily  allow- 
able costs  become  less  than  the  daily  per 
patient  cost  desired  and  sought  by  private 
owners  of  such  facilities. 

There  is  every  reason  to  believe  that  our 
senior  citizen  population  in  our  mental  in- 
stitutions will  continue  to  rise.  This  is  true  at 
Crafts-Farrow  State  Hospital,  the  mental  in- 
stitution for  those  persons  55  years  old  and 
above. 

Crafts-Farrow  is  experiencing  an  admission 
rate  increase  of  3 per  cent  annually  and  its 
discharge  rate  is  much  below  this  figure.  With 
this  increase  will  come  a proportionate  in- 
crease in  the  number  of  patients  who  will 
require  skilled  nursing  care  by  virtue  of  their 
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Upjohn 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  10  mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boys  to  avoid  premature  epiphyseal  closure. ..and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2,  5,  and  10  mg. 

Halotestin;? 


(fluoxymesterone 

Upjohn] 

oral  replacement  with 
parenteral-like  potency 


% 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Halotestin® 

(fluoxymesterone,  Upjohn) 


Orally  active  androgen  about  5 times  as  potent 
in  anabolic  and  androgenic  activity  as  methyltes- 
tosterone.  Halotestin  (fluoxymesterone)  induces 
significant  retention  of  calcium  and  potassium, 
but  retention  of  sodium  not  marked.  Doses  below 
20  mg.  daily  have  little  effect  in  producing 
creatinuria. 

Indications  Male:  Replacement  therapy  in  tes- 
ticular hormone  deficiency  states.  Prevents  atro- 
phy of  the  accessory  male  sex  organs  following 
castration  for  as  long  as  therapy  is  continued. 
Impotence  and  male  climacteric  symptoms  when 
due  to  androgen  deficiency.  Primary  eunuchoid- 
ism and  eunuchism.  Delayed  puberty  when  es- 
tablished as  not  a simple  familial  trait.  Indicated 
for  those  symptoms  of  panhypopituitarism  re- 
lated to  hypogonadism,  however,  appropriate 
adrenal  cortical  and  thyroid  hormone  replace- 
ment therapy  remain  of  primary  importance. 
Female:  Palliation  of  androgen-responsive,  ad- 
vanced, inoperable  breast  cancer  in  women  be- 
tween 1 and  5 years  postmenopausal  or  women 
in  whom  castration  has  shown  the  tumor  to  be 
hormone  dependent.  Prevention  of  postpartum 
breast  manifestations  of  pain  and  engorgement; 
there  is  no  satisfactory  evidence  that  this  drug 
prevents  or  suppresses  lactation  per  se.  In  os- 
teoporosis androgens  may  be  of  adjunctive 
value  to  adequate  considerations  of  diet,  cal- 
cium balance,  physiotherapy  and  general  health 
promoting  measures.  Males  and  Females:  In  the 
treatment  of  protein  depletion  states  which  oc- 
cur in  geriatric  patients,  in  debilitation  states,  in 
chronic  corticoid  therapy,  resistant  fractures; 
cryptorchidism;  creating  a positive  nitrogen  bal- 
ance, tissue  repair  and  other  anabolic  effects. 
Androgenic  steroids  may  produce  a response  in 
aplastic  anemias,  myelofibrosis,  myelosclerosis, 
agnogenic  myeloid  metaplasia  and  hypoplastic 
anemias  due  to  malignancy  or  myelotoxic  drugs. 
Androgens  are  not  of  value  in  other  anemias. 
Contraindications  Pregnancy  (may  virilize  fe- 
male fetus),  mammary  carcinoma  in  the  male, 
prostatic  carcinoma,  severe  liver  disease,  severe 
cardiorenal  disease  and  severe  persistent  hy- 
percalcemia. 

Precautions  Employ  with  caution  in  young  boys 
to  avoid  precocious  sexual  development  and 
premature  epiphyseal  closure.  Androgens  tend 
to  promote  retention  of  sodium  and  water,  there- 
fore, watch  for  edema— particularly  in  the  elderly. 
Incidence  and  severity  of  edema  have  been 
minimal  and  have  been  associated  only  with 
high  doses  used  for  palliation  of  breast  cancer. 
Hypercalcemia  may  occur,  particularly  in  patients 
with  metastatic  breast  carcinoma;  if  this  occurs 
the  drug  should  be  discontinued.  Changes  in 
liver  function  tests,  such  as  increased  BSP  re- 
tention and  SGOT  levels,  can  occur  during  ther- 
apy. Jaundice  has  been  rarely  reported.  If  liver 
function  tests  are  altered,  discontinue  medica- 
tion or  reduce  dose.  Priapism  is  indicative  of 
excessive  dosage  and  is  indication  for  tempo- 
rary withdrawal  of  drug.  When  treating  protein 
depletion  states  or  osteoporosis,  an  adequate 
diet  should  be  provided  and  prolonged  immobili- 
zation avoided  whenever  possible.  When  treating 
aplastic  or  hypoplastic  anemias,  androgen  ther- 
apy should  not  replace  other  measure  such  as 
transfusion,  correction  of  iron  deficiency,  anti- 
bacterial therapy,  and  the  use  of  corticosteroids. 
Adverse  reactions  Nausea,  dyspepsia,  men- 
strual irregularities,  hepatic  dysfunction,  pria- 
pism, edema,  precocious  sexual  development, 
and  premature  epiphyseal  closure  in  young 
patients  have  been  reported.  Male  — Prolonged 
administration  or  excessive  dose  may  cause 
inhibition  of  testicular  function  with  oligospermia 
and  decreased  ejaculation  volume.  Female- 
Large  doses  or  prolonged  administration  may 
produce  masculinization  with  signs  such  as  hir- 
sutism, deepening  of  the  voice,  enlargement  of 
the  clitoris,  acne,  and  sometimes,  increased 
libido. 

Supplied  Tablets:  2 mg.,  scored  — bottles  of  100./ 
5 mg.,  scored  — bottles  of  50 ,/10  mg.,  scored 
— bottles  of  50. 

For  additional  product  information,  see  your 
Upjohn  representative  or  consult  the  package 
circular. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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Still  serving... 


Mi  I town 

(meprobamate) 

WALLACE  PHARMACEUTICALS  jj§j| 
Cranbury,  N.J.  08512 
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age-related  physical  and  mental  disorders. 

The  Tucker  Human  Resources  Center  is 
projected  as  a six  unit  campus  of  150  beds 
each  but  quite  naturally  this  development 
hinges  upon  die  availability7  of  federal  monies 
and  construction  funds  in  the  Department’s 


bond  program,  which  have  to  be  balanced 
against  the  need  for  modem  dormitory  and 
treatment  facilities  at  S.  C.  State  Hospital 
where  attention  is  directed  toward  intensive 
psychiatric  treatment  for  those  under  age  55. 


MEETINGS 


The  13th  National  Conference  on  the 
Medical  Aspects  of  Sports,  sponsored  by  the 
American  Medical  Association  under  the 
auspices  of  its  Committee  on  the  Medical 
Aspects  of  Sports,  will  be  held  in  New 
Orleans,  Louisiana,  at  the  Jung  Hotel  on 
November  28,  1971.  The  Conference  is  held 
annually’  in  conjunction  with  and  on  the 
first  day  of  the  Clinical  Convention  of  the 
American  Medical  Association.  For  further 
information,  address  the  Committee  on  Med- 
ical Aspects  of  Sports,  American  Medical 
Association,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 

The  Twelfth  Annual  Meeting  of  the 
American  College  of  Nutrition  will  be  held 
in  New  Orleans,  Louisiana,  on  Sunday, 
November  28,  1971,  in  the  Grand  Ballroom 
of  the  Royal  Sonesta  Hotel.  The  one-day7 
program  includes  a s.ymposium  on  hyper- 
lipidemias  and  atherosclerosis  and  a dis- 
cussion of  nutrition  in  outer  space.  Hotel 
reservations  should  be  made  through  the 
AMA  Housing  Bureau. 

Fifth  Annual  Conference  on  “TODAY’S 
HOSPITAL  PROBLEMS : AN  INTER- 

DISCIPLINARY APPROACH”  — a Leader- 
ship course  for  Chiefs  of  Staff.  Hospital  Ad- 
ministrators and  Governing  Personnel  (or 


Trustees).  Mound  Park  Hospital  Foundation 
and  the  College  of  Medicine  University7  of 
South  Florida  — November  10  to  13,  1971. 
To  be  held  at  the  Tides  Hotel  and  Bath  Club, 
Redington  Beach,  Florida.  Fee:  $110.00. 
20  Accredited  Hours  by  the  American  Acad- 
emy7 of  General  Practice  if  desired.  Address: 
Postgraduate  Medical  Education,  Mound 
Park  Hospital  Foundation,  Inc.,  St.  Peters- 
burg, Florida  33701. 


The  Southern  Chapter  of  the  American 
College  of  Chest  Phylsicians,  in  cooperation 
with  the  Southern  Medical  Association,  will 
hold  its  28th  Annual  Meeting,  November  1, 
1971,  at  the  Fontainebleau  Hotel  in  Miami 
Beach.  Registration  is  on  Monday7,  Novem- 
ber 1,  1971,  at  8:30  A.M.  No  registration  fee 
required.  For  further  information  contact 
the  American  College  of  Chest  Physicians, 
112  East  Chestnut  Street,  Chicago,  Illinois 
60611  (312)  787-4933. 

The  American  Academy  of  Dermatology 
will  hold  its  30th  Annual  Meeting  at  the 
Palmer  House,  Chicago,  111.,  Dec.  4-9,  1971. 
For  information,  write  Frederick  F.  J.  King- 
ery7,  M.D.,  Secretary-Treasurer,  2250  North- 
west Flanders  Street,  Portland,  Ore.  97210. 
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TepanilTen-ta 

■ (continuous  release  form) 

(diethylpropion  hydrochloride, N.F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug,-  in  emotionally  unstable  patients  susceptible  to  drug  abuse 
Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effect s such  as  insomnia,  nervousness,  dizziness,  anxiety, 
ond  jifteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain. 


arrhythmia,  palpitotion,  and  increased  blood  pressure.  One  published  report  ] 
described  T-wove  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria, 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.),  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not  1 
recommended. 

S X MERRELL-  NATIONAL  LABORATORIES 

( Merrell  ) Division  of  Richardson- Merrell  Inc. 

V y Cincinnati,  Ohio  45215 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

MERRELL-  NATIONAL  LABORATORIES 

Division  of  Richardson- Merrell  Inc. 

Cincinnati,  Ohio  45215 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


1-3326  (2877  ) 


Specific  therapy  for  night  leg  cramps 


(^Merrelb) 


Sees  you  through^ 

Blue  Cross -Blue  Shield 

M f \M  _ . OF  SOUTH  CAROLINA 

Pay  tor  X-tras  too: 

1.  Major  Medical  is  coverage  in  addition  to  your 
basic  plans. 

2.  Major  Medical  pays  80%  of  your  health  care 
expenses  not  covered  by  basic  plans  ...  up  to 
$5,000  or  $10,000  or  $20,000. 

3.  Blue  Cross  Major  Medical  is  best  and  least 
expensive,  but  is  available  only  to  those  with 
Blue  Cross-Blue  Shield  Basic  Coverage. 


WINCHESTER 

“CAROLINAS’  HOUSE  OF  SERVICE” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 
We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver- 


1 

tised  CONTINUOUSLY  in  the  S.  CJ.  Journal  since  January  PLIU  issue.  K 


PHYSICIAN  PLACEMENT  SERVICE 

Physicians  seeking  placement  in  South  Caro- 
lina: 


Internal  Medicine 

Second  year  resident  at  North  Carolina  Hos- 
pital. Training  completed  in  June,  1973. 
Community  preference  not  stated. 

Resident  at  Michigan  Hospital  seeking  prac- 
tice opportunities  throughout  state. 
September,  1972  — Board  eligible  — Seeking 
practice  opportunities  in  coastal  area.  Im- 
pressive vitae. 

Surgery 

July,  1972  — Four  year  residency  completed 
in  California  Hospital. 

July,  1972  — Military  obligation  (Navy) 
completed.  Seeking  practice  opportunities 
throughout  state. 

Board  eligible  Thorascic  Surgeon  from 
Canada  seeking  practice  opportunities  in 
South  Carolina. 


Pediatrics 

Air  Force  Pediatrician  wishes  to  begin  prac- 
tice in  July,  1972.  Seeking  pediatric  partner- 
ship, group,  or  multispecialty  group.  No  solo 
practice.  Detailed  vitae. 

Air  Force  Pediatrician,  soon  to  be  dis- 
charged, seeking  group  practice  opportuni- 
ties throughout  South  Carolina. 

Miscellaneous 

Psychiatry  — A Kansas  Psychiatric  Research 
Center  seeks  placement  opportunities  for 
summer  1972  residency  graduates.  Private 
and  public  practice  opportunities  sought. 
Ophthalmology  — Senior  resident  in  a 
Massachusetts  Eye  and  Ear  Infirmary  is 
very  interested  in  practice  opportunities  in 
South  Carolina. 

Radiology  — A Louisiana  Hospital  Senior 


Don’t  let  it  melt  away. 


Is  your  earning  power  insured?  Is  your  coverage 
adequate  in  the  face  of  today's  inflationary  trend 
and  rising  costs?  Don't  let  your  security  melt  away 
If  you  haven't  evaluated  your  income  protection 
insurance  recently,  do  it  now.  Call  the  Educators 
Mutual  Life  man  and  let  him  show  you  how 
to  get  the  maximum  protection  for  your 
premium  dollar  through  your  local 
medical  society  group. 

Sponsored  and  endorsed  by 

SOUTH  CAROLINA  MEDICAL  SOCIETY 

Charles  W.  Dudley  • Phone:  (803)  662-6525 
Box  3201  — Florence,  S.  C.  29501 


Educators  lllidaal  Jdije 


INSURANCE  COMPANY 

Lancaster.  Penna 
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Resident  seeks  urban  and  rural  practice 
opportunities  in  South  Carolina.  To  be 
graduated  August,  1972. 

Obs.-Grjn.  — Army  physician  seeks  practice 
opportunities  in  coastal  areas  of  South  Caro- 
lina. Complete  resume.  Military  obligation 
completed  summer  1972. 


Please  address  inquiries  to: 
Richard  G.  Pugh 
S.  C.  Medical  Association 
Columbia  Office 
1007  Security  Federal  Bldg. 
Columbia,  S.  C.  29201 
Telephone  — 253-2857 


Florida  to  Issue  Medical  Licenses  By 
Endorsement 


Effective  September  1,  1971,  for  the  first  time  in 
history,  the  Board  of  Medical  Examiners  of  Florida 
may  issue  licenses  by  endorsement  to  practice  medi- 
cine and  surgery  in  Florida.  An  amendment  to  the 
Medical  Practice  Act  of  Florida,  enacted  by  the  1971 
legislature  allows  issuance  of  licenses  by  endorsement 
to  those  M.D.’s  who  have  been  certified  by  the 
National  Board  of  Medical  Examiners  or  the  Federa- 
tion Licensure  Examination  (FLEX)  within  a period 
of  eight  (8)  years  preceding  the  date  of  application 
for  licensure  by  endorsement.  Since  the  effective  date 
is  September  1,  1971,  this  means  that  an  M D.  must 
have  been  certified  by  the  National  Board  of  Medical 
Examiners  since  September  1,  1963,  in  order  to 
initially  be  eligible  for  licensure  by  endorsement.  As 
far  as  other  state  licensure  examinations  are  con- 


cerned, this  amendment  only  applies  to  those  states 
who  use  the  Federation  Licensure  Examination 
(FLEX)  as  their  licensure  examination. 

In  the  case  of  foreign  medical  graduates,  this  does 
not  eliminate  the  requirement  that  the  M.D.  have 
papers  of  first  intention  of  citizenship  and  a minimum 
of  one  year’s  residency  in  the  United  States  and  the 
Educational  Council  for  Foreign  Medical  Graduates 
Certificate  of  proficiency.  A very  important  feature  of 
the  amendment  is  the  provision  that  a physician  who 
receives  a license  by  endorsement  in  Florida  must 
practice  in  the  state  within  a period  of  three  years  for 
a minimum  period  of  one  year.  If  he  does  not  do  this 
the  license  will  become  null  and  void.  Service  in  the 
armed  forces  is  exempt  during  these  three  years,  but 
internship  or  residency  time  is  not  exempt. 


SYMPOSIUM:  PRESCRIBING  EXERCISE  FOR 
THE  MAINTENANCE  OF  CARDIOVASCULAR  HEALTH 

DATES : Feb.  11,  12,  1972  FEE:  $50.00  Medical  Doctors 

Feb.  119  : 00  a. m.  - 5 :30  p.m.  $15.00  Interns  in  Residence 

Feb.  12  9 :00  a.m.  - 3 :45  p.m.  PAYMENT  OF  FEES : May  pre-register  by  paying 

fee  in  full 

PLACE:  University  of  North  Carolina  at  Charlotte 
HOUSING:  (Downtowner  Motor  Inn)  North-South  Basketball  these  evenings  at  nearby 
Coliseum 

(N.  C.  State,  Clemson,  Georgia  and  University  of  North  Carolina) 

Y Return  this  form  to : 

Institute  for  Urban  Studies  & 

Address Community  Service 

Street  or  Box  No.  City  State  Zip  Code  UNCC,  UNCC  Station 

Payment  is  enclosed  ( ) yes  ( ) no  Charlotte,  N.  C.  28213 

Make  checks  payable  to : Institute  for  Urban  Studies  & Community  Service 

A TIMELY  PROGRAM  FOR  HEART  MONTH 
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Book  Reviews 


HANDBOOK  OF  PEDI- 
ATRICS by  Henry  K. 
Silver,  C.  Henry  Kempe, 
and  Henry  B.  Bruyn. 
Ninth  Edition.  Lange 
Medical  Publications.  Los 
Altos,  California,  1971. 

The  ninth  edition  of 
this  handbook  is  pre- 
sented  in  reasonably 
priced  pocket  size  with  a 
hopefully  durable  soft 
cover.  It  contains,  in  short  form,  all  the 
practical  information  needed  for  the  care  of 
infants  and  children.  It  is  not  intended  to 
replace  the  standard  texts  on  Pediatrics  but 
enough  up-to-date  facts  are  presented  to 
stimulate  interest  in  further  detailed  study. 
The  chapter  on  examination  is  filled  with 
long  known  material  but  also  presents  “prac- 
tical notes”,  a harvest  of  the  long  experience 
of  the  authors,  well  worth  reading.  The 
emphasis  on  developmental  diagnosis,  both 
physical  and  mental  is  appreciated,  pro- 
moting— naturally— the  Denver  Develop- 
mental Screening  Test.  Dosages  of  medica- 
tions are  usually  given  in  the  metric  system, 
a fact  probably  appreciated  by  non-Ameri- 
can readers.  The  chapter  on  feeding  in  this 
respect  might  be  disappointing  as  ounces 
and  pounds  prevail  and  it  is  kept  rather 
short.  One  can  take  this  as  an  indication  of 
the  authors  practical  thinking,  since  com- 


mercial products  are  so  readily  available  in 
the  USA. 

The  book  is  recommended  as  a practical 
guide  for  medical  students,  house  officers 
and  family  physicians.  The  pediatrician 
might  like  to  use  it  for  a quick  reference,  as 
he  probably  did  with  previous  editions. 

Ivauls-Peter  Herberg,  M.D. 


M — for  — MEDICARE  DAY 

A Play 

by  Harry  T.  Zankel,  M.D. 

No  drugs!  No  illicit  sex!  Only  a few  “damns” 
and  “hells.”  Doctors  honored?  The  establish- 
ment justified.  Could  such  a play  make  it  on 
the  current  scene?  Let  us  devoutly  hope  so, 
for  such  is  the  stuff  our  lives  are  really  made 
from,  and  if  these  ideas  can’t  make  it  as 
entertainment,  perhaps  they  can’t  much  longer 
make  it  as  a way  of  life. 

Anyway,  this  is  a very  entertaining  play.  I 
couldn’t  put  it  down,  perhaps  because  it  is  so 
pertinent  to  my  life  with  the  locale  being  my 
area  geographically  and  professionally.  But  it 
is  a good  robust  tale  of  strong  and  successful 
men  in  conflict,  with  idealism  and  higher 
principle  ultimately  winning  out  over  baser 
motivations.  In  this  respect,  it  should  appeal 
to  everyone. 

So  engrossed  was  I in  the  characters  that 
tears  actually  came  to  my  eyes  as  I read  Dr. 
Felder’s  climatic  statement.  “I  am  a doctor  of 
medicine.” 

Edw.  E.  Kimbrough,  M.D. 


VD  AWARENESS  MONTH 

October  is  VD  Awareness  Month.  Sponsors 
are  the  South  Carolina  Medical  Association, 
and  the  South  Carolina  State  Board  of  Health 
(also  South  Carolina  Department  of  Educa- 
tion and  Pfizer  Laboratories). 

The  objective  of  the  campaign  is  to  reduce 
the  incidence  of  venereal  disease  through  a 
statewide  information  and  awareness  cam- 
paign. We  have  an  obligation  to  present  the 
problem  to  every  parent,  teenager,  and  young 


adult.  Specifically,  we  want  all  to  know  what 
the  problems  are  and  which  groups  are  mostly 
affected. 

Statistics:  In  the  fiscal  year  1971,  15,312 
cases  of  venereal  disease  were  reported. 
South  Carolina  ranks  high  in  the  incidence  of 
venereal  disease.  Sixty-four  per  cent  of  all 
infections  were  between  ages  15  and  24.  Since 
1966  the  venereal  diseases  have  increased  61 
per  cent.  Since  1966  teenage  venereal  disease 
has  increased  78  per  cent. 


October,  1971 
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Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


DEATHS 


DR.  W.  S.  FEWELL 

Dr.  William  S.  Fewell,  79,  died  on  July  25 
in  Greenville.  Dr.  Fewell  attended  the  Uni- 
versity of  North  Carolina  Medical  College 
and  completed  his  medical  education  at  the 
University  of  Pennsylvania.  He  retired  from 
private  practice  in  1955  and  served  as  full- 
time medical  director  of  the  Liberty  Life  In- 
surance Company  until  1958. 

DR.  J.  H.  CATHCART,  SR. 

Dr.  John  Harris  Cathcart,  Sr.,  69,  died  July 
25  in  his  home  in  Gaffney.  Dr.  Cathcart  was  a 
graduate  of  the  Medical  University  of  South 


Carolina  and  had  practiced  medicine  in 
Gaffney  since  1931. 

DR.  E.  A.  RONDEAU 
Dr.  Edward  A.  Rondeau,  59,  director  of 
Health  Services,  Midland  Center,  S.  C.  De- 
partment of  Mental  Health,  died  August  21  at 
his  home  at  Lake  Murray.  He  was  a graduate 
of  the  College  of  Physicians  and  Surgeons, 
Boston,  Mass.  Dr.  Rondeau  entered  private 
practice  in  Due  West  and  McCormick  joining 
the  S.  C.  Department  of  Health  in  1956.  He 
was  appointed  superintendent  of  Midland 
Center  in  1961  and  was  named  Director  in 
1970. 
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Create  a 
machine 


/Vhat  to  do 
until . 
uppositones 

work: 


Read 
‘War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work.1-3  Some- 
times two.4  Sometimes  more.3  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients,5  and 
not  infrequently  produce  smarting,  burning  and  tenesmus.6 

Alternative  to  the  long  unpleasant  wait:  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsud^enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


C.  B FLEET  CO  INC. 
Lynchburg,  Va.  24505 


| pharmaceuticals 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
References:  1.  Blumberg,  N : Med  Times  91:45,  Jan,,  1963.  2.  Sweeney.  W.  J , III:  Amer  J Obstet 
Gynec  85:908.  Apr.  1.  1963.  3.  Weinsaft,  P.:  J Amer  Geriat  Soc  12:295,  Mar.,  1964  4 Baydoun,  A.  B 
Amer  J dbstet  Gynec  85:905,  Apr.  1,  1963.  5.  Feder,  I.  A.,  Flores,  A.  and  Weiss,  J. : Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz,  E.  D.:  Western  J Surg  72:177,  May-June,  1964 
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When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hlium  (diazepam) 


2 -mg,  5-mg,  10-mg  tablets 


helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in 
frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and  / or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  byperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2%  mg,  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2'A  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  inTel-E-DoseT  M'  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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Simple,  accurate  test  for  glycosuria 


TES-TAPE 

URINE  SUGAR  ANALYSIS  PAPER 


Leadership  in 
Diabetes  Research 
for  Half  a Century 


Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flov 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton*  chlorthalidone  us 

Makes  water,  not  waves. 


You  know 
diuretics 
medically 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  HY, 
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You’ll  rely  on  MINTEZOL  (Thiabendazole,  i 
MSD)  often  for  pinworm  disease.  Not  just 
because  that’s  a very  common  helmin- 
thic  infestation,  but  because  MINTEZOL 
has  such  a high  degree  of  efficacy. 
MINTEZOL  also  provides  an  unusually 
wide  range  of  action-against  thread- 
worm, hookworm,  whipworm,  and  large 
roundworm  disease.  This  broad  spectrum 
of  activity  makes  it  particularly  effec- 
tive in  these  mixed  worm  infestations. 
MINTEZOL  isn’t  a dye.  So  you  won’t  hear 
complaints  about  stained  teeth,  cloth- 
ing, or  bed  linen.  The  most  frequently 
occurring  side  effects  have  been  ano- 
rexia, nausea,  vomiting,  and  dizziness. 
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Contraindications:  History  of  hypersensitivity 
to  thiabendazole. 

Warnings:  May  impair  alertness;  operation  of 
automobiles  and  other  activities  made  hazard- 
ous by  diminished  alertness  should  be  avoided. 
If  hypersensitivity  reactions  occur,  drug  should 
be  discontinued  immediately  and  not  resumed; 
erythema  multiforme,  including  Stevens- 
Johnson  syndrome  (with  a fatal  case),  has  been 
associated  with  thiabendazole  therapy  in  chil- 
dren. Safe  use  in  pregnancy  or  lactation  has 
not  been  established. 

Precautions:  Since  thiabendazole  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidneys, 
hepatic  and  renal  function  should  be  carefully 
monitored  in  patients  with  dysfunction  of 
these  organs. 

Adverse  Reactions:  Frequently  encountered 
are  anorexia,  nausea,  vomiting,  and  dizziness. 
Less  frequently,  diarrhea,  epigastric  distress, 


pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus, 
collapse,  abnormal  sensation  in  eyes,  blurring 
of  vision,  hyperirritability,  numbness,  hyper- 
glycemia, xanthopsia,  enuresis,  perianal  rash, 
cholestasis  and  parenchymal  liver  damage, 
hypotension,  and  a transitory  rise  in  cephalin 
flocculation  and  SGOT.  Hypersensitivity  reac- 
tions include:  fever,  facial  flush,  chills,  con- 
junctival injection,  angioedema,  anaphylaxis, 
skin  rashes,  erythema  multiforme  (including 
Stevens-Johnson  syndrome),  and  lymphade- 
nopathy.  Appearance  of  live  Ascaris  in  the 
mouth  and  nose  has  been  reported  on  rare 
occasions. 

Some  patients  may  excrete  a metabolite  which 
imparts  an  odor  to  urine,  much  like  that  which 
occurs  after  ingestion  of  asparagus.  Crystal- 
luria  without  hematuria  has  been  reported  on 
occasion,  but  has  promptly  subsided  with  dis- 


continuation of  therapy;  while  the  etiologic 
role  of  thiabendazole  has  not  been  established, 
the  possibility  of  crystalluria  should  be  kept 
in  mind.  Transient  leukopenia  has  been  re- 
ported in  a few  patients,  but  the  cause  and 
effect  relationship  in  these  cases  has  not 
been  established. 

NOTE:  In  children  weighing  less  than  30 
pounds,  clinical  experience  with  thiabendazole 
for  treatment  of  intestinal  parasitosis  has 
been  limited.  Thus,  the  benefits  of  this  therapy 
should  be  weighed  against  the  possibility  of 
adverse  reactions. 

Supplied:  Suspension,  containing  500  mg  per 
5 cc,  in  bottles  of  120  cc. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  the  Direction  Circular.  Merck 
Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc., 
West  Point,  Pa.  19486 


MSD  MERCK  SHARP  & DOHME 


It’s  working, 
even  when  she’s  not. 


10:30  p.m.  To  bed  with  tablets  or 
suspension.  Either  dosage  form  of 
Gantanol'  (sulfamethoxazole)  provides 
reliable  therapy  for  nonobstructed  cystitis 
The  convenient  b.i.d.  schedule  lets 
the  patient  rest  assured  — while  Gantanol 
fights  the  infection. 


1:30  a.m.  Antibacterial  blood  and  urine  levels  build  fast. 

Peak  therapeutic  effectiveness  starts 
within  2 to  3 hours  of  the  initial  dose. 

In  addition,  Gantanol  diffuses  readily 
into  interstitial  fluids  for  antibacterial 
activity  at  the  foci  of  the  infection. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  acute,  recurrent  or  chronic  uri- 
nary tract  infections  (primarily  pyelonephritis,  pyelitis  and 
cystitis)  due  to  susceptible  organisms  (usually  E.  coli,  Kleb- 
siella- Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis, 
and,  less  frequently,  Proteus  vulgaris ) and  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note:  Carefully  co- 
ordinate in  vitro  sulfonamide  sensitivity  tests  with  bacterio- 
logic  and  clinical  response.  Add  aminobenzoic  acid  to  culture 
media  of  patients  receiving  sulfonamides.  Resistant  orga- 
nisms present  a current  problem  to  the  usefulness  of  anti- 
bacterial agents.  Blood  levels  should  be  measured  in  patients 
receiving  sulfonamides  for  serious  infections,  since  there  may 
be  wide  variations  with  identical  doses;  20  mg/ 100  ml  should 
be  the  maximum  total  sulfonamide  level,  as  adverse  reactions 
occur  more  frequently  above  this  level. 

Contraindications:  Sulfonamide  hypersensitivity;  infants 


less  than  2 months  of  age  (except  adjunctively  with  pyrimeth- 
amine in  congenital  toxoplasmosis);  pregnancy  at  term  anc 
during  nursing  period. 

Warnings:  Safe  use  in  pregnancy  has  not  been  estab- 
lished, and  teratogenicity  potential  has  not  been  thoroughly 
investigated.  Sulfonamides  will  not  eradicate  or  prevent  se- 
quelae to  group  A streptococcal  infections,  i.e.,  rheumatic 
fever,  glomerulonephritis.  Deaths  from  hypersensitivity  reac- 
tions, agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  reported;  early  clinical  signs  such  as  sore 
throat,  fever,  pallor,  purpura  or  jaundice  may  indicate  serious 
blood  disorders.  Complete  blood  counts  and  urinalysis  with 
careful  microscopic  examination  are  recommended  frequently 
during  sulfonamide  therapy.  Clinical  data  are  insufficient  on 
prolonged  or  recurrent  therapy  in  chronic  renal  diseases  of 
children  under  6 years. 

Precautions:  Use  with  caution  in  patients  with  impaired 
renal  or  hepatic  function,  severe  allergy,  bronchial  asthma 
and  in  glucose-6-phosphate  dehydrogenase-deficient  indi- 


4:30  a.m.  Effective  through  the 
night.  Each  dose  of  Gantanol  (sulfa- 
methoxazole) delivers  up  to  12  hours  of 
antibacterial  action  against  susceptible 
pathogens,  such  as  E.  coli , Klebsiella-Aerobacter , S.  aureus  and  others. 
Action  all  day.  And  action  all  night  to  prevent  retained  urine  from 
Decoming  the  medium  for  bacterial  proliferation. 


7:30  a.m.  With  a built-in  margin  of  protection.  Gantanol  b.i.d. 
therapy  means  rapid  symptomatic 
improvement,  often  in  24  to  48  hours,  for 
most  patients  with  nonobstructed  urinary 
tract  infections. 
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in  nonobstructed  urinary  tract  infections 

Gantanol  b.i.d. 

(sulfamethoxazole) 

Tablets/Suspension 
12  hours  of  therapy  with  every  dose 


i -it 


'iduals.  In  the  latter,  dose-related  hemolysis  may  occur, 
v/laintain  adequate  fluid  intake  to  prevent  crystalluria  and 
tone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  agranulocytosis, 
iplastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic 
inemia,  purpura,  hypoprothrombinemia  and  methemoglobi- 
lemia;  allergic  reactions:  erythema  multiforme  (Stevens- 
lohnson  syndrome),  skin  eruptions,  epidermal  necrolysis, 
jrticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis, 
anaphylactoid  reactions,  periorbital  edema,  conjunctival  and 
cleral  injection,  photosensitization,  arthralgia  and  allergic 
nyocarditis;  gastrointestinal  reactions:  nausea,  emesis,  ab- 
dominal pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
stomatitis;  C.N.S.  reactions:  headache,  peripheral  neuritis, 
nental  depression,  convulsions,  ataxia,  hallucinations,  tin- 
nitus, vertigo  and  insomnia;  and  miscellaneous  reactions.- 
drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E.  phenomenon.  Due  to  certain 
:hemical  similarities  with  some  goitrogens,  diuretics  (aceta- 


zolamide  and  thiazides)  and  oral  hypoglycemic  agents,  sul- 
fonamides have  caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia.  Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age,  except  adjunctively  with  pyri- 
methamine in  congenital  toxoplasmosis.  Usual  dosage  is  as 
follows: 

Adults— 2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm  b.i.d. 
or  t.i.d.  depending  on  severity  of  infection.  Children— 0.5  Gm 
(1  tab  or  teasp.)/ 20  lbs  of  body  weight  initially,  followed  by 
0.25  Gm/20  lbs  b.i.d.  Maximum  dose  for  children  should  not 
exceed  75  mg/  kg/  24  hrs. 

Supplied:  Each  tablet  or  teaspoonful  (5  ml)  of  suspen- 
sion contains  0.5  Gm  sulfamethoxazole. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


HAPPY  NEWS! 


INTRODUCING 

TETRACYN500 

(TETRACYCLINE  HCI,  500-mg  capsules) 

THE  LOW-COST 
BRAND-NAME  TETRACYCLINE 


TETRACYN  also  available  as  250-mg  capsules 

(TETRACYCLINE  HCI) 


J.B.ROERIG  DIVISION 

PFIZER  PHARMACEUTICALS 
NEW  YORK,  N.Y.  10017 


the  compound  analgesic 
that  calms  instead  of  caffeinates 

In  addition  to  pain,  this  patient  has  experienced  anxiety, 
fear,  embarrassment,  anger,  and  frustration.  It's  very 
likely  that  these  psychic  factors  actually  accentuated  his 
perception  of  pain.  Surely  the  last  thing  he  needs  is  an 
analgesic  containing  caffeine.  A much  more  logical 
choice  is  Phenaphen  with  Codeine.  It  provides  a quarter 
grain  of  phenobarbital  to  take  the  nervous  "edge”  off, 
so  the  rest  of  the  formula  can  control  the  pain  more 
effectively.  It's  no  accident  that  the  Phenaphen  formu- 
lations contain  a sedative  rather  than  a stimulant.  Don't 
you  agree,  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 


Phenaphen' 
with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital 
(’A  gr.),  16.2  mg.  (warning:  may  be  habit  forming);  Aspirin  (2 V2 
gr.) , 162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.;  Hyoscyamine  sulfate, 
0.031  mg.;  Codeine  phosphate,  ’A  gr.  (No.  2),  Vi  gr.  (No.  3)  orl  gr. 
(No.  4)  (warning:  may  be  habit  forming). 

Indications:  Provides  relief  in  severer  grades  of  pain,  on  low 
codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications : Hypersensitivity  to  any  of  the  components. 
Precautions-  As  with  all  phenacetin-containing  products,  exces- 
sive or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and  drowsiness 
may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules 
every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule  every 
3 to  4 hours  as  needed.  For  further  details  see  product  literature. 

A.  H.  Robins  Company,  Richmond,  Va.  AH-ROBINS 
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head  clear  upon  arising 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  just  one  Extentab  every  1 2 hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely.  /MtDOBINS 


prescribing  information  appears  on  next  page 


A.  H.  Robins  Company 
Richmond,  Va.  23220 


Dimetapp 

Extentabs 

Dimetane®  (brompheniramine  maleate).  12  mg.,  phenyl- 
ephrine HCI.  15  mg.,  phenylpropanolamine  HCI.  15  mg 


Dimetapp  Extentabs® 

INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient's  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  dis- 
tress. 

HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 


Still  serving... 


Miltown 

(meprobamate) 

WALLACE  PHARMACEUTICALS  Wt 
Cranbury,  N.J.  08512  ^ 
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Hypersensitivity 
to  penicillin 
is  a good  reason 
to  consider 
Lincocin 

(lincomycin  hydrochloride) 


■ 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
■ mococci  and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
^-hemolytic  streptococcal 
infections,  treatment  should 
continue  for  at  least  10  days. 

Studies  indicate  that 
Lincocin  does  not  share 
antigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other  | 
significant  allergies. 
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So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


Lincocin 

(lincomycin  hydrochloride, 
Upjohn) 


For  further  prescribing  information,  please  see  following  page. 


£ Sterile  Solution  (300  mg.  per  ml.)  0 


® 
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(lincomycin  hydrochloride, Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci, pneumococci, and  staphylococc 


Each  Lincomycin  hydro- 
preparation chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

‘Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

•Contains  also:  Benzyl  Alcohol  9 mg.;  and, 
Water  for  Injection-q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  /3-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal-Glossitis, stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
Liver— Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular— Instances  of  hypoten- 
sion following  parenteral  administration 
have  been  reported,  particularly  after  too 
rapid  I.V.  administration.  Rare  instances 
of  cardiopulmonary  arrest  have  been  re- 
ported after  too  rapid  I.V.  administration. 
If  4.0  grams  or  more  administered  I.V., 
dilute  in  500  ml.  of  fluid  and  administer 
no  faster  than  100  ml.  per  hour.  Local 
reactions—  Excellent  local  tolerance  dem- 
onstrated to  intramuscularly  administered 
Lincocin.  Reports  of  pain  following  in- 
jection have  been  infrequent.  Intrave- 
nous administration  of  Lincocin  in  250 
to  500  ml.  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 


HOW  SUPPLIED:  250  mg.  and  500  mg. 
Capsules— bottles  of  24  and  100. 

Sterile  Solution,  300  mg.  per  ml.— 2 and 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 ml.— 60  ml.  and  pint 
bottles. 

For  additional  product  information,  con- 
sult the  package  insert  or  see  your  Upjohn 
representative. 

JA71-1203  MED  B-5-SR  (KZL-6) 


The  Upjohn  Company 
Kalamazoo 
Michigan  49001 


Upjohn 
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PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 
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What  is  the  best  way  to  keep  pace  with  the 
latest  medical  techniques  and  advances? 

Participate  in  the  AMA’s  25th  Clinical 
Convention  in  New  Orleans  on  Nov.  28- 
Dec.  1,  1971!  Take  part  in  a convention 
where  participation  is  the  key  word.  Reg- 
ister for  Postgraduate  courses.  Use  this 
opportunity  to  discuss  and  evaluate  your 
problems  and  findings  with  others  in  your 
particular  field. 

Industrial  and  scientific  exhibits  will  in- 
form you  about  the  latest  research  and  the 
newest  products  and  services  available. 
Together  with  the  scientific  sessions,  this 
information  will  be  of  value  when  you  re- 
turn to  your  practice. 

The  Scientific  Program  will  offer  in- 
depth  courses  on  “Behavioral  Problems 
in  Children  and  Adolescents,”  “Cardio- 
vascular Disease,”  and  “Fluid  and  Electro- 
lyte Balance.” 

Other  sessions  of  importance  will  dis- 
cuss the  “Diagnostic  Evaluation  and  Man- 
agement of  Joint  Diseases,”  “Derma- 
tological Problems  in  Everyday  Practice,” 
“Current  Concepts  of  Gastroenterology,” 
“Office  Gynecology:  Management  of  Com- 
mon Problems”  and  a “Symposium  on 
Diverticular  Disease  of  the  Colon:  Cur- 
rent Concepts.” 

Elegance  and  an  old-world  flavor  make 
New  Orleans  an  exceptional  site  for  the 
25th  Clinical  Convention.  The  Convention 
Center  provides  excellent  facilities.  Hotels 
in  or  near  the  famed  French  Quarter 
offer  choice  accommodations. 

Consider  bringing  the  family.  They  can 
explore  the  many  historic  sites  in  and 
around  the  city,  ride  a steamship  on  the 
‘mighty’  Mississippi,  shop  for  antiques, 
or  browse  in  a fine  selection  of  stores. 
You’ll  find  the  charm  of  New  Orleans  ex- 
tends to  its  restaurants  where  you'll  sam- 
ple the  finest  in  French  and  Creole  cooking. 

This  is  a meeting  in  which  you  should 
participate.  Make  plans  now  to  attend  this 
important  AMA  Scientific  Meeting. 


When  irritable  colon  feels  like  this 


. in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 

D belladonna  alkaloids— for  the  hyperactive  bowel 
□ simethicone— for  accompanying  distension  and  pain  due  to  gas 
d phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED" 

antispasmodic/sedative/antiflatulent 


Two  dosage 
strengths- 
125  mg./5ml. 
and 

250  mg. /5  ml. 


V-CillinK‘  Pediatric 

potassium  eg 
phenoxymethyl  :;;illonal 


penicillin 


Additional  information 
available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 
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PERINATAL  MORTALITY 
RED,  WHITE  and  BLACK 

HENRY  C.  HEINS,  JR.,  M.  D. 


For  the  last  20  years  perinatal  mortality  has 
been  used  as  a crude  yardstick  to  measure  a 
hospital’s  obstetrical  experience.  As  long  as 
one  uses  the  same  criterion  or  same  definition 
of  perinatal  mortality,  one  has  a useful  form 
of  measurement. 

Since  January  1,  1954,  the  perinatal  deaths 
in  Charleston  hospitals  have  been  studied  in 
five  year  periods.  Perinatal  mortality  is  de- 
fined as  mortality  among  fetuses  or  infants 
that  weigh  1000  grams  or  more  at  birth  who 
die  before  delivery  or  before  the  end  of  the 
first  week  post  partum.  The  perinatal  mortal- 
ity rate  is  computed  as  follows: 
fetal  plus  neonatal  deaths  X 1000 
live  births  plus  fetal  deaths 

The  results  of  these  studies  have  been  de- 
pressing as  the  rate  remains  18  to  20  per 
thousand  births  in  the  white  group  of  patients 
and  35  to  40  per  thousand  births  for  the  non- 
white group.  (See  Figure  1.) 

All  sorts  of  political  propaganda  have  been 
raised  about  where  the  USA  ranks  in  the 
world  in  regard  to  infant  mortality.  Each  so- 
called  authority  uses  a different  study  as  a 
reference  with  many  variations  of  the  defini- 
tion. In  the  Netherlands,  for  instance,  the 


“Assistant  Professor  of  Obstetrics  and  Gynecology. 
Medical  University  of  South  Carolina,  Charleston. 
South  Carolina. 


perinatal  mortality  rate  of  12  per  thousand  is 
usually  given  and  is  near  the  top  of  the  list. 
The  vast  majority  of  the  infants  are  delivered 
in  the  home  by  midwives  and  the  parents  are 
responsible  for  the  reporting  of  the  births. 
Many  authorities  agree  that  these  births  are 
reported  haphazardly.  The  World  Health  Or- 
ganization is  at  present  making  an  effort  to 
get  a uniform  definition  with  uniform  report- 
ing of  births  and  deaths. 

I had  the  opportunity  to  visit  the  USSR 
first  in  June,  1969,  with  a group  of  ten  Amer- 
ican obstetricians  to  look  at  medical  institu- 
tions in  Leningrad,  Kiev,  Yalta  and  Moscow. 
This  was  the  typical  red  carpet  tour  with  all 
prearranged  details.  Here  was  a country 
where  99  per  cent  of  all  births  were  reportedly 
in  hospitals.  This  country  had  a very  liberal 
abortion  law;  in  fact,  abortion  on  demand. 
This  country  also  had  no  minority  groups  or 
disadvantaged  groups  such  as  our  non-white 
population.  What  type  of  perinatal  mortality 
would  such  a system  develop? 

I was  excited  when  I was  selected  to  par- 
ticipate in  the  Soviet-American  Health  Ex- 
change Program  administered  by  the  Depart- 
ment of  Health,  Education  and  Welfare.  I 
secured  a five  weeks  visa  to  do  a perinatal 
mortality  study  in  a teaching  hospital  in 
Moscow.  I will  not  prolong  this  report  with 
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the  trials  and  tribulations  of  a lone  American 
in  the  USSR  trying  to  get  statistics  not  re- 
ported in  the  literature. 

I studied  in  two  maternity  hospitals  in  Mos- 
cow. The  First  Maternity  Institute  was 
headed  by  Dr.  L.  S.  Persianinov,  who  is  the 
Vice  President  of  the  International  Federa- 
tion of  Obstetrics  and  Gynecology.  This  is  an 
excellent  teaching  hospital  for  pathological 
obstetrical  cases.  Approximately  90  per  cent 
of  their  admissions  are  patients  with  com- 
plications in  obstetrics.  Each  of  the  15  Re- 
publics of  the  USSR  has  such  a hospital  but 
this  is  supposed  to  be  the  best,  the  All  Union 
Scientific  Research  Institute  of  Obstetrics 
and  Gynecology!! 

The  second  hospital  was  the  Maternity 
House  #12.  In  Moscow,  each  of  the  25  politi- 
cal districts  ( two  hundred  to  three  hundred 
thousand  people  each  district)  has  at  least 
one  district  Maternity  House.  This  is  a 150-bed 
maternity  hospital  with  40  beds  set  aside  for 
complications.  This  hospital  averages  ten 


deliveries  and  six  abortions  a day.  As  you 
would  imagine,  the  vast  majority  of  these 
deliveries  are  normal  in  this  hospital. 

The  patients  are  given  prenatal  care  at  the 
district  poly-clinics  and  are  referred  to  the 
Maternity  House  in  labor  or  should  any  com- 
plication arise  in  pregnancy.  The  patients  all 
register  early  in  pregnancy  to  be  eligible  for 
the  eight  weeks  off  before  and  eight  weeks 
off  after  delivery.  The  patient  is  kept  in  the 
hospital  for  seven  to  nine  days  post  partum. 
All  patients  breast  feed  the  babies  and  are 
given  time  off  for  this  chore.  All  the  patients 
are  taught  the  Lamaze  method  of  psycho- 
prophylaxis for  labor.  They  receive  nitrous- 
oxide  and  oxygen,  and  occasionally  trichlor- 
ethylene  in  the  first  stage  of  labor.  No  drugs 
are  given  in  the  second  stage.  Episiotomy  is 
very  seldom  done. 

I was  allowed  to  review  the  charts  for  1968 
and  1969.  I was  assigned  an  interpreter  by 
the  Ministry  of  Health  and  I believe  these 
are  valid  figures  for  a relatively  short  period 
of  time. 

The  same  criterion  is  used  as  in  the  studies 
of  the  hospitals  in  Charleston— only  infants 
of  1000  grams  or  more  who  were  born  dead 
or  died  within  the  first  week. 

The  classification  of  perinatal  deaths  is  the 
same  used  in  the  previous  Charleston  studies. 
(Potter,  Nesbitt).  The  rates  are  given  in 
incidence  per  thousand  births. 

Little  difference  in  care  of  the  patient  with 
placenta  previa  or  abruption  of  the  placenta 
was  noted  except  that  the  Soviets  are  most 
liberal  with  their  use  of  free  hospitalization. 
The  patient  might  be  kept  in  the  hospital  for 
as  long  as  a month  or  more  for  bleeding  in 


Total  births  over  1000  grams 
Births  less  than  2500  grams 
Perinatal  deaths 
Autopsies 

Perinatal  Mortality  Rate 
Deaths  less  than  2500  grams 
Deaths  more  than  2500  grams 


Charleston,  white 

15,462 

773  (5%) 

293 

105  (35%) 
18/1000 
162  (55%) 

131  (45%) 

Figure  2. 


Charleston,  non-white 
9572 

1723  ( 18% ) 

441 

146  (35%) 
42/1000 
260  (63%) 

151  (37%) 


Moscow 

10,275 
651  (6%) 
178 

178  ( 100% ) 
17/1000 
85  (47%) 

93  (53%) 


450 


The  Journal  of  the  South  Carolina  Medical  Association 


PERINATAL  MORTALITY 


pregnancy.  She  is  admitted  very  quickly  for 
a 20  millimeter  rise  in  blood  pressure  or  any 
trace  of  proteinuria.  The  previous  Cesarean 
section  patient  may  be  admitted  as  long  as 
three  to  four  weeks  prior  to  repeat  Cesarean 
section  at  term.  I should  mention  here  that  I 
was  given  the  cost  of  19  rubles  per  day  to  the 
government  for  each  typical  hospital  day  in 
the  USSR. 

The  low  intervention  rate  was  very  im- 
pressive. The  forcep  rate  in  this  group  of 
patients  was  approximately  1 per  cent.  The 
vacuum  extractor  rate  was  2 to  3 per  cent. 
The  Cesarean  section  rate  was  2 per  cent  in 
the  Maternity  House  and  9 per  cent  in  the 
First  Maternity  Institute.  The  Cesarean  sec- 
tion rate  for  the  Charleston  groups  remain  5 
to  6 per  cent  for  both  white  and  non-white 
groups. 

For  desultory  labor  or  for  their  inductions 
of  labor  these  Soviet  physicians  prefer  trans- 
bucal  oxytoxics  rather  than  the  intravenoi’- 
drip  method.  They  were  using  Sandoz-ODA- 
914  at  the  time  of  my  visit. 

For  the  Rh  immunized  patient,  they  used 
amniocentesis  for  evaluation  of  the  infant  but 
did  not  do  intrauterine  transfusions.  Rhogam 
is  not  available  in  the  USSR  as  yet. 

The  quality  of  care  in  these  hospitals  was 
good  in  general.  The  hospitals  are  old,  drab, 
and  poorly  lighted  and  lack  the  cleanliness, 
efficiency  and  cheerfulness  of  American  hos- 
pitals. There  was  no  evidence  of  disposable 
products  such  as  gowns,  drapes,  gloves,  etc. 
Deliveries  and  examinations  during  labor  were 
done  bare  handed.  Gloves  were  used  for 


PERINATAL  DEATHS 


PERINATAL  MORTALITY  RATE 
l PER  IOOO) 


Figure  3. 
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Figure  4. 


Cesarean  section  and  gyn.  surgery. 

There  is  conflicting  opinion  as  to  the  num- 
ber of  abortions  done  in  the  USSR.  Most  agree 
on  the  figure  of  three  deliveries  to  two  abor- 
tions. At  the  Maternity  House  they  were  doing 
six  abortions  per  day  to  ten  deliveries.  Abor- 
tion on  demand  is  the  primary  method  of 
contraception  other  than  an  old  fashioned 
condom  called  a “galoosh”.  Very  little  en- 
thusiasm was  seen  for  the  pill  or  the  intra- 
uterine contraceptive  device. 

The  abortions  were  done  up  to  12  weeks 
gestation  by  aspiration  curettage  under  local 
anesthesia.  No  preoperative  medication  was 
given  or  oxytoxics  following  the  procedure. 
After  the  first  trimester  of  pregnancy,  intra- 
amniotic  infusion  of  hypertonic  saline  was 
used. 

There  was  little  or  no  enthusiasm  for  the 
termination  of  fertility  by  tubal  ligation.  The 
only  indication  for  this  procedure  noted  dur- 
ing my  study  was  the  patient  with  her  third 
Cesarean  section.  The  Russian  doctors  were 
vague  about  their  objections  saying  merely, 
“It  is  too  permanent”.  It  is  interesting  in  the 
two  groups  of  Charleston  patients,  one  in  40 
white  patients  experienced  tubal  ligation  and 
one  in  20  non-white  patients  experienced 
termination  of  her  fertility  by  tubal  ligation. 

It  is  my  opinion  that  the  favorable  peri- 
natal mortality  rate  in  these  two  Moscow  hos- 
pitals was  due  to  the  low  intervention  rate, 
the  liberal  use  of  hospital  beds  in  early  com- 
plications, and  most  importantly,  their  lack  of 
a minority  or  underpriviledged  group  such  as 
our  non-white  patient. 
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NO  ABNORMAL  STATE  OF  FETUS 


Figure  5. 


The  100  per  cent  autopsy  rate  should  be 
mentioned.  This  is  mandatory  by  Soviet  law. 

The  chief  disadvantages  of  their  system  of 
obstetrics  and  gynecology  should  be  men- 
tioned: 1.  The  older  physical  plants  (both 
hospitals  and  equipment),  2.  No  episiotomy 
is  done  to  preserve  the  perineum,  3.  The  use 
of  sub-total  hysterectomy  rather  than  the  com- 
plete operation  (They  feel  that  the  cervix  is 
very  important  to  the  support  of  the  vagina.), 
4.  No  organized  set-up  for  the  routine  Pap 
smears,  5.  No  gammo-globulin  (Rhogam) 


BIRTHS  AND  DEATHS 


IZ3  <2500  GMS 


Figure  6. 


available  as  yet  for  the  treatment  of  the  Rh 
negative  patients,  6.  No  circumcisions  are 
done  except  in  the  Moslem  or  Jewish  patient, 
7.  Lack  of  an  effective  method  of  contracep- 
tion other  than  abortion  on  demand. 

Certainly  for  these  hospitals,  the  Soviet 
perinatal  mortality  rate  compares  favorably 
with  the  white  patient  group  in  our  country. 
It  is  much  better  than  the  results  in  our 
non-white  group.  Dr.  Persianinov  gave  a suc- 
cinct answer  to  this  when  he  stated— “That’s 
a social  problem”. 


Physicians’  Judgment  as  to  Compentency  To 
Contract  Upheld 

Testimony  of  two  physicians  that  an  aged  owner  of 
real  estate  was  not  mentally  competent  to  enter  into 
a sales  agreement  was  adjudged  to  be  decisive  by  the 
Mississippi  Supreme  Court  in  upholding  cancellation 
of  the  contract  of  sale. 

The  owner,  a widow  71  years  of  age,  had  recently 
inherited  240  acres  of  farm  land,  which  she  contracted 
to  sell  in  September,  1967,  at  $100  per  acre.  Some 
time  thereafter  she  filed  suit  to  cancel  the  contract 
alleging  that  at  the  time  of  signing  she  was  feeble  in 
mind  and  body,  and  unaware  of  the  value  of  the 
land. 

The  appeals  court  held  that,  even  though  she  was 
not  legally  disqualified,  if  the  price  were  unreasonably 
low,  and  the  seller  mentally  inform,  the  contract 
could  be  set  aside.  The  trial  court  found  the  sales 
price  to  be  unconscionably  low.  and  based  its  con- 
clusion of  mental  infirmity  on  the  testimony  of  two 
physicians,  general  practitioners  of  more  than  20  years 
experience.  The  first  examined  the  patient  during  a 
period  of  from  three  to  six  months  after  the  execution 


of  the  contract.  He  found  that  she  had  dizzy  spells 
and  high  blood  pressure,  was  badly  swollen  due  to 
cardiac  decompensation  or  to  generalized  arterio- 
sclerosis, and  that  “her  heart  was  beating  real  fast 
irregularly.”  His  opinion  was  that  on  the  date  of  the 
contract  she  was  not  mentally  capable  of  handling 
her  business  affairs. 

The  second  physician  examined  her  four  times 
about  eight  months  after  the  time  of  the  contract. 
His  diagnosis  was  “generalized  arteriosclerosis  with 
marked  intelligence  deficit,  brain  syndrome  moderate 
to  severe,  and  senile  dementia.”  Ilis  opinion  also  was 
that  she  was  incapable  of  handling  her  affairs  at  the 
time  of  signing. 

The  buyer  argued  that  any  presumption  as  to  the 
continuation  of  the  seller’s  condition  should  have 
been  as  to  the  future,  and  that  the  physicians  should 
not  have  been  allowed  to  relate  their  diagnoses  back 
to  the  time  of  the  contract.  The  trial  court,  however, 
was  held  to  be  justified  in  taking  their  opinions  into 
consideration,  and  cancelling  the  contract.— Patterson 
v.  Ervin,  230  So. 2d  563  ( Miss. Sup. Ct.,  Jan.  19, 
1970) 
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Carcinoma  of  the  esophagus  has  been 
known  to  be  extremely  frequent  in  parts  of 
South  Africa,  the  southern  part  of  Russia,  the 
Honan  Province  of  China,  southern  Brazil, 
and  in  Curacao  in  the  Dutch  West  Indies.1 
The  disease  is  frequent  in  Puerto  Rico, 
Jamaica,  Japan,  in  Singapore  among  the 
Chinese,  in  France  among  males,  Finland,  and 
Iceland.  It  is  low  in  incidence  in  Australia, 
Nigeria,  and  among  whites  in  the  U.S.A.2 
Several  investigators  feel  that  this  disease  is 
more  frequent  in  Negroes  in  low  country 
South  Carolina  than  elsewhere  in  the  state  or 
South.3  In  light  of  this  suspected  relationship, 
an  investigation  was  performed  to  verify  the 
increased  incidence  of  carcinoma  of  the 
esophagus  among  Negroes  in  low  country 
South  Carolina. 

Methods 

Three  hundred  twenty-five  certificates  for 
death  by  esophageal  cancer  were  obtained 
from  the  South  Carolina  State  Board  of  Health 
for  the  years  1964-1968,  by  place  of  residence 
in  the  State  of  South  Carolina.  In  addition,  43 
death  certificates  for  the  years  1959-1963,  for 
death  by  esophageal  cancer  in  Charleston 
County,  were  used  to  calculate  Charleston 
County  rates. 

From  1960  census  data,4  the  death  rates  for 
esophageal  cancer  were  calculated  for  the  46 
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counties  in  South  Carolina.  The  term  rate 
refers  to  the  number  of  deaths  per  100,000 
people  at  risk  per  year.  Rates  were  also  cal- 
culated for  census  tracts  within  Charleston 
County. 

Charleston  County  was  divided  into  census 
tract  areas  which  showed  a clustering  effect 
of  deaths  for  esophageal  cancer.  The  high 
risk  area  was  composed  of  a downtown  strip 
including  tracts  4,  5,  7-13,  and  an  island  area 
composed  of  Johns  Island,  Wadmalaw  Island, 
Edisto  Island  and  Yonges  Island. 

Deaths  by  esophageal  cancer  in  Charleston 
County  were  verified  histologically  through 
the  tumor  registry  at  The  Medical  University 
of  South  Carolina.  Rates  for  the  verified  cer- 
tificates and  for  the  total  number  of  certifi- 
cates were  not  significantly  different. 

Results  and  Discussion 

Death  rates  for  the  46  counties  revealed 
that  only  three  counties  had  rates  significantly 
higher  (95  per  cent  Poisson)  than  the  state 
rate  of  7.6.  These  counties,  Charleston,  Beau- 


Table  1. 
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fort,  and  Georgetown  (Figure  1),  are  adjacent 
counties  on  the  South  Carolina  coast.  Specific 
values  for  rates  are  shown  in  Table  1. 

Charleston  County  was  subdivided  into  a 
high  risk  area  and  a low  risk  area  (Map). 
Rates  for  these  areas  are  shown  in  Table  1. 
In  Figure  1,  one  sees  that  the  rate  for  Negro 
males  in  the  high  risk  area  is  significantly 
higher  than  the  corresponding  low  risk  area 
rate  and  is  approximately  three  times  greater. 
The  populations  at  risk  in  the  low  risk  area 
and  high  risk  area  are  approximately  equal. 
The  rate  for  Negro  females  in  the  high  risk 
area  is  significantly  higher  than  the  state  rate 
for  Negro  females  and  is  also  approximately 
three  times  greater. 

Age  group  rates  (Figure  2)  reveal  that  the 
state  rates  for  Negro  males  are  significantly 
higher  than  the  state  total  population  rates 
for  the  ages  35  to  74.  Charleston  County 


age  groups 
Figure  2. 

Negro  male  rates  are  significantly  higher 
than  the  state  Negro  male  rates  for  ages  45 
to  74,  showing  an  increased  risk  at  earlier 
ages. 

Comparison  of  rates  in  high  risk  and  low 
risk  areas  by  age  group  are  also  shown  in 
Figure  2.  The  rate  for  Negro  males  45-54  in 
the  high  risk  area  demonstrates  statistical  sig- 
nificance over  the  Negro  male  rate  of  the  low 
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risk  area  and  exceeds  it  by  a ratio  of  approxi- 
mately 8 to  1.  This  relationship  has  profound 
epidemiological  implications.  Specific  rates 
for  these  areas  are  shown  in  Table  1. 

Further  subdivision  of  the  high  risk  area 
into  the  Island  group  and  the  Downtown 
Belt  (Table  1),  reveals  another  interesting 
relationship.  The  rate  for  Negro  males  45-54 
in  the  Island  group  demonstrates  statistical 
significance  over  the  rate  for  Negro  males 
45-54  in  the  low  risk  group  and  exceeds  it  by 
a ratio  of  14  to  1.  This  rate  is  30  times  greater 
than  the  state  rate  of  the  total  population  in 
the  age  group  45-54. 

To  reiterate,  certain  relationships  have  been 


observed  about  esophageal  cancer  in  South 
Carolina.  There  is  an  increased  risk  of  eso- 
phageal cancer  in  Charleston,  Beaufort,  and 
Georgetown  counties.  Negro  males  in  high 
risk  areas  in  Charleston  County  represent  a 
group  of  important  concern  in  relation  to  the 
high  incidence  of  esophageal  cancer  especially 
in  the  early  age  group  of  45-54.  Most  authors 
find  the  peak  incidence  in  the  7th  decade.6 

Theories  to  establish  the  etiology  of  eso- 
phageal cancer  have  included  nitrosamines 
from  moonshine  whiskey."  Other  studies  have 
implicated  mycotoxins  including  aflatoxins,7 
nutritional  deficiencies  and  genetic  suscepti- 
bility.8 


S.C.  RATES 

S.C.  RATES 

CHAS.  CO. 

CHAS.  CO. 

CHAS.  CO. 

CHAS.  CO. 

CHAS.  CO. 

TOTAL 

Negro  Males 

High  Risk 

Low  Risk 

Negro  Males 

Negro  Males 

Negro  Males 

Negro  Males 

Negro  Males 

Islands 

Downtown 

1964-68 

1964-68 

1959-68 

1959-68 

1959-68 

1959-68 

1959-68 

AGE  GROUPS 

35-44 

1.3 

5.0  • 

25.3# 

4.7 

24.8 

25.5# 

14.6# 

45-54 

5.7 

20.7  • 

95. 1 4^ 

12.9 

180.  7A* 

74.  1* 

55.7a 

55-64 

14.4 

38.2  • 

157.  4a 

24.8 

181.8# 

152.  3a 

96.  6a 

65-74 

15.1 

40.3  • 

70.5# 

166.  7A 

60.2 

74.8 

114  6a 

75-84 

18.1 

20.0 

0 

0 

0 

0 

0 

85+ 

18.8 

18.8 

0 

0 

0 

0 

0 

S.C  RATES 
1964-68 

CHARLESTON 

COUNTY 

1959-68 

CHAS.  CO. 
High  Risk 
1959-68 

CHAS.  CO. 
Low  Risk 
1959-68 

BEAUFORT 

COUNTY 

1964-68 

GEORGETOWN 

COUNTY 

1964-68 

TOTAL 

7.6 

145  • 

30. 6 At 

8.3 

21.7# 

241  • 

TOTAL  WHITE 

5.4 

7.1 

9.8 

46 

11.6 

6.7 

TOTAL  NEGRO 

12.8 

29.4  • 

42.5At 

145 

32.1# 

36.4  # 

WHITE  MALES 

7.1 

9.8 

16.1 

8. 8 

15.4 

6.8 

NEGRO  MALES 

20.8 

50.  7a 

74. 9 At 

25.4  # 

36.4 

55.0 

WHITE  FEMALES 

3.8 

45 

49 

45 

7.8 

6.5 

NEGRO  FEMALES 

6.2 

12.3 

18.3#* 

5.1 

28.8 

21.7 

A — Significantly  higher  than  the  state  rate  total  and  the  state  rate  negro  males 

# — Significantly  higher  than  the  state  rate -total 

0C  “ Significantly  higher  than  the  state  rate  negro  females 

— Significantly  higher  than  the  Charleston  County  Low  Risk  Area  Corresponding  rate 
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It  is  the  feeling  of  these  investigators  that 
further  study  in  Charleston  County  is  indi- 
cated in  order  to  include  certain  specific  pro- 
cedures. Gas  chromatography  of  moonshine 
samples  confiscated  from  high  risk  and  low' 
risk  areas  should  be  performed  in  order  to 
establish  the  content  of  nitrosamines  and 
other  substances.  Rice,  peanut  products,  and 
other  foodstuffs  should  be  cultured  for  afla- 
toxins.  Questionnaires  shauld  be  created  to 
determine  the  existence  of  certain  sociological 
and  cultural  variances  in  different  areas  of 


Charleston  County.  Appropriate  measures 
should  be  taken  to  obtain  a genetic  history 
from  surviving  relatives  in  order  that  familial 
occurrences  might  be  validated. 

It  is  the  opinion  of  these  investigators  that 
further  study  will  reveal  a definite  genetic 
predisposition  characterized  by  high  incidence 
among  Negro  males  and  by  scattering  in  cer- 
tain geographic  pockets.  It  is  also  felt  that 
the  expression  of  this  genetic  predisposition 
will  be  effected  through  exposure  to  one  or 
more  environmental  carcinogens. 
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Physicians  Liable  for  Suicide  of  Former  Mental 
Patient 

Four  physicians  employed  by  a state  mental  hos- 
pital were  held  liable  for  professional  negligence 
when  a patient  who  allegedly  should  not  have  been 
released  committed  suicide  within  36  hours  after  he 
left  the  institution.  A California  trial  court  ordered 
the  state  and  the  physicians  to  pay  SI 25. 000  to  the 
patient’s  widow  and  their  two  daughters. 

The  patient,  a 37-year-old  man  with  a history  of 
mental  illness  had  been  involuntary  committed  to  a 
state  hospital  for  long-term  confinement.  The  diag- 
nosis was  paranoid  schizophrenia.  He  had  been  ad- 
mitted to  local  hospitals  for  alcoholism  17  times  and 
had  attempted  suicide  on  previous  occasions. 

The  family  contended  that  the  psychiatrist  who 
examined  the  man  prior  to  commitment  suggested 
long-term  care.  However,  after  two  months,  the 
patient  was  released  with  a certificate  of  com- 


petency. He  committed  suicide  36  hours  after  release 
from  the  hospital. 

Tire  family  charged  the  state  of  California,  which 
owned  and  operated  the  hospital,  and  the  physicians, 
who  were  employed  by  the  state,  with  professional 
negligence  in  the  care,  treatment,  and  release.  They 
alleged  that  the  negligence  proximately  caused  the 
man’s  death. 

The  physicians  contended  that  they  had  used  due 
care.  They  said  that  the  man  was  released  because  he 
had  shown  signs  of  marked  improvement.  They 
further  contended  that  it  is  impossible  to  tell  whether 
a paranoid  schizophrenic  will  commit  suicide. 

The  family  was  offered  $2,500  before  the  trial. 
The  settlement  offer  was  raised  to  $10,000  during 
the  trial  and  to  $20,000  when  the  jury  was  out.  After 
debating  for  two  hours,  the  jury  awarded  the  family 
$125,000.  A motion  was  made  for  a new  trial.— Boyce 
r.  State  of  California  ( Cal. Super. Ct.,  Los  Angeles  Co.. 
Docket  No.  SO  Cl  1077,  1970) 
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President’s  Pages 


Dr.  J.  P.  Booker’s  gracious  invitation  to  me  to  utilize  the  President’s  Pages  in  this  months 
Journal  affords  the  opportunity  to  comment  on  medical  writing  in  the  lay  press  and  the  status 
of  the  medical  profession  as  regards  the  news  media  in  general. 

Unfortunately,  all  too  frequently  we  see  and  hear  misrepresentations,  distortions,  half- 
truths,  and  outright  falsehoods.  Two  recent  cases  in  point: 

1)  A series  of  four  articles  by  Ana  Iionig,  syndicated  by  the  North  American  Newspaper 
Alliance,  and  published  by  several  hundred  newspapers  over  the  country  in  mid-August. 
There  is  much  factual  and  truthful  material  in  the  articles,  but  in  the  last  one,  the  head- 
line reads,  “Wasted  Efforts  Rife  in  Modern  Medicine”,  and  the  article  refers  to  “sacrosanct 
rituals”,  decrying  annual  physical  examination,  sigmoidoscopies,  and  even  the  Pap- 
anicolaou smear. 

2)  In  a recent  editorial  entitled  “Seeds  of  Federal  Medicine”,  in  the  September  22  issue  of 
the  Charleston  Evening  Post,  the  writer,  in  discussing  the  possibility  of  a federal  mili- 
tary medical  school,  takes  this  slap  at  today’s  medical  profession;  “It  might  well  bring 
on  the  medical  scene  generations  of  young  doctors  trained  in  the  esprit  de  corps  of  social- 
ized medicine,  young  men  and  women  who  may  very  well  reckon,  as  many  doctors  today 
do  not,  that  their  first  duty  is  to  their  profession  rather  than  to  a profit  motive”.  The 
writer  then  goes  on  to  say  that  “the  medical  profession,  unfortunately,  has  worked  itself 
into  a position  not  unlike  that  in  which  private  enterprise  power  companies  got  them- 
selves years  ago.  When  private  power  companies  would  not  send  electricity  to  remote 
comers  of  the  country  because  it  did  not  pay,  government  agencies  stepped  in  to  fill 
the  gap”.  And  again,  “Doctors,  it  is  said,  will  not  go  where  the  pickings  are  lean”. 

On  radio,  TV,  and  in  the  newspapers,  we  hear  and  see  comments  such  as  these  from  individ- 
uals who  truly  should  know  better  but  who  are  trying  to  sell  a bill  of  goods  to  the  public.  It  is 
refreshing,  heartwarming,  and  gratifying,  therefore,  to  find  almost  simultaneously  three  gifted 
writers  championing  the  cause  of  medicine,  not  just  with  rhetoric  but  with  documented  facts  and 
sensible  arguments.  It  will  well  behoove  each  one  of  us  to  give  these  articles  wide  publicity 
among  our  patients  and  friends  and  to  make  every  effort  to  provide  the  widest  possible  dis- 
semination of  these  materials. 

1)  In  the  Washington  Evening  Star  of  September  2,  1971,  Mr.  James  J.  Kilpatrick’s  syndi- 
cated column  was  entitled  “Time  for  a Few  Kind  Words  for  the  Doctors”.  He  points  out 
that  present  general  economic  problems  may  have  given  the  medical  profession  a short 
respite  and  this  is  the  time  to  bring  to  the  attention  of  the  public  the  positive  aspects 
of  American  medical  care,  and  to  refute  the  allegations  and  claims  of  such  advocates 
of  totally  socialized  medicine  as  Senator  Edward  Kennedy. 
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2)  In  a more  comprehensive  study,  published  recently  by  the  American  Conservative 
Union,  Marvin  Henry  Edwards  outlines  “The  Case  Against  National  Health  Insurance”. 
He  provides  the  documentation  and  the  background  material  which  can  enable  us  and 
other  advocates  of  free  enterprise  medicine  to  refute  and  hopefully  negate  the  often 
spurious  arguments  of  our  adversaries. 

3)  The  third  and  perhaps  the  most  surprising  article  appeared  in  the  August  14,  1971, 
issue  of  the  Saturday  Review.  It  is  most  surprising  because  it  was  written  by  Harry 
Schwartz  of  the  New  York  Times,  a publication  which  has  not  been  noted  for  its  friend- 
liness to  the  medical  profession.  No  scattered  quotations  from  this  article  can  do  justice 
to  its  content.  It  should  be  read  from  start  to  finish.  However,  this  general  conclusion  is 
worth  repeating  over  and  over  again:  “If  the  revolutionary  proposals  for  transforming 
American  medicine  are  adopted  and  implemented,  medical  care  in  this  country  will 
cost  more  while  providing  less  satisfaction  and  poorer  treatment  for  millions.” 

Now  just  what  should  we,  the  readers  of  this  Journal,  the  physicians  of  this  state,  do  in  this 
matter?  Let  me  not  only  suggest  but  urge  the  following: 

1)  Write  to  the  Evening  Star,  Washington,  D.  C.  and  request  reprints  of  the  article  by 
James  J.  Kilpatrick  entitled  “Time  for  a Few  Kind  Words  for  the  Doctors”,  published  on 
Thursday,  September  2,  1971.  Get  as  many  as  you  can  use  or  duplicate  them  yourself. 

2)  Write  the  Saturday  Review,  380  Madison  Avenue,  New  York,  New  York,  10017,  for 
reprints  of  the  article  by  Harry  Schwartz  entitled  “Health  Care  in  America:  A Heretical 
Diagnosis”,  published  on  August  14,  1971.  You  may  have  to  buy  the  whole  magazine 
but  it  will  be  well  worthwhile. 

3)  Write  to  the  American  Conservative  Union,  422  First  Street,  S.  E.,  Washington,  D.  C., 
20003  (or  call,  telephone  201-546-6555)  and  order  copies  of  the  bound  brochure 
entitled  “The  Case  Against  National  Health  Insurance”.  The  price  is  $1.00  each. 

We  have  a few  friends  such  as  those  who  have  gone  to  bat  for  us  and  have  laid  it  on  the  line 
in  a forthright,  truthful  manner.  Now  we  ourselves  have  the  responsibility  to  get  the  word  out 
to  our  patients  and  friends  who,  after  all,  are  the  voters,  and  see  to  it  that  they  exercise  their 
influence  where  it  will  count,  in  the  Congress  in  Washington. 

John  C.  Hawk,  Jr.,  M.  D. 


50  YEARS  AGO 

November,  1921 

The  South  Carolina  Pediatric  Society  was 
organized.  The  Williamsburg  County  Medical 
Society  was  reorganized  at  Kelley  Sanatorium. 
Dr.  W.  G.  Gamble  was  elected  president. 
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Beef  Broth 

22 
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29 
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43 
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48 
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54 
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66 
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Tomato  69 

Cream  of  Asparagus  70 

Cream  of  Chicken  76 

Cream  of  Mushroom  115 

Green  Pea  116 

Cream  of  Shrimp  (Frozen)  132 
Bean  with  Bacon  133 


In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept.  536,  Camden,  New  Jersey  08101. 


he  History  of  Birth  Controj 


Abortion  and  infanticide  have,  throughout 
history,  been  the  final  and  desperate  resort  of 
women  who  were  unable  to  control  their  fertility, 
but  for  almost  4,000  years  they  have  sought 
ways  to  prevent  conception. 

In  ancient  Egypt  they  used  pessaries  of 
crocodile  dung  or  tried  to  clog  the  motile  sperm 
with  honey  and  a gumlike  substance.  The 
women  of  Islam  used  tampons  of  pomegranate 
pulp  and  rock  salt.  In  Japan  they  burned  little  balls 
of  “burning  grass”  on  the  mons  veneris  or,  more 
practically,  tried  to  cover  the  mouth  of  the  uterus 


with  disks  of  oiled  bamboo  tissue  paper.  In  the 
18th  Century  in  France  upper-class  women 
rediscovered  the  vaginal  sponge,  a device 
mentioned  in  sources  as  old  as  the  Talmud. 

It  may  seem  now  that  such  advances  as  oral 
contraception  and  the  IUD  have  freed  women 
from  this  often  fruitless  search  and  consequent 
suffering,  but  there  are  millions  of  women  in  the 
United  States  and  elsewhere  who  have  less 
knowledge  of,  and  less  recourse  to,  contracepti 
than  Egyptian  women  of  the  Twelfth  Dynasty. 
Nothing  is  more  urgent  to  all  of  us  than  to  bring 
them  help.  We  cannot  long  support  the  ecologic 
pressures  of  an  additional  70  million  Earth 
inhabitants  each  year. 


Searle  contributions  to  the  science  of  contraception 

BOTH  AVAILABLE  IN  21-  AND  28-PILL  SCHEDULES 

Ovulen  • DemulenT 

Each  white  tablet  contains  ethynodiol  Each  white  tablet  contains  ethynodiol 

diacetate  1 mg  /mestranol  0 1 mg  diacetate  1 mg  /ethinyl  estradiol  50  meg 

Each  pink  tablet  in  Ovulen-28®and  Demulen® -28  is  a placebo,  containing  no  active  ingredients 

Demulen  (for  its  low  estrogen  and  Searle’s  progestin)  and  Ovulen  (with  its 
wide  physician  and  patient  acceptance)  offer  almost  complete  contraceptive 
effectiveness  and  a low  incidence  of  side  effects— both  with  a choice  of  pill- 
taking schedules. ..simple  “Sunday-starting” and  patient-proof  Compack* 

tablet  dispensers. 


Actions  — Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting 
the  output  of  gonadotropins  from  the  pituitary  gland  Ovulen  and 
Demulen  depress  the  output  of  both  the  follicle-stimulating  hormone 
(FSH)  and  the  luteinizing  hormone  (LH) 

Special  note  — Oral  contraceptives  have  been  marketed  in  the 
United  States  since  1960  Reported  pregnancy  rates  vary  from 
product  to  product  The  effectiveness  of  the  sequential  products 
appears  to  be  somewhat  lower  than  that  of  the  combination  products 
Both  types  provide  almost  completely  effective  contraception 
An  increased  risk  of  thromboembolic  disease  associated  with  the 
use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
ducted in  both  Great  Britain  and  the  United  States  Other  risks,  such 
as  those  of  elevated  blood  pressure,  liver  disease  and  reduced  toler- 
ance to  carbohydrates,  have  not  been  quantitated  with  precision 
Long-term  administration  of  both  natural  and  synthetic  estrogens  in 
subprimate  animal  species  in  multiples  of  the  human  dose  increases 
the  frequency  of  some  animal  carcinomas  These  data  cannot  be 
transposed  directly  to  man  The  possible  carcinogenicity  due  to  the 
estrogens  can  be  neither  affirmed  nor  refuted  at  this  time  Close 
clinical  surveillance  of  all  women  taking  oral  contraceptives  must  be 
continued 

Indication— Ovulen  and  Demulen  are  indicated  for  oral  contra- 
ception 

Contraindications  — Patients  with  thrombophlebitis,  thrombo- 
embolic disorders,  cerebral  apoplexy  or  a past  history  of  these 
conditions,  markedly  impaired  liver  function,  known  or  suspected 
carcinoma  of  the  breast,  known  or  suspected  estrogen-dependent 
neoplasia  and  undiagnosed  abnormal  genital  bleeding 
Warnings— The  physician  should  be  alert  to  the  earliest  manifes- 
tations of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular 
disorders,  pulmonary  embolism  and  retinal  thrombosis)  Should  any 
of  these  occur  or  be  suspected  the  drug  should  be  discontinued 
immediately 

Retrospective  studies  of  morbidity  and  mortality  conducted 
in  Great  Britain  and  studies  of  morbidity  in  the  United  States  have 
shown  a statistically  significant  association  between  thrombophle- 
bitis. pulmonary  embolism,  and  cerebral  thrombosis  and  embolism 
and  the  use  of  oral  contraceptives  There  have  been  three  principal 
studies  in  Britain'^leading  to  this  conclusion,  and  one"  in  this  country 
The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  of 
Vessey  and  Doll3was  about  sevenfold,  while  Sartwell  and  associates" 
in  the  United  States  found  a relative  risk  of  4 4.  meaning  that  the 
users  are  several  times  as  likely  to  undergo  thromboembolic  disease 
without  evident  cause  as  nonusers  The  American  study  was  not 
designed  to  evaluate  a difference  between  products  However,  the 
study  suggested  that  there  might  be  an  increased  risk  of  thromboem- 
bolic disease  in  users  of  sequential  products  This  risk  cannot  be 
quantitated,  and  further  studies  to  confirm  this  finding  are  desirable 
Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  prop- 
tosis, diplopia  or  migraine  If  examination  reveals  papilledema  or 
retinal  vascular  lesions  medication  should  be  withdrawn 
Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended  that  for  any  patient  who  has  missed 
two  consecutive  periods  pregnancy  should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen.  If  the  patient  has  not  adhered  to 
the  prescribed  schedule  the  possibility  of  pregnancy  should  be  con- 
sidered at  the  time  of  the  first  missed  period 
A small  traction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs  The 
long-range  effect  to  the  nursing  infant  cannot  be  determined  at  this 
time 

Precautions— The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subpri- 
mate animals  Endocrine  and  possibly  liver  function  tests  may  be 
affected  by  treatment  with  Ovulen  or  Demulen  Therefore,  if  such 
tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen,  it  is  recom- 
mended that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months  Under  the  influence  of  progestogen-estrogen  prepara- 
tions preexisting  uterine  fibromyomas  may  increase  in  size.  Because 


these  agents  may  cause  some  degree  of  fluid  retention,  conditions 
which  might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful  observation 
In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per 
vaginam.  nonfunctional  causes  should  be  borne  in  mind  In  undiag- 
nosed bleeding  per  vaginam  adequate  diagnostic  measures  are  in- 
dicated Patients  with  a history  of  psychic  depression  should 
be  carefully  observed  and  the  drug  discontinued  if  the  depression 
recurs  to  a serious  degree  Any  possible  influence  of  prolonged 
Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral 
contraceptives  The  mechanism  of  this  decrease  is  obscure  For  this 
reason,  diabetic  patients  should  be  carefully  observed  while  receiving 
Ovulen  or  Demulen  therapy  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with  Ovulen  or  Demulen 
may  mask  the  onset  of  the  climacteric  The  pathologist  should  be 
advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens 
are  submitted  Susceptible  women  may  experience  an  increase  in 
blood  pressure  following  administration  of  contraceptive  steroids 
Adverse  reactions  observed  in  patients  receiving  oral  contracep- 
tives—A statistically  significant  association  has  been  demonstrated 
between  use  of  oral  contraceptives  and  the  following  serious  adverse 
reactions  thrombophlebitis,  pulmonary  embolism  and  cerebral 
thrombosis 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions  neuro-ocular  lesions,  e g , retinal  throm- 
bosis and  optic  neuritis 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during  and 
after  treatment,  edema,  chloasma  or  melasma,  breast  changes  (ten- 
derness, enlargement  and  secretion),  change  in  weight  (increase  or 
decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum.  cholestatic 
jaundice,  migraine,  rash  (allergic),  rise  in  blood  pressure  in  suscep- 
tible individuals  and  mental  depression 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome. headache,  nervousness,  dizziness,  fatigue,  backache,  hir- 
sutism, loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives  hepatic  function  increased  sulfobromophthalein  re- 
tention and  other  tests,  coagulation  tests  increase  in  prothrombin. 
Factors  VI I.  VIII,  IX  and  X,  thyroid  function  increase  in  PBI  and  butanol 
extractable  protein  bound  iodine,  and  decrease  in  T3  uptake  values, 
metyrapone  test  and  pregnanediol  determination 
References:  1.  Royal  College  of  General  Practioners  Oral  Con- 
traception and  Thrombo-Embolic  Disease.  J Coll  Gen  Pract 
73:267-279  (May)  1967  2.  Inman,  W H W.  and  Vessey.  M P In- 
vestigation of  Deaths  from  Pulmonary.  Coronary,  and  Cerebral  Throm- 
bosis and  Embolism  in  Women  of  Child-Bearing  Age,  Brit  Med  J 
2 193-199  (April  27)  1968  3.  Vessey,  M P.  and  Doll.  R Investigation 
of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease  A Further  Report.  Brit  Med  J 2:651-657  (June  14)  1969 
4.  Sartwell,  P E . Masi.  A T . Arthes.  F G ; Greene.  G R . and 
Smith,  H E Thromboembolism  and  Oral  Contraceptives:  An  Epi- 
demiologic Case-Control  Study.  Amer  J Epidem  90  365-380 
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Editorials 


Cost  of  a Second  Medical  School 

Donald  E.  Saunders,  Jr.,  M.D. 

In  hopes  of  saving  the  busy  doctor’s  time, 
this  editorial  comment  is  written  in  a progres- 
sive manner.  Should  the  reader  totally  dis- 
agree with  sequential  statements  and  desire 
no  further  information  which  might  change  his 
mind,  he  is  invited  to  stop  at  that  point  and 
move  on  to  other  things. 

1.  “Rather  than  believe  in  order  to  under- 
stand, I must  understand  in  order  to  believe. 
By  doubting  we  come  to  questioning,  and  by 
questioning  we  perceive  the  truth.”  (At- 
tributed to  Peter  Abelard,  founder  of  the 
University  of  Paris,  in  the  year  1122.) 

2.  Excellence  based  on  national  criteria 
should  be  the  goal  in  any  expansion  of  medical 
education. 

3.  Because  available  state  funds  for  both 
education  and  health  care  are  in  short  supply, 
any  expansion  of  medical  education  must  pro- 
duce the  maximum  return  for  the  least  invest- 
ment. 

4.  Returns  to  be  expected  from  either  a 
new  or  an  expanded  medical  school  are  in- 
creased trainee  capacity  (medical  students, 
house  staff  and  fellows,  and  paramedical  per- 
sonnel), increased  medical  research,  and  im- 
proved medical  service  for  as  many  South 
Carolinians  as  possible. 

5.  Medical  education  may  be  expanded  by 
either  enlarging  an  existing  medical  school, by 
building  a new  medical  school,  or  both.  In  the 
past  20  years  many  U.  S.  medical  schools,  in- 
cluding the  Medical  University  of  South  Caro- 
lina (M.U.S.C. ),  have  enlarged  and  26  new 
medical  schools  have  been  built  ( total  now 
108). 

6.  There  are  substantial  costs  involved 
with  expanding  existing  medical  schools  as 
well  as  with  starting  new  medical  schools.  For 
example,  beginning  in  the  1950’s  with  the 
Teaching  Hospital,  over  $40  million  in  new 
facilities  have  been  built  in  Charleston.  This 
is  the  average  cost  of  entirely  new  medical 


schools  with  teaching  hospitals  built  elsewhere 
during  the  same  time. 

A recent  study  compared  the  cost  per  stu- 
dent place  of  the  23  newest  medical  schools 
with  the  cost  of  expanding  existing  schools 
and  found  that  it  has  been  somewhat  more 
expensive  to  expand  existing  schools. 

7.  Costs  of  new  medical  schools  have  varied 
widely.  Maximum  savings  on  both  capital  and 
operating  costs  have  been  achieved  only  by 
utilization  of  existing  universities  and/or  hos- 
pitals. To  be  successful,  any  marriage  of  exist- 
ing institutions  with  a medical  school  must  be 
both  geographically  practical  and  mutually 
beneficial. 

8.  The  only  impartial,  expert,  in-depth  study 
of  medical  education  needs  in  South  Carolina 
was  the  Lippard,  Berryhill,  Hinsey  Report 
(December,  1967),  which  was  authorized  and 
funded  by  the  Legislature.  These  three  medi- 
cal educators  were  agreed  upon  in  advance 
by  the  President  of  M.U.S.C.  and  physicians 
in  Greenville  and  Columbia.  Between  them 
there  were  55  years  of  experience  as  deans 
of  five  different  medical  schools,  and  they  had 
done  similar  studies  for  fourteen  other  states. 
The  consultants  collected  all  available  data 
and  made  site  visits  to  Charleston,  Greenville, 
and  Columbia. 

This  report  documented  the  need  for  ex- 
panded medical  education  in  South  Carolina. 
It  stated  that  the  class  size  at  M.U.S.C.  should 
remain  102  and  that  a Division  of  Health 
Sciences,  including  a medical  school,  should 
open  at  U.S.C.  in  Columbia  not  later  than 
1975.  It  stated  that  full  support  for  operation 
of  M.U.S.C.  should  be  given.  State  appropria- 
tions for  M.U.S.C.  are  now  up  to  $16.4  million, 
which  is  among  the  nation’s  highest. 

9.  Capital  costs  of  a new  medical  school  in 
Columbia,  based  on  median  costs  of  all  new 
medical  schools  elsewhere  and  experience  in 
areas  where  extensive  use  has  been  made  of 
existing  facilities,  is  estimated  to  be  $20  to 
$30  million.  The  federal  share  of  new  con- 
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struction  costs  would  be  75  percent,  making 
the  state  share  $5  to  $7.5  million  spread  over 
several  years.  By  utilizing  temporary  quarters 
initially,  start-up  expenses  can  be  delayed  and 
lead  time  from  authorization  to  admission  of 
the  first  class  be  shortened.  Once  the  class 
size  reaches  100,  the  annual  operating  budget 
is  expected  to  be  $6  million. 

10.  These  cost  figures  are  predicated  upon 
maximum  utilization  of  these  existing  facili- 
ties. (a)  Fifty  acres  of  land  already  owned 
by  the  state,  (b)  U.S.C.  for  basic  science 
support,  research  support,  course  enrichment, 
maintenance,  and  student  life  support  (hous- 
ing, food,  recreation),  (c)  Clinical  material 
from  the  following:  State-run  Byrnes,  Mc- 
Lendon, and  State  Park  Hospitals  (876 
beds),  Columbia  Hospital  charity  patients 
(150  beds),  Columbia  V.  A.  Hospital  (500 
beds)  for  a total  of  1,526  general  teaching 
beds,  Hall  Institute  for  212  psychiatric  teach- 
ing beds,  Columbia  Plospital  clinics  and  emer- 
gency room  and  Board  of  Health  Clinics  for 
outpatient  care.  If  the  consortium  plan  proves 
to  be  educationally  sound,  the  Greenville  and 
Spartanburg  Hospitals  are  only  two  hours 
away. 

11.  The  start-up  and  operating  costs  of  the 
proposed  new  medical  school  must  be  com- 
pared to  the  present  operating  costs  at 
M. U.S.C.  and  the  requests  of  that  institution 
for  further  capital  expansion.  At  M. U.S.C., 
consulting  firms  have  estimated  capital  costs 
in  the  1970’s  to  be  $86  million  and  a request 
has  already  been  made  to  the  Commission  on 
Higher  Education  for  $73  million  in  1971 
dollars.  In  addition,  the  costs  of  the  proposed 
consortium  utilizing  three  community  hospitals 
have  not  yet  been  announced. 

12.  If  the  reader  has  reached  this  point,  he 
is  referred  back  to  item  1.  Abelard’s  advice 
must  be  followed  if  South  Carolina  is  to  make 
the  wisest  decision  about  how  to  expand 
medical  education  for  the  least  cost  and  for 
the  maximum  benefit  of  the  entire  state.  If 
you  have  questions  or  desire  more  informa- 
tion, write  Progress  Through  Medical  Educa- 
tion, Post  Office  Box  1360,  Columbia,  South 
Carolina  29202. 


Medical  Care  Foundation 

The  proposed  guidelines  and  objectives  for 
a foundation  for  medical  care  and  related 
material  are  published  in  the  Association 
pages  this  month.  This  should  be  carefully 
reviewed  by  all  practicing  physicians  as  a 
possible  positive  approach  to  self-determina- 
tion in  medical  practice. 


Resolution 

The  following  resolution  has  probably  been 
reviewed  by  most  physicians  in  the  state,  but 
in  the  event  that  it  has  not  been  seen,  your 
attention  is  called  to  this  resolution  by  the 
Greenville  County  Medical  Society: 
MEMORANDUM  TO: 

All  Members  of  the  South  Carolina  Medical 

Association 

FROM: 

Greenville  County  Medical  Society 
DATE: 

September  21,  1971 

Below  is  printed  the  resolution  passed  by 
the  Greenville  County  Medical  Society  at  its 
regular  meeting  on  September  7,  1971.  We  feel 
that  all  the  doctors  in  South  Carolina  should 
be  informed  of  how  our  Society  feels  about  a 
second  medical  school. 

We  wish  you  would  consider  the  overall 
situation  seriously  and  its  future  effects  on  the 
practice  of  medicine  in  our  State,  and  use  your 
influence  to  help  resolve  this  current  problem. 
WHEREAS  there  is  much  confusion, 
much  misinformation,  and  much  mis- 
direction over  the  establishment  of  a 
second  medical  school  in  the  State  of 
South  Carolina,  THEREFORE 
BE  IT  RESOLVED,  That  (a)  The  Green- 
ville County  Medical  Society  is  opposed 
to  the  establishment  of  a second  medical 
school  in  this  State  in  the  foreseeable 
future,  and  further,  that  (b)  This  Society 
lend  all  its  strength  and  resources  to  im- 
prove, promote  and  enhance  the  Medical 
University  of  South  Carolina  and  its  con- 
sortium system  of  utilizing  medical  facili- 
ties and  resources  in  the  established  hos- 
pitals of  South  Carolina  to  increase  the 
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number  of  physicians  in  our  State  in  the 
simplest  and  most  economical  manner 
possible. 


Respectfully  submitted, 
Lucius  M.  Cline,  Jr.,  M.  D. 
President 


SCM  A 


Minutes  of  Council 
S.  C.  Medical  Association 

Columbia,  South  Carolina 
September  15,  1971 

A called  meeting  of  Council  of  the  South 
Carolina  Medical  Association  was  held 
Wednesday,  September  15,  1971,  at  2:00  p.m. 
at  the  Blue  Cross-Blue  Shield  Headquarters 
in  Columbia. 

Present:  Dr.  John  Booker,  President;  Dr. 
Forde  A.  Mclver,  Vice-President;  Dr.  Edward 
F.  Parker,  President-Elect;  Dr.  D.  Strother 
Pope,  Secretary;  and  Mr.  M.  L.  Meadors, 
Executive  Secretary.  Also:  Dr.  Harold  Hope, 
Chairman,  Dr.  Waitus  O.  Tanner,  Dr.  A.  Rich- 
ard Johnston,  Dr.  Halsted  M.  Stone,  Dr.  John 
D.  Gilland  and  Dr.  J.  Harvey  Atwill,  Vice- 
Chairman.  Also:  Dr.  Hal  Jameson,  Dr.  Thomas 
Parker,  Dr.  John  C.  Hawks,  Jr.,  Dr.  Ben  N. 
Miller,  Past  President,  Dr.  William  H.  Hunter, 
Dr.  Kenneth  Aycock,  Mr.  Richard  Pugh, 
Assistant  Executive  Secretary,  and  Mr.  Joseph 
Sullivan,  Executive  Director  of  Blue  Cross, 
and  Dr.  Harrison  Peeples. 

Dr.  Hope,  Chairman,  presided  and  wel- 
comed Dr.  Kenneth  Aycoek,  State  Health 
Officer,  Mr.  Joseph  Sullivan,  the  new  Execu- 
tive Director  of  Blue  Cross,  Dr.  Ben  Miller, 
immediate  Past  President  of  the  SCMA,  and 
Mr.  Richard  Pugh,  Assistant  Executive  Secre- 
tary. 

Dr.  Hope  then  invited  Mr.  Sullivan  to  make 
any  comments  he  wished  to  the  group.  Mr. 
Sullivan  indicated  his  willingness  to  cooperate 
with  the  medical  profession  and  his  dedica- 
tion to  the  solution  of  all  problems  in  as  short 
a period  of  time  as  possible.  Dr.  Hope  thanked 
Mr.  Sullivan  for  his  comments. 

Dr.  J.  Harvey  Atwill,  Jr.,  moved  that  the 
minutes  of  the  previous  meeting,  July  7th, 
be  accepted  as  circulated.  Dr.  Booker  sec- 
onded the  motion  and  it  was  carried  in  the 
affirmative. 


Dr.  Hope  stated  that  the  primary  objective 
of  this  called  meeting  is  for  considering  the 
formation  of  a Medical  Care  Foundation  for 
the  South  Carolina  Medical  Association.  He 
stated  that  Council  has  a mandate  from  the 
SCMA  to  proceed  as  expeditiously,  but  also  as 
cautiously,  as  possible.  He  added  that  it  was 
not  their  intent  to  railroad  or  side  track  this 
issue,  and  wanted  the  group  to  give  it  careful 
consideration.  He  then  turned  the  floor  over 
to  Mr.  Meadors. 

Mr.  Meadors  called  attention  to  the  material 
which  had  been  mailed  to  each  member.  He 
read  to  the  group  “Basic  Guidelines  and  Ob- 
jectives for  a Foundation”  and  then  invited 
comment.  There  was  discussion  from  the  floor, 
and  Mr.  Meadors  further  explained  that  since 
the  Federal  Government  is  getting  more  and 
more  involved  in  health  care,  the  motivating 
force  behind  these  Medical  Care  Foundations 
in  the  states  where  they  have  been  formed  is 
to  act  in  the  capacity  of  an  agent  that  can 
furnish  the  information,  control  of  standards 
(Peer  Review),  distribution  of  medical  care, 
etc.,  to  be  in  a position,  when  the  time  comes, 
to  say  to  the  Federal  Government,  “Use  Us.” 
He  pointed  out  that  the  formation  of  such  a 
Foundation  would  establish,  to  begin  with,  the 
free  choice  of  physicians  and  patients,  and 
fee-for-service  medicine,  fie  emphasized  that 
the  high  echelon  in  Congress  has  indicated 
that  they  will  not  accept  a State  Medical 
Association  as  such  for  this  purpose. 

Following  lengthy  discussion.  Dr.  Tanner 
moved  that  Council  proceed  to  the  minimum 
point  in  setting  up  the  Foundation. 

Dr.  Stone  asked  for  clarification  of  the 
“minimum  point”  as  stated  in  Dr.  Tanner’s 
motion.  Mr.  Meadors  stated  that  this  would 
include  the  adoption  of  the  “Basic  Guidelines 
and  Objectives  for  a Foundation”,  the  adop- 
tion of  the  purpose  of  the  Foundation  as  stated 
in  “Notice  of  Incorporation”,  adoption  of  the 
“Bylaws”,  and  authorization  to  file  the 
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“Declaration  and  Petition  for  Incorporation”. 
Mr.  Meadors  added  that  if  this  is  done  and 
the  Charter  is  granted,  it  would  be  his  idea 
that  before  going  further,  a special  meeting 
of  the  House  of  Delegates  be  held  to  get  their 
approval  on  the  action. 

Following  further  discussion,  Dr.  J.  Hal 
Jameson  called  for  the  question.  Dr.  Jameson’s 
motion  was  voted  on  and  there  were  five  (5) 
in  favor  of  calling  for  the  question,  and  seven 
(7)  opposed.  The  motion  did  not  carry  and 
discussion  on  Dr.  Tanner’s  motion  was  re- 
opened. 

Dr.  Hawk  offered  as  an  amendment  to  Dr. 
Tanner’s  motion  the  following:  That  in  the 
“Notice  of  Incorporation”.,  page  2,  the  words 
Blue  Cross  and  Blue  Shield  be  omitted, 
making  that  portion  read  “to  work  and  study 
in  cooperation  with  other  prepaid  Medical 
Care  plans”.  Following  further  discussion,  it 
was  agreed  that  the  words  “other  prepaid” 
should  also  be  deleted.  With  these  deletions, 
this  portion  would  read  “to  work  and  study  in 
cooperation  with  medical  care  plans.”  This 
would  also  effect  a change  to  the  same  identi- 
cal wording  as  stated  above  in  the  “Declara- 
tion and  Petition  for  Incorporation”  in  the 
paragraph  marked  “Fourth”.  These  amend- 
ments were  accepted  by  Dr.  Tanner  and  voted 
on  and  carried  by  voice  vote. 

Dr.  Hawk  further  moved  that  in  the 
“Bylaws”  in  Chapter  IV,  Section  1,  the  words 
“and  the  President  of  the  Blue  Shield  Cor- 
poration” be  deleted,  and  the  words  “and  other 
voting  members  of  Council”  be  inserted  in 
lieu  thereof.  Dr.  Tanner  accepted  these 
changes  as  further  amendments  to  his  motion. 
Dr.  Hawk’s  motion  was  voted  on  and  carried. 

Dr.  Tanner’s  motion  as  amended  was  voted 
on  and  carried  in  the  affirmative. 

Dr.  Hope  stated  that  he  has  received  a 
letter  from  Dr.  Michael  Patton,  Chairman  of 
the  Peer  Review  Committee  of  the  SCMA, 
requesting  that  Council  approve  the  establish- 
ment of  specialty  subcommittees  to  the  State 
Peer  Review  Committee.  It  was  pointed  out 
that  each  specialty  would  appoint  their  own 
committees.  Dr.  Atwill  moved  that  we  follow 
the  recommendation  of  the  Peer  Review 
Committee.  His  motion  was  seconded,  voted 
on  and  carried.  After  further  discussion,  Dr. 


Hope  stated  that  he  would  contact  Dr.  Patton 
and  tell  him  to  proceed  in  the  establishment 
of  the  specialty  subcommittees. 

Following  information  presented  by  Drs. 
Peeples  and  Gilland,  and  discussion  by  all 
members,  Dr.  Edward  Parker  moved  that 
Council  recommend  to  the  Department  of 
Public  Welfare  that  it  adopt  an  individual  per 
patient  control  cost  for  drugs  each  month 
instead  of  a closed  formulary.  The  motion  was 
carried  in  the  affirmative. 

Dr.  Booker  stated  that  the  Woman’s  Aux- 
iliary has  requested  that  the  Medical  Associa- 
tion make  its  contribution  to  the  AMA-ERF 
in  their  name.  He  pointed  out  that  this  would 
make  them  look  better  nationwide,  and  is 
done  in  many  states.  Dr.  Atwill  moved  that 
this  request  be  complied  with.  His  motion 
w'as  duly  seconded,  voted  on  and  carried. 

Dr.  Pope  announced  that  the  State  Board 
of  Health  has  declared  October  as  VD  Aware- 
ness month,  and  is  asking  that  Council  en- 
dorse this  Program,  adding  that  it  will  be  a 
publicity  program  only.  Dr.  Atwill  moved  that 
Council  sanction  this  Program;  his  motion 
was  seconded  by  Dr.  Edw'ard  Parker,  and 
carried. 

Dr.  Aycock  discussed  Ambulance  Service 
in  the  state  and  stated  that  members  would 
be  receiving  in  the  mail  within  the  next  two 
to  three  months  a document  wiiich  sets  forth 
a plan  for  emergency  medical  care  in  the 
state  in  the  area  of  ambulance  services  and 
drivers.  After  receiving  and  reviewing  the 
document,  physicians  who  have  questions  or 
comments  are  requested  to  write  to  Dr. 
Aycock. 

Mr.  Meadors  stated  that  Dr.  Ballew  of 
Greenville  has  requested  that  his  office  run 
off  a resolution  to  be  sent  to  all  members  of 
the  Association  in  opposition  to  a second 
medical  school.  He  explained  that  the  Green- 
ville County  Society  will  furnish  all  materials 
and  postage,  and  that  his  office  would  simply 
run  it  off,  adding  that  this  type  of  request 
from  any  other  County  Society  would  be  com- 
plied with.  He  inquired  if  there  w'ere  any 
objections  to  his  office  performing  this  func- 
tion, and  no  objections  were  voiced. 

Dr.  Mclver  inquired  about  the  action  taken 
at  the  last  meeting  with  regard  to  supporting 
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When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  :n  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  ogents,  it  moy 
occasionally  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety, 
and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 


arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  repo 
described  T-wave  changes  in  the  ECG  of  o healthy  young  male  after  ingestion  c 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  bee 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rasf 
urficoria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhec 
constipation,  nausea,  vomiting,  ond  cbdominal  discomfort  have  been  reportec 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marro- 
depression,  agranulocytosis,  ond  leukopenia.  A variety  of  miscellaneous  odvers 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dr 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decrease 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  table 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  thre 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  i l 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  nc 
recommended. 

N MERRELL-  NATIONAL  LABORATORIES 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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legislation  to  stop  die  police  from  chasing 
speeding  drivers,  etc.  Mr.  Meadors  stated  that 
the  next  step  is  to  prepare  a Bill  and  get  it 
ready  for  introduction  at  the  next  session  of 
the  legislature,  and  that  he  will  follow  dirough 
on  this. 

Dr.  Pope  stated  that  on  invitation  of  Mr. 
Buchanan,  Chairman  of  the  Board  of  Blue 
Cross,  representatives  of  the  Columbia  Medi- 
cal Society  had  met  with  Mr.  Buchanan,  Mr. 
Sullivan,  and  Mr.  Jack  Henley  (for  the  pur- 
pose of  meeting  Mr.  Sullivan,  the  new  Execu- 
tive Director  of  Blue  Cross-Blue  Shield),  and 
that  they  were  very  much  impressed  with  the 
meeting  and  Mr.  Sullivan’s  attitude. 


Dr.  Hope  added  that  he  and  Mr.  Meadors 
had  met  with  Mr.  Sullivan  earlier  in  the  day 
and  that  he  had  emphasized  that  he  would  be 
open  to  invitation  to  any  medical  society  or 
anyone  else  who  wishes  to  talk  with  him, 
adding  that  they,  too,  had  been  impressed 
with  Mr.  Sullivan. 

Dr.  Hope  thanked  members  of  Council  for 
their  cooperation,  pointing  out  that  the  next 
meeting  will  be  held  the  latter  part  of  October, 
and  the  exact  date  will  be  set  later.  He  then 
declared  the  meeting  adjourned. 

Respectfully  submitted, 

D.  STROTHER  POPE,  M.D. 
Secretary 


BASIC  GUIDELINES  AND 
OBJECTIVES  FOR  A FOUNDATION 


Let  me  enumerate  those  basics  that  we 
believe  should  be  included  in  a South  Carolina 
Foundation  for  Medical  Care.  We  do  not 
suggest  that  all  aspects  of  the  Foundation 
become  operative  initially,  rather  we  would 
urge  that  the  entire  formative  process  be  one 
with  physician  education  uppermost,  one 
where  maximum  effort  is  exerted  to  gain 
member  understanding  of  the  program  and 
its  objectives: 

1.  The  South  Carolina  Foundation  for  Medi- 
cal Care  should  be  established  as  an 
instrument  of  the  state’s  medical  profes- 
sion and  through  it  assure  quality  services 
to  the  people  of  the  state  at  an  equitable 
cost  and  in  appropriate  quantity.  It  should 
be  an  incorporated  non-profit  body  under 
the  sponsorship  of  the  South  Carolina 
Medical  Association  and  it  should  utilize 
the  same  administrative  staff.  The  election 
of  its  governing  board  should  be  devised 
in  such  a way  as  to  assure  that  the 
Foundation  will  always  be  responsible  to 
the  parent  organization. 

2.  The  Foundation  for  Medical  Care  should 
be  open  to  every  physician  eligible  for 
membership  in  the  S.  C.  Medical  Associa- 
tion. Foundation  membership  should  be 
on  a voluntary  basis  and  members  should 
be  privileged  to  participate  in  all  pro- 
grams and  activities  of  the  Foundation. 


3.  The  Foundation  should  include  only  phy- 
sicians on  its  governing  board,  but  this 
should  not  eliminate  the  idea  of  utilizing 
informed  lay  individuals  in  an  advisory 
capacity. 

4.  The  Foundation  should  hold  as  funda- 
mental a belief  in  free  choice  of  physician 
and/or  patient  and  fee-for-service  medi- 
cine. 

5.  The  Foundation  should  accept  responsibil- 
ity for  knowing  the  strengths  and  weak- 
nesses of  the  medical  care  delivery  system 
in  the  state  and  work  toward  upgrading 
any  deficiencies. 

6.  The  Foundation  should  become  the  pro- 
fession’s mechanism  for  establishing  and 
advocating  certain  health  care  criteria.  It 
should  be  prepared  to  advise  those  struc- 
turing health  care  programs  as  to  what 
constitutes  comprehensive  care.  It  should 
exert  its  influence  to  gain  acceptance  of 
these  comprehensive  programs.  It  might 
additionally  offer  its  stamp  of  approval 
to  those  programs  which  meet  the  estab- 
lished criteria. 

7.  The  Foundation  should  become  the  pro- 
fession’s instrument  for  overseeing  the 
actual  delivery  of  medical  care.  It  should 
be  entrusted  with  and  should  accept  the 
responsibility  for  making  sure  each  dollar 
spent  for  health  care  services  is  a justifi- 
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able  expense.  It  should  measure  the  qual- 
ity, quantity  and  reasonableness  of  eost  of 
care  to  the  best  of  its  ability. 

8.  The  Foundation  should  utilize  a well-de- 
signed and  active  peer  review  program  to 
achieve  the  objective  set  forth  in  the  pre- 
ceding provision.  Pursuant  to  this  and 
through  appropriate  committee  structur- 
ing, it  should  bring  under  scrutiny  the 
general  rate  of  escalation  in  fees  for  phy- 
sicians’ services;  it  should  establish  dy- 
namic usual  and  customary  fee  norms;  it 
should  offer  to  the  patient  or  third  party 
the  profession’s  judgment  as  to  the  value 
of  the  services  rendered  in  specified  cases. 

9.  The  Foundation  should  devise  the  stand- 
ards and  norms  referred  to  from  current 
utilization  and  charge  data  and  use  them 
to  carry  out  its  responsibility  of  assuring 
necessary  care  of  good  quality  at  an 
equitable  price.  As  stated,  these  standards 
and  norms  should  be  developed  to  cover 
pricing  and  utilization;  they  would  be  re- 
lated to  the  appropriateness  of  hospital 
confinement  by  diagnosis  as  well  as  length 
of  stay  in  relation  to  diagnosis. 

10.  The  Foundation  should  through  a con- 
tinuing education  program  provide  com- 
prehensive information  to  member  physi- 
cians as  to  how  these  standards  and  norms 
are  devised,  how  they  are  kept  current 
and  how  they  are  utilized. 

11.  The  Foundation  should  require  agencies 
utilizing  its  review  services  to  accept  its 
decisions,  obviously  with  appeal  mechan- 
isms available  to  all  involved  parties.  The 
professional  overview  blueprinted  in  these 
several  points  should  assure  most  prac- 
titioners their  usual  and  customary  fees, 


elevate  the  quality  of  medical  care,  satisfy 
the  public  and  government,  and  preserve 
a reasonable  measure  of  practice  freedom. 

12.  The  Foundation  should  be  established  to 
provide  its  reviewing  and  other  consulta- 
tive services  to  any  private  or  govern- 
mental health  care  program  desiring  them 
and  should  be  authorized  to  contract  with 
these  entities  to  recover  the  cost  of  the 
services  provided. 

Obviously,  the  foregoing  indicates  a con- 
siderable measure  of  control.  But  it  should  be 
borne  in  mind  that  the  virtual  certainty  of  con- 
trol in  the  near  future  has  been  one  of  the 
prime  movers  in  the  initiation  of  the  Founda- 
tion concept.  What  deserves  utmost  emphasis 
here  is  that  this  control  will  be  in  the  hands 
of  your  peers,  your  professional  colleagues 
and  yourselves,  to  the  extent  that  you  agree 
to  become  actively  involved. 

One  other  thing  needs  to  be  emphasized. 
In  order  for  the  Foundation  to  carry  out  its 
purposes  and  to  achieve  the  success  necessary 
for  it  to  be  an  effective  representative  of  the 
medical  profession,  it  is  essential  that  its 
members  and  particularly  its  Board  of  Direc- 
tors, Officers  and  committee  members  be  will- 
ing to  devote  the  necessary  time  and  attention 
to  its  work;  to  attend  meetings,  even  if  they 
are  held  at  such  times  that  they  interfere 
with  your  office  practice,  because  no  sug- 
gested time  could  possibly  be  set  to  satisfy 
everyone.  Such  activity,  however  should  not 
be  at  excessive  personal  sacrifice,  and  pro- 
visions should  be  made  for  reimbursement 
for  travel  expense  and  an  adequate  per  diem 
while  attending  to  the  work  of  the  Founda- 
tion. 


PURPOSE  OF  MEDICAL  CARE 
FOUNDATION 


The  purpose  of  the  Medical  Care  Founda- 
tion is  to  promote,  develop  and  encourage 
the  distribution  of  medical  services  by  its 
members  to  the  people  of  South  Carolina  and 
adjacent  areas  at  a cost  reasonable  to  both 
patients  and  physicians;  to  contract  with  pub- 
lic or  private  institutions,  organizations  and 


government  agencies  for  the  purpose  of 
carrying  out  such  purposes,  with  the  right  to 
receive  financial  aid  or  remuneration  from 
such  agencies,  organizations  or  institutions  to 
defray  the  expense  of  services  rendered  in 
effecting  such  purposes;  to  preserve  unto  its 
members,  the  medical  profession  at  large,  and 
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the  public,  freedom  of  choice  of  both  physi- 
cian and  patient;  to  guard  and  preserve  the 
physician-patient  relationship;  to  protect  the 
public  health;  to  work  and  study  in  coopera- 
tion with  medical  care  plans,  in  order  to  fur- 
ther promote  the  above  purposes;  to  work 


with,  and  provide  information  to  the  public 
as  to  the  reasonable  cost  of  adequate  medical 
care;  and  to  do  such  things  and  hold  such 
property,  including  real  estate,  as  may  be 
necessary  or  incident  to  the  foregoing. 


BYLAWS 

of  the 

SOUTH  CAROLINA  MEDICAL  CARE 
FOUNDATION 


CHAPTER  I - GENERAL  PROVISIONS 
Section  1.  This  Corporation  shall  be  or- 
ganized and  operated  for  the  purposes 
stated  in  its  Charter  of  Incorporation,  and 
not  for  profit.  No  member  or  officer  of  the 
Corporation  shall  by  reason  of  member- 
ship therein,  be  or  become  entitled  at  any 
time  to  receive  any  income,  assets  or  earn- 
ings therefrom. 

Section  2.  In  the  event  of  dissolution  of  this 
Corporation  all  of  its  assets  and  property, 
after  payment  of  all  indebtedness  and 
liabilities  of  the  Corporation,  shall  be  con- 
veyed, transferred,  and  vested  in  the  South 
Carolina  Medical  Association  or  its  succes- 
sor. 

Section  3.  The  registered  office  of  the  Cor- 
poration required  by  Chapter  13  of  the 
Code  of  Laws  of  South  Carolina,  1962,  shall 
be  maintained  in  South  Carolina  and  shall 
be  located  initially  in  the  City  and  County 
of  Florence  in  the  state  of  South  Carolina. 
Such  location  shall  be  subject  to  change 
from  time  to  time  by  Resolution  of  the 
Board  of  Directors.  The  Corporation  may 
have  such  other  offices  as  the  business  of 
the  Corporation  may  from  time  to  time 
require. 

CHAPTER  II  - MEMBERSHIP 

Section  1.  Any  physician  who  is  a member 
of,  or  eligible  for  membership  in,  the  South 
Carolina  Medical  Association  shall  be  eligi- 
ble for  membership  in  this  Corporation  and 
may  after  application  to,  and  approval  of, 
the  Board  of  Directors  become  a member. 
The  official  roster  of  members  shall  be 
maintained  at  all  times  by  the  Secretary  of 
the  Corporation  in  the  office  of  the  Cor- 
poration. Registration  of  a member  upon 
the  official  roster  shall  be  prima  facie  evi- 


dence of  his  membership  and  his  right  to 
the  privileges  inherent  in  that  membership. 

The  term  of  membership  shall  be  for  a 
period  not  to  exceed  one  year,  and  the  ter- 
mination date  shall  be  uniform  as  fixed  by 
the  Board  of  Directors,  for  all  members. 
Such  membership  shall  be  renewable  as 
may  be  provided  by  the  Board  of  Directors. 
Section  2.  All  members  of  the  Corporation 
shall  have  the  right  to  attend  all  sessions  of 
any  annual  or  special  meeting. 

Section  3.  The  Board  of  Directors  may  ter- 
minate the  membership  of  any  member  for 
a violation  of  any  provisions  of  the  Charter 
of  Incorporation,  these  Bylaws,  any  rules  or 
regulations  adopted  by  the  Board  of  Direc- 
tors, or  for  unprofessional  conduct  on  the 
part  of  a physician  member,  or  where  the 
physician  member  has  lost  his  license  to 
practice  medicine  in  the  state  of  South 
Carolina. 

No  membership  shall  be  terminated  by 
the  Board  of  Directors  until  the  member 
affected  has  been  granted  a hearing,  or 
opportunity  for  hearing  before  the  Board. 
Section  4.  Any  licensed  physician  who  is  a 
member  in  good  standing  of  the  South  Caro- 
lina Osteopathic  Association  and  any  li- 
censed oral  surgeon  or  doctor  of  dental  sur- 
gery who  is  a member  in  good  standing  of 
the  South  Carolina  Dental  Association,  and 
who  resides  in  the  state  of  South  Carolina, 
shall  be  eligible  to  apply  for  election  to 
Cooperating  Membership  in  this  Corpora- 
tion. Admission  to  Cooperating  Membership 
may  be  granted  by  the  Board  of  Directors  to 
any  such  person  so  qualified,  upon  making 
application  therefor. 

Section  5.  The  rights  and  privileges  of  Co- 
operating Members  including  term  of 
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membership  and  renewal  thereof,  shall  he 
the  same  as  specified  in  Section  I.  of  this 
Chapter,  with  respect  to  members. 
CHAPTER  III  - MEETINGS  OF  TIIE 
MEMBERS 

Section  1.  The  Annual  Meeting  of  the  mem- 
bers of  the  Corporation  shall  he  held  on 
the  third  Wednesday  in  January  of  each 
year.  At  each  Annual  Meeting  such  busi- 
ness shall  he  transacted  as  may  be  properly 
presented. 

Section  2.  Special  meetings  of  the  members 
may  be  called  by  the  President,  by  the 
Chairman  of  the  Board  of  Directors,  by  not 
less  than  five  members  of  the  Board,  or  by 
not  less  than  one/tenth  of  the  number  of 
all  the  members  in  good  standing  repre- 
senting at  least  five  of  the  Councilor  Dis- 
tricts in  this  state. 

Section  3.  The  Board  of  Directors  may 
designate  any  place  within  the  state  of 
South  Carolina,  as  the  place  of  meeting  for 
any  Annual  Meeting  or  for  any  special  meet- 
ing called  by  the  Board  of  Directors.  If  no 
designation  is  made,  or  if  a special  meeting 
be  otherwise  called,  the  place  of  meeting 
shall  be  the  registered  office  of  the  Cor- 
poration in  the  state  of  South  Carolina. 
Section  4.  Written  or  printed  notice  stating 
the  place,  date  and  hour  of  the  meeting, 
and  in  the  case  of  a special  meeting,  the 
purpose  or  purposes  for  which  the  meeting 
is  called,  shall  be  delivered  not  less  than 
ten  nor  more  than  fifty  days  before  the  date 
of  the  meeting,  either  personally  or  by  mail, 
by  or  at  the  direction  of  the  President,  the 
Secretary,  or  the  officer  or  persons  calling 
the  meeting,  to  each  member  entitled  to 
vote  at  such  meeting.  If  mailed,  such  notice 
shall  be  deemed  to  be  delivered  when  de- 
posited in  the  United  States  mail,  addressed 
to  the  member  at  his  address  as  it  appears 
on  the  membership  roster,  with  postage 
thereon  prepaid. 

Section  5.  Twenty-five  members  in  good 
standing  shall  constitute  a quorum  at  any 
meeting  of  the  members.  A quorum  being 
present,  the  affirmative  vote  of  a majority 
of  those  present  at  the  meeting  shall  be  and 
constitute  the  act  of  the  members. 

Section  6.  Voting  on  any  question  or  in  any 


election  may  be  viva  voce  unless  the  pre- 
siding officer  shall  order  or  any  member 
shall  demand  that  voting  be  by  ballot. 
CHAPTER  IV  - DIRECTORS 
Section  1.  The  Board  of  Directors  shall  con- 
sist of  the  Chairman  of  Council  of  the 
South  Carolina  Medical  Association,  the 
President,  the  President-Elect,  the  Vice 
President,  the  Secretary,  the  Treasurer,  the 
eight  other  Councilors  of  said  Association, 
its  Delegates  to  the  American  Medical 
Association,  and  any  other  voting  member 
or  members  of  the  Council.  Membership  on 
the  Board  of  Directors  shall  be  concurrent 
and  co-terminous  with  the  terms  of  said 
members  in  their  respective  offices  enu- 
merated above. 

Section  2.  The  business  and  affairs  of  the 
Corporation  shall  be  managed  by,  and  its 
corporate  powers  shall  be  vested  in  the 
Board  of  Directors. 

Section  3.  A regular  meeting  of  the  Board 
of  Directors  shall  be  held  without  other 
notice  than  this  Bylaw,  immediately  after, 
and  at  the  same  place  as,  the  Annual  Meet- 
ing of  the  members  of  this  Corporation.  The 
Board  of  Directors  may  provide  by  resolu- 
tion the  time  and  place,  for  the  holding  of 
additional  regular  meetings  without  other 
notice  than  such  resolution. 

Section  4.  Special  meetings  of  the  Board  of 
Directors  may  be  called  by  or  at  the  re- 
quest of  the  President,  or  any  three  direc- 
tors. 

Section  5.  Notice  of  any  special  meeting 
shall  be  given  at  least  three  days  previous 
thereto  by  written  notice  delivered  person- 
ally or  mailed  to  each  director  at  his  busi- 
ness address,  or  by  telegram. 

Section  6.  A majority  of  the  number  of 
directors  fixed  by  these  Bylaws  shall  con- 
stitute a quorum  for  the  transaction  of 
business;  provided,  that  if  less  than  a major- 
ity of  such  number  of  directors  is  present 
at  said  meeting,  a majority  of  the  directors 
present  may  adjourn  the  meeting  from  time 
to  time  without  further  notice.  The  act  of 
the  majority  of  the  directors  present  at  a 
meeting  at  which  a quorum  is  present  shall 
be  the  act  of  the  Board  of  Directors. 

Section  7.  Any  action  required  to  be  taken 
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Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  Vi.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*(' Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3 Vi,  phenacetin  gr.  2 Vi , 
caffeine  gr.  V2. 


the 
choice  is 
dear: 


Pyopen 

(sterile  disodium  carbenicillin) 


A serious  urinary  tract  infection  . . . 

Proteus  vulgaris,  confirmed  by  pure  culture. 
Fortunately,  the  strain  proves  sensitive  to 
carbenicillin  and  the  patient  is  not  allergic  to 
penicillins.  The  choice  is  clear:  Pyopen. 

Unlike  other  antibiotics  currently  available 
for  the  treatment  of  Gram-negative  sepsis,  there 
are  no  reports  of  nephrotoxicity  or  ototoxicity 
with  Pyopen  therapy.  Particularly  valuable 
in  urinary  infections,  because  of  its  exceptionally 
high  urine  levels,  its  effectiveness  against 
Ps.  aeruginosa  and  Proteus  species  has  been 
amply  confirmed  by  clinical  experience  and 
microbiologic  studies. 

Pyopen  is  a product  of  Beecham,  the 
company  which  pioneered  most  of  today’s  semi- 
synthetic penicillins.  Your  Beecham-Massengill 
representative  would  like  to  give  you  proof 
of  our  dedication  to  the  concept  of  Total  Service. 


THE  TOTAL  SERVICE  CONCEPT: 
Beecham-Massengill’s  dedication  to  the 
concept  of  total  service  is  exemplified  by  the 
Pyopen  Program  — offering  valuable  teaching- 
learning materials  and  an  added  measure  of 
personal  attention : Gram-Negative  Sepsis,  a 
multimedia  presentation  by  leading  American 
medical  authorities ...  A Profile  of  Pseudomonas, 
a monograph  for  the  clinical  microbiologist... 
24-hour  consultation  service  in  matters  relating 
to  carbenicillin  (phone:  201-778-9000)... 
emergency  supply,  a novel  plan  for  assuring 
the  continual  availability  of  Pyopen  to 
hospitals  specifying  this  brand  of  carbenicillin. 

For  additional  information  about  the 
Beecham-Massengill  Total  Service  Concept  see 
our  representative  or  write  to  us  directly. 


BEECHAM-MASSENGILL  PHARMACEUTICALS 
Div.  of  Beecham  Inc. 

Bristol,  Tennessee  37620 


PRESCRIBING  INFORMATION  Indications:  Primarily  for  treat- 
ment of  infections  due  to  susceptible  strains  of  Pseudomonas  aeru- 
ginosa. Proteus  species  (particularly  indole-positive  strains),  and 
certain  Escherichia  coli.  Clinical  effectiveness  has  been  demon- 
strated in  the  following  infections  when  due  to  these  organisms 
Urinary  tract  infections,  severe  systemic  infections  and  septicemia, 
acute  and  chronic  respiratory  infections  (while  clinical  improvement 
has  been  shown,  bacteriologic  cures  cannot  be  expected  in  patients 
with  chronic  respiratory  disease  and  cystic  fibrosis),  soft  tissue  in- 
fections. Although  PYOPEN  (disodium  carbenicillin)  is  indicated  pri- 
marily in  Gram-negative  infections,  its  activity  against  Gram-positive 
organisms  should  be  kept  in  mind  when  both  Gram-positive  and 
Gram-negative  organisms  are  isolated  (see  Actions).  Note:  During 
therapy,  sensitivity  testing  should  be  repeated  frequently  to  detect 
the  possible  emergence  of  resistant  organisms  Actions:  Organisms 
found  to  be  susceptible  in  vitro  include  Gram-Negative  Orgamsms- 
Ps.  aeruginosa.  Proteus  mirabilis,  Pr.  morganu,  Pr.  rettgeri,  Pr.  vul- 
garis. E.  coli.  Enterobacter  species.  Salmonella  species.  Hemophilus 
influenzae,  and  Neisseria  species.  Gram-Positive  Organisms-Sfaph- 
ylococcus  aureus  (nonpenicillinase-producing).  Staph,  albus.  Diplo- 
coccus  pneumoniae.  Beta-hemolytic  streptococci,  and  Strepto- 
coccus laecalis.  Some  newly  emerging  pathogenic  strains  of 
Herellea.  Mima.  Citrobacter,  and  Serratia  have  also  shown  in  vitro 
susceptibility.  Not  stable  in  the  presence  of  penicillinase  Klebsiella 
species  are  resistant  Some  strains  of  Pseudomonas  have  developed 
resistance  fairly  rapidly  Contraindications:  Known  penicillin  allergy 
Warnings:  Serious  and  occasional  fatal  hypersensitivity  (anaphy- 
lactic) reactions  have  been  reported  in  patients  on  penicillin  therapy 
These  reactions  are  more  apt  to  occur  in  individuals  with  a history 
of  sensitivity  to  multiple  allergens  There  have  been  reports  of  indi- 
viduals with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin  Before  therapy  with  a penicillin,  careful  in- 
quiry should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens  If  an  allergic 
reaction  occurs,  appropriate  therapy  should  be  instituted  and  dis- 
continuance of  disodium  carbenicillin  therapy  considered,  unless 
the  infection  is  life  threatening  and  only  amenable  to  disodium 
carbenicillin  therapy  The  usual  agents  (antihistamines,  pressor 
amines,  and  corticosteroids)  should  be  readily  available  Usage  in 
Pregnancy:  Safety  for  use  in  pregnancy  has  not  been  established 
Precautions:  As  with  any  other  potent  agent,  it  is  advisable  to  check 
periodically  for  organ-system  dysfunction,  including  renal,  hepatic, 
and  hematopoietic  systems,  during  prolonged  therapy.  Emergence 
of  resistant  organisms,  such  as  Klebsiella  species  and  Serratia 
species,  which  may  cause  superinfection,  should  be  kept  in  mind. 
Each  gram  contains  4 7 mEq  sodium,  in  patients  where  sodium 
restriction  is  necessary,  such  as  cardiac  patients,  periodic  electrolyte 
determinations  and  monitoring  of  cardiac  status  should  be  made. 
Observe  patients  with  renal  impairment  for  bleeding  manifestations 
and  adhere  strictly  to  dosage  recommendations.  If  bleeding  mani- 
festations appear,  discontinue  antibiotic  and  institute  appropriate 
therapy.  As  with  any  penicillin  preparation,  the  possibility  of  an 
allergic  response,  including  anaphylaxis,  may  occur,  particularly 
in  a hypersensitive  individual.  Administration:  Intramuscular  injec- 
tions should  be  made  well  within  the  body  of  a relatively  large  muscle 
(not  into  the  lower  and  mid-third  of  the  upper  arm),  and  aspiration 
is  necessary  to  help  avoid  inadvertent  injection  into  a blood  vessel. 
May  be  given  by  either  intravenous  injection  or  intravenous  infusion. 
After  reconstitution  with  Sterile  Water  for  Injection  unused  portions 
should  be  discarded  after  24  hours  if  stored  at  room  temperature, 
or  after  72  hours  if  refrigerated  Adverse  Reactions:  Hypersensitivity 
Reactions  — Skin  rashes,  eosinophilia,  pruritus,  urticaria,  drug  fever, 
and  anaphylactic  reactions.  Gastrointestinal  Disturbances -Nausea. 
Hemic  and  Lymphatic  Systems-  Hemolytic  anemia,  thrombocyto- 
penia. leukopenia,  neutropenia,  in  uremic  patients  receiving  high 
doses  (24  gm/day),  hemorrhagic  manifestations  associated  with 
abnormalities  of  coagulation  tests,  such  as  clotting  and  prothrombin 
time  Hepatic  and  Renal  Studies -SGOT  and  SGPT  elevations  have 
been  observed,  particularly  in  children  To  date,  no  clinical  mani- 
festations of  renal  disorders  have  been  demonstrated.  Central  Nerv- 
ous System -Convulsions  or  neuromuscular  irritability  could  occur 
with  excessively  high  serum  levels.  Local  Reactions-Pair\  at  the 
site  of  injection,  sometimes  accompanied  by  induration.  Vein  Irri- 
tation and  Thrombophlebitis-particularly  when  undiluted  solution 
is  injected  directly  into  the  vein.  How  Supplied:  Available  in  1 Gm. 
and  5 Gm.  vials. 

Before  prescribing  or  administering,  see  package  circular  or  PDR. 


"Drug  research 
gives  me  the  tools 
that  save  lives." 


A family  doctor  looks  at  new  de- 
velopments in  the  pharmaceutical 
industry.  And  he  speculates  on  the 
future. 

When  I look  back  at  some  of  my 
old  records,  I’m  constantly  re- 
minded of  the  changes  that  have 
come  about  in  medicine  just  during 
the  past  twenty-five  years.  Some  of 
the  diseases  I treated  and  prayed 
over  in  the  ’40's  are  found  mostly 
in  medical  history  books  now. 

Thanks  to  drug  research  and  de- 
velopment, we’ve  made  substantial 
gains  in  the  control  of  cardiovas- 
cular disease,  diabetes,  malaria, 
mental  illness,  strep  and  staph  in- 
fections, meningitis  and  a long  list 
of  ailments.  It  seems  like  only  yes- 
terday when  a diagnosis  of  pneu- 
monia was  almost  the  kiss  of  death. 
Now,  with  modern  medical  tech- 
niques and  drug  therapy,  we  can 
offer  some  real  help. 

My  records  on  polio,  influenza 
and  measles  show  an  unbelievable 
trend  for  the  better.  New  vaccines 


have  reduced  the  toll  of  these  age- 
old  threats  dramatically.  And  I see 
patients  in  pain  from  crippling  ar- 
thritis helped  with  new  medicinals 
unknown  just  a few  years  ago. 

I hear  questions  about  the  three 
billion  or  so  dollars  spent  by  the 
drug  industry  in  research  during 
the  past  ten  years  . . . working 
on  new  and  better  drug  products. 
It  does  seem  like  quite  a bit  of 
money  to  spend,  and  I realize  some 
of  it  goes  into  dead  ends.  That’s 
the  problem  with  research,  any  re- 
search . . . you  often  don’t  know 
where  you're  going  until  you  get 
there.  I want  all  the  tools  I can  get 
to  help  my  patients.  I want  more 
drugs  and  more  effective  drugs.  If 
they  mean  less  pain,  longer  lives 
and  more  productive  careers  for 
those  I treat  . . . well,  that's  what 
really  counts. 

Another  point  of  view  . . . 
Pharmaceutical  Manufacturers 
Association,  1155  Fifteenth  Street, 
N.W.,  Washington,  D.C.  20005. 


This  advertisement  has  been  reaching  consumers  thru  THE  ATLANTIC,  FAMILY 
HEALTH,  HARPER’S  MAGAZINE,  NEWSWEEK,  SATURDAY  REVIEW, 
TIME  and  U.S.NEWS  & WORLD  REPORT. 


at  a meeting  of  directors  of  the  corporation, 
or  any  action  which  may  be  taken  at  a 
meeting  of  the  directors  or  of  a committee 
of  directors,  may  be  taken  without  a meet- 
ing if  a consent  in  writing  setting  forth  the 
action  so  taken,  shall  be  signed  by  all  of  the 
directors  or  all  of  the  members  of  the  com- 
mittee of  directors,  as  the  case  may  be. 
CHAPTER  V- OFFICERS  OF  THE 
CORPORATION 

Section  1.  The  officers  of  the  Corporation 
shall  consist  of  a President,  one  or  more 
Vice  Presidents,  Secretary  and  Treasurer, 
and  such  other  officers  as  may  be  elected 
or  appointed  by  the  Board  of  Directors. 
The  offices  of  Secretary  and  Treasurer  may 
be  filled  by  one  and  the  same  person,  in 
the  discretion  of  the  Board. 

Section  2.  The  officers  of  the  Corporation 
shall  be  elected  annually  by  the  Board  of 
Directors  at  the  first  meeting  of  the  Board 
of  Directors  held  after  each  Annual  Meet- 
ing of  members.  If  the  election  of  officers 
shall  not  be  held  at  such  meeting,  such 
election  shall  be  held  as  soon  thereafter  as 
conveniently  may  be.  Vacancies  may  be 
filled  or  new  offices  created  and  filled  at 
any  meeting  of  the  Board  of  Directors.  Each 
officer  shall  hold  office  until  his  successor 
shall  have  been  duly  elected  or  qualified  or 
until  his  death  or  until  he  shall  resign  or 
shall  have  been  removed  in  the  manner 
hereinafter  provided.  Election  or  appoint- 
ment of  an  officer  or  agent  shall  not  of 
itself  create  contract  rights. 

Section  3.  Any  officer  or  agent  may  be  re- 
moved by  the  Board  of  Directors  whenever 
in  its  judgment  the  best  interests  of  the 
Corporation  will  be  served  thereby,  but  such 
removal  shall  be  without  prejudice  to  the 
contract  rights,  if  any,  of  the  person  so 
removed. 

Section  4.  The  President  shall  be  the  prin- 
cipal executive  officer  of  the  Corporation 
and  shall  in  general  supervise  and  control 
all  of  the  business  and  affairs  of  the  Cor- 
poration, subject  to  die  general  powers  of 
the  Board  of  Directors.  He  may  sign,  with 
the  Secretary  or  any  other  proper  officer 
of  the  Corporation  thereunto  authorized  by 
the  Board  of  Directors,  any  and  all  con- 


tracts or  other  written  instruments  which 
the  Board  of  Directors  has  authorized  to  be 
and  execution  thereof  shall  be  expressly 
delegated  by  the  Board  of  Directors  or  by 
the  Bylaws  to  some  other  officer  or  agent  of 
the  Corporation.  In  general,  he  shall  per- 
form all  duties  incident  to  the  office  of 
President  and  such  other  duties  as  may  be 
prescribed  by  the  Board  of  Directors  from 
time  to  time.  He  shall  preside  at  all  meet- 
ings of  the  members  and  of  the  Board  of 
Directors. 

Section  5.  In  the  absence  of  the  President 
or  in  the  event  of  his  inability  or  refusal  to 
act,  the  Vice  President  shall  perform  the 
duties  of  the  President,  and  when  so  acting, 
shall  have  all  the  powers  of  and  be  subject 
to  all  the  restrictions  upon  the  President. 
Any  Vice  President  shall  perform  such  other 
duties  as  from  time  to  time  may  be  assigned 
to  him  by  the  President  or  by  the  Board  of 
Directors. 

Section  6.  The  Treasurer  shall  have  charge 
and  custody  of  and  be  responsible  for  all 
funds  and  securities  of  the  Corporation;  re- 
ceive and  give  receipts  for  moneys  due  and 
payable  to  the  Coq^oration;  and  deposit  all 
such  moneys  in  the  name  of  the  Corpora- 
tion in  such  banks,  trust  companies,  or  other 
depositories  as  shall  be  selected  in  accord- 
ance with  the  provisions  of  Chapter  V of 
these  Bylaws.  He  shall  in  general  perform 
all  duties  incident  to  the  office  of  Treasurer 
and  such  other  duties  as  from  time  to  time 
may  be  assigned  to  him  by  the  President 
or  by  the  Board  of  Directors.  If  required 
by  the  Board  of  Directors,  the  Treasurer 
shall  give  a bond  for  the  faithful  discharge 
of  his  duties  in  such  sum  and  with  such 
surety  or  sureties  as  the  Board  of  Directors 
shall  determine. 

Section  7.  The  Secretary  shall  keep  the 
minutes  of  the  meetings  of  the  members 
and  of  the  Board  of  Directors  meetings  in 
one  or  more  books  provided  for  that  pur- 
pose; see  that  all  notices  are  duly  given  in 
accordance  with  the  provisions  of  these 
Bylaws  or  as  required  by  law;  be  custodian 
of  the  corporate  records;  keep  a register  of 
the  post  office  address  of  each  member 
which  shall  be  furnished  to  the  Secretary  by 
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WINCHESTER 

“CAROLINAS’  HOUSE  OF  SERVICE” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 


We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver- 
^ tised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 

S IS 


The  Rx  that  says 

“Relax” 


Butisol 

UAL) 


SODIUM' 


BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers* 

Four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the 
many  patients  who  need  to  have  the  pace  set  just  a little 
slower.  Its  gentle  daytime  sedative  action  is  often  all  that's 
needed  to  help  the  usually  well-adjusted  patient  cope 
with  temporary  stress ...  or  to  relieve  the  anxiety  associated 
with. hypertension,  coronary  disorders,  premenstrual  tension, 
surgical  procedures,  functional  Gl  disorders,  or  the  strains 
of  aging. 

on  surveys  of  average  daily  prescription  costs 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 

minor  dosage  adjustments  are  usually  all  that's  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes. ..  yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a "roller-coaster”  nor  a "hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 

a 30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 
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Contraindications:  Porphyria  or  sensitivity  to  barbiturates 
Warning:  May  be  habit  forming. 

Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  disease 
Elderly  or  debilitated  patients  may  react  with  marked  excitement  or  depression. 
Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes, 
hangover”  and  systemic  disturbances  are  seldom  seen. 

Usual  Adult  Dosage:  For  daytime  sedation.  15mg  to  30  mg.  t.i  d orq.i.d. 

For  hypnosis.  50  mg.  to  100  mg 

Available  as:  Tablets,  15  mg.,  30  mg..  50  mg  . 100  mg.,  Elixir,  30  mg.  per  5 cc 
(alcohol  7%). 

BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)] 

15  mg  . 30  mg..  50  mg..  100  mg. 

( McNEIL ) 


McNeil  Laboratories,  Inc  , Fort  Washington.  Pa  19034 


such  member;  and  in  general  perform  all 
duties  incident  to  the  office  of  Secretary 
and  such  other  duties  as  from  time  to  time 
may  be  assigned  to  him  by  the  President  or 
by  the  Board  of  Directors. 

Section  8.  The  Board  of  Directors  shall 
employ  such  executive  and  administrative 
personnel  as  it  shall  from  time  to  time 
determine,  provided,  however,  that  the 
principal  staff  officer  of  the  South  Carolina 
Medical  Association  shall,  subject  to  the 
approval  of  the  Council  of  the  South  Caro- 
lina Medical  Association,  serve  as  the  prin- 
cipal staff  officer  of  this  corporation.  Such 
personnel  need  not  be  members  of  the  Cor- 
poration. The  Board  of  Directors  shall  fix 
their  salaries,  other  terms  of  compensation, 
and  other  terms  of  employment,  and  shall 
from  time  to  time  determine  the  titles  by 
which  such  personnel  are  to  be  known. 
CHAPTER  VI  - COMMITTEES 
The  President  shall,  by  and  with  the  advice 
and  consent  of  the  Board  of  Directors, 
appoint  all  committees  not  otherwise  pro- 
vided for,  and  shall  be,  ex-officio,  a member 
of  all  committees  appointed  by  him.  He  may 
assign  to  such  committees  any  powers  and 
duties  not  in  conflict  with  these  Bylaws, 
provided  that  the  terms  of  such  committees 
shall  not  extend  beyond  the  next  ensuing 
Annual  Meeting  unless  continued  by  order 
of  the  Board  of  Directors. 

CHAPTER  VII  - FISCAL  YEAR 
The  fiscal  year  of  the  Corporation  shall 
begin  on  the  first  day  of  January  in  each 
year  and  shall  end  on  the  last  day  of  De- 
cember in  each  year. 

CHAPTER  VIII  - DUES 

Annual  per  capita  dues  may  be  charged 
for  membership  in  the  Corporation  if  the 
Board  of  Directors  in  their  discretion  shall 
determine  that  the  finances  of  the  Corpora- 
tion so  require. 

CHAPTER  IX  - RULES  OF  ORDER 
The  current  edition  of  Sturgis’  Parliamen- 


tary Procedure  shall  govern  the  proceedings 
of  all  meetings  of  the  membership  and  the 
Board  of  Directors  of  this  Corporation. 
CHAPTER  X - AMENDMENTS 
These  Bylaws  may  be  amended  by  a two- 
thirds  (2/3)  vote  of  the  directors  then  hold- 
ing office,  provided  that  any  such  amend- 
ment shall  not  become  effective  if  a majority 
of  the  members  disapprove  of  it  as  herein- 
after provided.  The  procedure  for  submit- 
ting an  amendment  for  the  approval  or  dis- 
approval of  the  members  shall  be  as  follows: 
After  the  adoption  by  the  directors  of  any 
amendment  contemplated  by  this  Chapter 
X,  the  Secretary  shall  prepare  a ballot  for 
use  of  members,  setting  forth  thereon  the 
amendment  as  passed  by  the  Board  of 
Directors  and  soliciting  the  approval  or  dis- 
approval of  such  amendment  by  the  mem- 
bers. The  ballots  shall  be  mailed  by  ordi- 
nary mail  to  each  member  of  the  Corpora- 
tion at  his  post  office  address  as  it  appears 
in  the  records  of  the  Corporation.  Enclosed 
with  the  ballot  shall  be  an  envelope 
properly  addressed  for  return  of  the  ballot. 
Upon  completion  of  mailing  the  Secretary 
shall  execute  an  affidavit  showing  the  date 
and  place  of  mailing  and  to  whom  mailed, 
which  affidavit  shall  be  part  of  the  cor- 
porate records.  Said  ballots,  in  order  to  be 
counted,  must  be  received  on  or  before  the 
30th  day  after  mailing  as  shown  by  the 
affidavit  described  above.  Prior  to  the  end 
of  the  30  day  period  the  President  shall 
appoint  three  tellers  from  among  the  mem- 
bers, none  of  whom  shall  be  a director,  who 
shall  canvass  the  vote  after  expiration  of 
such  30  day  period,  and  report  the  result  in 
writing  to  the  President.  A tie  vote  shall  be 
resolved  by  lot  by  the  tellers  and  so  re- 
ported. The  amendment  so  submitted  shall 
become  effective  after  said  30  day  period 
unless  a majority  of  the  members  of  record 
disapprove  of  said  amendment  in  the  man- 
ner hereinbefore  prescribed. 
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Additional  information  available  to  the  profession  on  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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when  lower 
G-l  symptoms 
demand 
a potent 
synthetic 
antispasmodic 


move  up  to 

“the  Robinul 

response” 

In  treating  hypermotility  associated  with 
functional  lower  G-l  disorders  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics?  Then 
move  up  to  a potent  antispasmodic — 
Robinul®  Forte  (2  mg.  glycopyrrolate).  It 
provides  prompt,  pronounced,  prolonged 
suppression  of  hypermotility,  making  it  a 
highly  effective  agent  in  functional  bowel 
distress,  as  well  as  in  spastic  and  irritable 
colon.  Robinul  Forte  also  exerts  a more 
selective  action  on  the  gastrointestinal  tract. 
If  the  patient  has  a “one  tract  mind” 
concerning  his  lower  G-l  symptoms,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul*2mg. 

Forte  (glycopyrrolate) 


■ INDICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
indicated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
acute  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
available,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
mended in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
(2)  gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
pancreatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
syndrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
may  be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
tion, prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
Forte  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
glaucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
1 to  32  mg.  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this. 
Blurred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
drugs  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PH  Forte  is  one 
tablet  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
patient’s  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
required  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
AHR/2  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glytopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
tablets  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va. 


if  skin  is  infected, 
or  open  to  infection  ••• 

i choose  the  topicals 
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broad  antibacterial  activity  against 

susceptibleskin  invaders 

lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporin*  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

\iinishine  Cream  Base 

Neosporin-G  ( "ream 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base);  ! 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

•Wk 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  ; 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind.  1 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


mm 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Wellcome 


Dr.  Samuel  H.  Saxidifer  of  Charleston  and 
Dr.  Warren  F.  Holland,  Jr.  of  Columbia 
have  been  "ranted  Fellowships  in  the  Ameri- 
can College  of  Cardiology.  Dr.  Manly  E. 
Hutchinson,  Jr.  has  entered  the  practice  of 
obstetrics  and  gynecology  in  Columbia  in 
association  with  his  father.  Dr.  Hutchinson 
received  his  M.D.  from  the  Medical  Univer- 
sity of  South  Carolina  and  completed  intern- 
ships and  residency  at  the  Medical  College 
of  Virginia  and  the  U.  S.  Naval  Hospital  in 
Portsmouth,  Virginia. 

Dr.  Dee  C.  Breeden  has  been  named  direc- 
tor of  the  State  Board  of  Health’s  child 
evaluation  clinic  for  the  mentally  retarded 
in  Bennettsville.  Dr.  Breeden  graduated  from 
the  Medical  University  of  South  Carolina 
and  did  further  study  at  Greenville  General 
Hospital,  Emory  University  and  the  Medical 
University  of  South  Carolina.  Dr.  John  P. 
Sutton  has  begun  the  practice  of  general, 
thoracic,  vascular  and  cardiac  surgery  in 
association  with  Daniel  W.  Davis,  Jr.,  M.D., 
and  Robert  J.  McCardle,  M.D.,  in  Columbia. 
After  graduation  from  the  Medical  Univer- 
sity of  South  Carolina,  Dr.  Sutton  completed 
his  training  in  general  surgery  and  in 
thoracic  and  cardiac  surgery  there.  He  did 
additional  studies  at  Vanderbilt  University 
where  he  was  assistant  professor  of  surgery. 

Dr.  John  C.  Hawk,  Jr.,  of  Charleston  has 
been  elected  president  of  the  South  Carolina 
Division,  American  Cancer  Society.  Dr. 
Davis  D.  Moise  of  Sumter  has  been  named 
medical  vice  president  of  the  group.  Dr.  Hal 
C.  Anderson  of  Rock  Hill  is  the  Medical 
Advisor  for  the  York  County  Chapter  of  the 
National  Foundation  of  the  March  of  Dimes. 

Dr.  B.  J.  Workman  has  announced  his 
retirement  after  54  years  of  medical  and 
surgical  practice  in  Woodruff.  Dr.  Work- 
man has  served  as  a vice  president  of  the 


South  Carolina  Medical  Association  and  a 
trustee  of  Furman  University.  Dr.  J.  Richard 
Lashley  is  opening  an  office  in  Columbia  for 
the  practice  of  general  psychiatry.  He  grad- 
uated from  the  Medical  University  of  South 
Carolina  and  has  studied  at  Memorial  Mis- 
sion Hospital  in  Asheville,  N.  C.,  and  at 
Bowman  Gray  Medical  School. 

Dr.  Wendell  M.  Levi  of  Sumter  has  an- 
nounced the  association  of  Dr.  Frederic  A. 
Stone  in  the  practice  of  general  surgery.  Dr. 
Stone  received  his  M.D.  degree  from  the 
University  of  Rochester  School  of  Medicine 
and  Dentistry.  ITe  served  as  intern  and  resi- 
dent in  pediatrics  and  pediatric,  pathology 
from  1952  to  1955  at  Los  Angeles  Children’s 
Hospital.  ITe  completed  his  surgical  residence 
and  served  as  chief  resident  in  surgery  at 
Los  Angeles  County  Harbor  Hospital  from 
1955-59.  Dr.  Stone  is  a diplomat  of  the 
American  Board  of  Surgery,  and  a fellow  of 
the  American  College  of  Surgeons.  Dr.  Lin- 
wood  G.  Bradford  has  also  opened  his  office 
in  Sumter  with  practice  limited  to  dermatol- 
ogy. After  graduation  from  the  Medical 
University  of  South  Carolina,  Dr.  Bradford 
interned  at  the  Medical  College  of  Virginia 
Teaching  Hospital  and  completed  his  resi- 
dency at  the  University  of  Alabama  Medical 
Center. 

Dr.  Alton  Blue  Currie,  Jr.  began  the  prac- 
tice of  internal  medicine  in  Charleston  on 
September  15  in  association  with  Drs.  Max- 
well E.  Cline  and  James  M.  Hayes.  Dr.  Cur- 
rie graduated  and  did  further  studies  at 
the  Medical  University  of  South  Carolina. 
Dr.  D.  V.  Kanitkar  has  opened  an  office  in 
Columbia  for  the  practice  of  obstetrics  and 
gynecology.  ITe  received  his  M.D.  from 
Bombay  University  in  1963  and  received 
additional  training  there  and  at  the  Colum- 
bia Hospital. 


November,  1971 


469 


THE  SOUTH  CAROLINA  DEPARTMENT 
OF  MENTAL  HEALTH 

William  S.  Hall,  M.D. 

State  Commissioner  of  Mental  Health 


By  the  time  the  Journal  is  in  the  mail,  the 
South  Carolina  Department  of  Mental  Health 
should  be  ready  to  begin  operation  of  a pilot 
project  for  the  treatment  of  alcohol  and  drug 
addiction  cases  and  for  the  specialized  train- 
ing of  personnel  in  the  program. 

Authorization  to  begin  the  project  came 
October  6 when  the  House  recalled  a Con- 
current Resolution  from  the  Ways  and  Means 
Committee  and  gave  it  rapid  approval. 

The  Resolution,  authored  by  Senators 
James  M.  Waddell,  Jr.  of  Beaufort,  Hyman 
Rubin  of  Richland,  and  James  B.  Stephen  of 
Spartanburg,  urges  the  Department  of  Mental 
Health  to  begin  the  pilot  project  with  funds 
already  appropriated  and  promises  that  the 
General  Assembly  will  reimburse  the  Depart- 
ment in  the  amount  of  $413,000  when  the 
regular  session  begins  in  January. 

Passage  of  the  Resolution  signaled  the 
beginning  of  what  has  been  frenzied  activity 
on  the  part  of  Dr.  Thomas  G.  Faison,  super- 
intendent of  Crafts-Farrow  State  Hospital 
and  Acting  Deputy  Commissioner  of  the 
Alcohol  and  Drag  Addiction  Services  and  Mr. 
Winter  Kimes,  Coordinator,  Division  of  Al- 
cohol and  Drug  Addiction.  These  two,  plus 
the  skeleton  staff,  began  the  immediate  screen- 
ing of  applications  and  the  active  search  for 
staff  for  the  program. 

The  program  w ill  be  conducted  in  Building 
6 at  Crafts-Farrow  State  Hospital.  Fifty-six 
beds  will  be  activated  into  four  wards  in  the 
building  which  was  recently  totally  renovated 
and  modernized. 

In  the  operational  phase  of  the  program 


one  12-bed  ward  will  be  used  exclusively  for 
the  adolescent  drug  user.  The  three  remaining 
12-bed  units  will  include  both  alcohol  and 
drug  addiction  cases  and  admission  practices 
will  follow  as  closely  as  possible  a 70  per  cent 
alcohol  and  30  per  cent  drug  addiction  ratio 
which  has  been  established  as  the  recom- 
mended standard  for  the  type  of  treatment 
program  which  will  be  followed. 

While  the  admission  policy  for  the  pilot 
project  will  be  “open,”  it  will  at  the  same  time 
have  to  be  selective  if  we  are  to  maintain  the 
70-30  ratio  which  is  the  treatment  program 
guide.  But  by  being  “selective”  this  should 
not  be  translated  as  “restrictive.”  Certainly 
where  there  is  ample  medical  justification, 
ure  will  make  every  effort  to  admit  and  treat 
ail  individual  in  need. 

We  wall  also  follow7  the  admission  policies 
as  outlined  in  the  procedures  for  voluntary 
and  involuntary  admissions  which  will  be 
processed  by  our  Probate  Courts.  We  will  also 
try  to  be  responsive  to  individual  needs  which 
may  be  expressed  in  our  County  and  Circuit 
Courts. 

We  have  tried  to  alert  all  professional  per- 
sons who  will  be  involved  and  this  fact  must 
be  kept  in  mind  by  the  general  public  — this 
is  a pilot  project  and  thus  it  is  a small  pro- 
gram. No  admissions  to  the  program  should 
be  asked  or  demanded  without  first  deter- 
mining from  the  directors  of  the  program  if 
bed  space  is  available. 

We  fully  expect  that  as  a result  of  this  strict 
admission  policy  a waiting  list  will  have  to  be 
created.  But,  again,  w7e  must  caution  that  in 
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the  processing  of  those  on  the  anticipated 
waiting  list,  the  needs  of  the  individual  must 
be  weighed  against  the  needs  of  the  program. 
We  must  follow  certain  guidelines  to  make 
possible  a proper  evaluation  of  the  project. 

While  the  creation  of  a new  level  of  treat- 
ment is  greatly  to  be  desired,  we  must  not 
lose  sight  of  the  fact  that  development  and 
evaluation  of  techniques  and  training  is  the 
primary  objective.  We  must  have  the  time 
and  the  patients  to  test  our  program,  so  that 
we  can  strengthen  its  positive  factors  and 
eliminate  the  negatives. 


The  Department,  in  the  operation  of  the 
pilot  project,  will  be  developing  a program 
and  grooming  itself  both  in  the  medical  and 
allied  medical  and  administrative  areas,  to 
conduct  the  larger  program  once  the  150-bed 
addictions  facility  is  approved  and  con- 
structed. 

This  is  the  ultimate  goal  and  it  will  take  all 
of  the  professional  abilities  of  the  Department 
and  its  pilot  project  staff,  plus  the  patience 
and  understanding  of  the  professional  and 
political  communities  and  the  citizens  of  the 
state,  if  we  are  to  attain  it. 


The  Medical  University  of  South 
Carolina  at  Charleston  will  celebrate  its 
sesquieentennial  in  1974.  It  is  very 
desirous  of  obtaining  on  loan  or  other- 
wise any  historical  papers,  clippings, 
pictures,  or  objects  which  bear  on  the 
story  of  its  career  since  1824.  Please 
communicate  with  Joseph  I.  Waring, 
M.D.,  Medical  University  of  S.  C.,  80 
Barre  Street,  Charleston,  S.  C.  29401. 


Position  Available — Emergency  Room 
physician.  Maximum  starting  salary 
$30,000  plus  liberal  benefits.  Estab- 
lished 4-man  emergency  department. 
Contact : Medical  Director,  Columbia 
Hospital,  Columbia,  South  Carolina 
29204.  Phone:  803-252-6301,  ext.  318. 


Extension  Library  Services 


The  Medical  University  of  South  Carolina 
has  put  into  effect  an  expanded  program  of 
extension  library  services  for  health  prac- 
titioners throughout  South  Carolina.  In  addi- 
tion, consultant  and  training  services  are  avail- 
able to  any  community  hospital  library. 

A key  feature  of  the  information  service  is 
the  prompt  and  direct  access  of  the  Medical 
University  Library  through  an  In-WATS  line. 
Calls  may  be  placed  any  time,  day  or  night. 
After  hours,  a recording  device  stores  the 
message  for  action  the  following  day.  The 
toll-free  number  is  1-800-922-1079. 

These  new  extension  services,  supported  by 
the  National  Library  of  Medicine,  are 
offered  in  conjunction  with  Continuing  Ed- 
ucation Programs  of  the  Medical  University 
and  the  South  Carolina  Regional  Medical  Pro- 
gram. They  are  designed  to  provide  the  phy- 


sician with  the  latest  biomedical  information 
on  the  diagnosis  and  treatment  of  illnesses 
and  to  provide  all  health  workers  with  per- 
tinent bibliographic  materials. 

Photocopy  or  hard  copy  of  library  materials 
will  be  made  available  to  qualified  health 
professionals. 

The  Medical  University  Library  houses 
75,000  volumes  and  receives  2,040  current 
periodicals.  In  addition,  as  part  of  the  South- 
eastern Regional  Medical  Library  Program, 
it  has  access  to  Library  resources  of  medical 
schools  in  eight  states.  These  libraries  have  a 
total  holding  in  excess  of  1,000,000  volumes. 

The  Medical  University  Library,  further, 
will  provide  community  hospital  libraries 
anywhere  in  the  state  with  consultants  as 
needed  and  offer  brief  training  programs  for 
hospital  library  personnel. 
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From  Washington 

Health,  Education  and  Welfare  Secretary 
Elliot  L.  Richardson  approved  a proposed 
regulation  to  authorize  insurance  carriers  to 
issue  contracts  for  prepaid  group  medical 
service  to  persons  in  any  state  regardless  of 
any  restrictive  state  law. 

Authority  for  the  proposed  regulation  was 
granted  by  Congress  last  year  in  a law  spon- 
sored by  Sen.  Edward  M.  Kennedy  (D.- 
Mass.)  who  also  is  the  chief  Congressional 
sponsor  of  organized  labor’s  allout  national 
health  insurance  proposal.  Under  the  terms 
of  the  law,  the  secretary  of  HEW  can  author- 
ize insurance  carriers  who  provide  coverage 
through  the  Federal  Employee  Health  Bene- 
fits program  to  issue  contracts  for  the  group 
medical  services. 

PHYSICIAN  SHORTAGE  AREAS 

The  AMA  supported  legislation  that  would 
provide  federal  aid  to  individual  or  small 
groups  of  physicians  in  establishing  medical 
practices  in  rural  areas,  small  towns  and  low' 
income  inner-city  areas. 

The  legislation  (S.  2269)  would  amend  the 
National  Housing  Act  to  authorize  mortgage 
insurance  for  the  construction  and  rehabilita- 
tion of  medical  facilities  for  the  practice  of 
one  to  four  physicians  in  physician-shortage 
areas.  In  1966,  mortgage  insurance  was 
authorized  for  establishment  of  non-profit 
group  practices.  The  current  legislation  would 
extend  that  program. 


From  the  AMA 

SCOTCHING  PRESS  REPORTS  THAT 
IMPLEMENTATION  of  the  fledgling  Na- 
tional Health  Service  Corps  has  been  “in- 
definitely postponed,”  its  interim  director  told 
the  AMA  that  the  NHSC  hopes  to  have  20 
pilot  programs  underway  by  the  year’s  end. 
Dr.  Rimple  flatly  denied  last  week’s  widely 
circulated  rumors  that  the  NHSC  is  in  the 
“beginning  of  its  demise.”  He  said  the  Ad- 
ministration has  no  intention  of  “eliminating 
or  postponing”  the  program  to  place  physi- 
cians and  other  health  professionals  in  com- 
munities certified  as  areas  having  a critical 
manpow'er  shortage.  The  NHSC  currently  has 
S3  million  in  funding  and  authorization  for 
another  $12  million. 


URGING  SUPPORT  FROM  the  medical 
profession,  Dr.  Rimple  said  the  law  requires 
state  and  local  medical  societies  to  certify  to 
HEW  that  an  area  has  a critical  health  man- 
pow'er shortage.  He  asked  that  the  AMA  en- 
courage state  and  county  medical  societies 
to  take  the  leadership  in  identifying  those 
communities  needing  NHSC  projects.  He  said 
the  AMA  and  medical  societies  could  provide 
assistance  by  helping  to  recruit  health  profes- 
sionals for  short-term  duty  in  designated  areas. 
The  AMA  has  been  exploring  the  possibilities 
of  joining  w ith  the  USPIIS  in  a program  com- 
parable to  the  AMA’s  Project  Vietnam  to 
help  recruit  physicians  and  other  health  man- 
pow'er for  the  NHSC.  At  the  1969  Clinical 
Convention  the  House  of  Delegates  author- 
ized such  a joint  AMA-governmental  effort 
when  it  approved  a Board  of  Trustees  report 
calling  for  a Project  USA  physician  recruit- 
ment program  for  service  in  areas  of  need. 

“ONE  OF  TIIE  STRENGTHS  of  our  health 
care  system  is  its  pluralistic  nature  which  can 
absorb  and  respond  to  changes  as  new  medi- 
cal and  scientific  knowledge  is  developed,” 
the  AMA  said  in  a letter  to  Sen.  J.  Glenn 
Beall,  Jr.  (R-Md. ).  At  Senator  Beall’s  invita- 
tion, the  AMA  commented  on  his  proposal  to 
create  a National  Institute  for  Health  Care 
Delivery.  The  AMA  said  it  endorses  the 
goal  of  the  proposal— improvement  in  patient 
care— but  has  reservations  about  whether 
improvements  in  the  health  delivery  system 
“can  respond  in  the  laboratory  in  the  same 
manner  as  medical  or  scientific  research.”  It 
also  pointed  out  that  the  proposal  seems  to 
parallel  the  National  Center  for  Health  Serv- 
ices Research,  suggesting  that  “perhaps  an 
expansion  of  activities  of  the  existing  center 
should  be  the  vehicle  for  the  contemplated 
programs.” 

PERENNIAL  PROPOSAL  TO  ESTAR- 
LISH  a military  medical  school  last  week 
reached  the  hearing  stages  for  the  first  time 
in  more  than  20  years  and  AMA  witnesses 
repeated  AMA  objections  that  the  concept  is 
a “very  unwise”  w'ay  to  meet  the  military’s 
physician  needs.  A proposal  to  create  a Uni- 
formed Services  University  of  the  Health 
Sciences  has  stirred  interest  because  of  the 
military’s  low-retention  rate  for  physicians 
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I N ASTH  M A JL  optional 

IN  emphysema  therapy 


™*  miCdnoned 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  isone tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  Vi  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  PO YTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


WILLIAM  P.  PO  YTHRESS  & COMPANY,  INC. 

f/a ne^&c/utetui  {-/tnce  /S'SG 

P.  O.  BOX  26946,  RICHMOND,  VA.  23261 


and  the  possibility  that  the  doctor  draft  will 
one  day  be  halted.  The  proposal  supported 
continuing  expansion  and  greater  utilization 


of  the  existing  medical  education  system 
rather  than  development  of  a different  sys- 
tem. 


Osteogenesis  Imperfecta 

A group  of  parents  and  patients  from  across 
the  nation  have  formed  a non-profit  member- 
ship corporation,  the  Osteogenesis  Imperfecta 
Foundation,  Inc.  for  the  following  purposes: 

To  collect  and  assemble  available  knowl- 
edge concerning  osteogenesis  imperfecta. 

To  locate,  contact  and  disseminate  helpful 
information  to  those  afflicted  and  other  inter- 
ested persons. 

To  initiate,  encourage  and  offer  support  for 
research  in  osteogenesis  imperfecta. 

Parents  of  afflicted  children  are  helping 
each  other  with  the  problems  involved  in  the 
care  and  education  of  their  children.  Adults 
are  receiving  emotional  support  by  cor- 
responding with  others  in  similar  circum- 
stances. 

Anyone  interested  in  the  welfare  of  victims 
of  osteogenesis  imperfecta  is  eligible  to  be- 
come a member  of  the  Foundation.  The 
services  of  the  Foundation  are  available  with- 
out charge  to  any  patient  with  osteogenesis 
imperfecta. 

If  you  wish  further  information  about  this 
organization,  please  write  or  call  Mrs.  Frank 
M.  Kotnit,  1209  W.  Darwin  Street,  Charleston, 
South  Carolina,  1-803-795-0716. 


Adverse  Drug  Reaction  Reporting 

The  development  and  use  of  increasingly 
potent  drugs  has  been  accompanied  by  a 
significant  incidence  of  adverse  reactions. 
Recent  reports  indicate  that  as  many  as  5 
percent  of  admissions  to  hospital  medical 
services  involve  drug  reactions  and  15  per- 
cent of  hospitalized  patients  suffer  an  adverse 
reaction  during  their  stay. 

The  Food  and  Drug  Administration  is 
taking  steps  to  improve  its  adverse  reaction 
surveillance  and  information  programs.  An 
initial  move  will  be  the  appointment  of  an 
expert  advisory  committee  to  guide  agency 
plans  for  improved  methods  of  information 


gathering  and  dissemination  to  the  medical 
profession. 

The  FDA  also  needs  help  from  practicing 
physicians  through  voluntary  reporting  of 
adverse  drug  reactions.  To  aid  participating 
physicians,  a short  reporting  form  has  been 
prepared  and  pretested  successfully  at  a num- 
ber of  major  medical  meetings,  including  a 
recent  AMA  meeting. 

All  physicians  are  urged  to  help;  all  physi- 
cians will  share  the  results.  But  only  insofar 
as  the  individual  physician  shows  interest  and 
participates  will  these  results  be  meaningful. 
All  information  will  be  held  in  confidence. 
Later  issues  of  the  FDA  Drug  Bulletin  will 
include  progress  reports  on  the  Agency’s  drug 
reaction  surveillance  program. 


Master  of  Public  Health 

The  Maternal  and  Child  Health  Program 
of  the  University  of  California  School  of  Pub- 
lic Health  at  Berkeley  announces  postgradu- 
ate courses  of  instruction  for  pediatricians, 
obstetricians,  and  other  physicians  interested 
in  receiving  training  in  the  field  of  Maternal 
and  Child  Health.  These  programs  lead  to 
the  degree  of  Master  of  Public  Health.  Tax- 
exempt  Fellowships  are  available,  consisting 
of  support  for  the  trainee  and  his  dependents, 
tuition  and  fees. 

Program  areas  available  at  the  present  time 
include  nine-month  programs  in  Maternal 
and  Child  Health,  Health  of  School-Age  Chil- 
dren and  Youth,  and  Maternal  Health  and 
Family  Planning.  Twenty-one  month  pro- 
grams in  Care  of  Handicapped  Children, 
Comprehensive  Health  Care  and  Perinatology 
are  available.  Fellowships  are  available  for 
these  programs  also. 

Applications  are  now  being  accepted  for 
the  group  entering  September  1972.  For  in- 
formation, write  to  Helen  M.  Wallace,  M.D., 
School  of  Public  Health,  University  of  Cali- 
fornia, Berkeley,  California  94720. 
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his  photograph  in  no  way  implies 
an  endorsement  of  Norgeslc  by 
Joe  Namath 


f 


30% 


m J 

WHEN  TRAUMA 
RESULTS  IN  PAIN. 


NORGESIC 

(orphenadrine  citrate.  25  mg  . aspirin.  225  mg.; 
phenacetin.  160  mg.;  caffeine.  30  mg.) 

the  versatile  analgesic 
offers  fast  onset  of  symptomatic  relief 
produces  a high  level  of  analgesia 
affords  sustained  pain  relieving  action 


provides  predictable  relief — 
overall  satisfactory  response  in 
approximately  80%  of  patients 

Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphena- 
drine,  Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyloric  or 
duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at 
the  bladder  neck  Norgesic  is  also  contraindicated  in  patients  with  myas- 
thenia gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin 
or  caffeine 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  pa- 
tients receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  recom- 
mended that  Norgesic  not  be  given  in  combination  with  propoxyphene 
(Darvori") 

Warnings:  USE  IN  PREGNANCY  Since  safety  of  the  use  of  this  prepara- 
tion in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  poten- 
tial benefits  of  the  drug  be  weighed  against  its  possible  hazard  to  the 
mother  and  child 

USE  IN  CHILDREN  The  safe  and  effective  use  of  this  drug  in  children  has 
not  been  established;  therefore,  the  physician  must  weigh  the  benefits 
against  the  potential  hazards 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of 
phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  should  be 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders. 
It  should  also  be  used  with  caution  in  patients  with  tachycardia. 

Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or 
those  usually  associated  with  mild  anticholinergic  agents.  These  may 
include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth, 
blurred  vision,  dilatation  of  the  pupil,  increased  intraocular  tension,  weak- 
ness, nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness, 
and  rarely,  urticaria  and  other  dermatoses  Infrequently  an  elderly  patient 
may  experience  some  degree  of  confusion.  Mild  central  excitation  and 
occasional  hallucinations  may  be  observed.  These  mild  side  effects  can 
usually  be  eliminated  by  reduction  in  dosage.  One  case  of  aplastic  anemia 
associated  with  the  use  of  Norgesic  has  been  reported.  No  causal  rela- 
tionship has  been  established 

Dosage  and  Administration:  Adults  - 1 to  2 tablets  3 to  4 times  daily 

Riker  Laboratories,  Inc. 

NORTHRIDGE.  CALIFORNIA  91324 


Norgesic...the  versatile  analgesic 
provides  effective  analgesia  and  relief 
of  associated  muscle  spasm 


Poison  Control  Information  via 
Computer 

The  Medical  University  of  South  Caro- 
lina is  now  able  to  offer  improved  serv- 
ice to  physicians  desiring  information  on 
poisons.  Telecommunications  between 
the  Medical  University  Poison  Control 
Center  and  data  bank  at  Kansas  City 
were  placed  in  operation  October  1.  A 
physician  needing  poison  or  drug  in- 
formation may  simply  call  the  Center, 
792-4201,  give  the  Poison  Control  Center 
personnel  the  necessary  information  and 
receive  complete  data  on  toxicity,  treat- 
ment, etc.  in  approximately  5 minutes. 
The  data  available  by  the  computer  sys- 
tem should  answer  about  80  per  cent  of 
the  calls  received.  Information  concern- 
ing substances  not  yet  listed  in  the  com- 
puter will  be  handled  as  before  by  the 
Poison  Control  Center.  Operation  of  the 
Poison  Control  Center  is  by  the  Depart- 
ments of  Pharmacy  and  Pediatrics  at  the 
Medical  University  Hospital. 


Con- 
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Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144's  — 144  tab- 
lets in  12  rolls. 

f ARCH  LABORATORIES 

A 1 319  South  Fourth  Street.  St.  Louis,  Missouri  63102 
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SMILE  CARE 

DENTAL  COVERAGE,  IT’S  NEW! 


Blue  Cross 

OF  SOUTH  CAROLINA 


COVERED  DENTAL  SERVICES  INCLUDE: 
Fillings  Bridges  Cleaning 
Oral  Surgery  X-rays  of  teeth 
Routine  Examinations 


anxiety: 
a time  bomb 


Unless  “defused,"  anxiety  may  build  up  to  an  intensity  that  can  over-  n- 
whelm  the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illne 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and 
interfere  with  recovery.  3 

o» 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjunctive 
or  alone  — has  demonstrated  clinical  usefulness  in  many  fields  of  medic&l 


practice  where  anxiety  complicates  the  patient's  condition. 
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Librium 

(chlordiazepoxide 

HCl) 

5-mg,10-mg, 
25-mg  capsules 
up  to  100  mg  daily 
for  severe  anxiety 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 

known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 
patic function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies  may 
be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagula- 
tion have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Ad  verse  Reactions:  Drowsiness, 

ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances,  syncope  has  been  re- 
ported. Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  in- 
creased and  decreased  libido— all  infre- 
quent and  generally  controlled  with  dos- 
age reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  re- 
ported occasionally,  making  periodic 
blood  counts  and  liver  function  tests  ad- 
visable during  protracted  therapy. 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 
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Simple,  accurate  test  for  glycosuria 


TES-TAPE* 

URINE  SUGAR  ANALYSIS  PAPER 


Leadership  in 
Diabetes  Research 
for  Half  a Century 


Patients  fell  asleep  quick! 


Dalmane  (flurazepam  HCI)  30  mg  reduced  awake 
time— both  before  and  after  falling  asleep  - by 
fifty  percent  of  pretreatment  values  in  patients 
with  insomnia.1-2 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30-mg  capsule  of  Dalmane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subjects. 

Results  shown  represent  average  values  in  all 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 

Dalmane  is  also  relatively  safe,  as  reported  in 
clinical  studies.  Instances  of  morning  “hang- 
over” have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  lightheaded- 
ness and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  15  mg 
should  be  prescribed  for  these  patients.) 

References:  1.  Frost,  J.  0.,  Jr.:  “A  System  for  Automatically  Analyz- 
ing Sleep,”  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston,  Nov.  29-Dec.  2, 1970,  and  Aerospace  M.A.,  Houston, 
April  26-29,  1971. 

2.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 
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electroencephalographic,  electro-oculographic  and  electromyo- 
graphic recordings. 
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)almane 

urazepam  HCD 

} 30-mg  capsule  h.s.— usual  adult  dosage, 
s 15-mg  capsule  h.s.— initial  dosage  for 
jrly  or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g„  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage,  !' 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  1 5 mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 

Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients. .Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 

/ V Roche  Laboratories 

< ROCHE > Division  of  Hoffmann-La  Roche  Inc. 

V / Nutley,  New  Jersey  071 10 
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Who’s  afraid  of  the 
big  bad  enema? 


We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia 
It  can  do  almost  anything  an  enema  can  — except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour  Gone  are  the  tubing,  the  accidents'' 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 


Dulcolax b. it’s  predictable 
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SUSPENSION,  500  mg  per  5 cc 


You’ll  rely  on  MINTEZOL  (Thiabendazole, 
MSD)  often  for  pinworm  disease.  Not  just 
because  that’s  a very  common  helmin- 
thic infestation,  but  because  MINTEZOL 
has  such  a high  degree  of  efficacy. 
MINTEZOL  also  provides  an  unusually 
wide  range  of  action— against  thread- 
worm, hookworm,  whipworm,  and  large 
roundworm  disease.  This  broad  spectrum 
of  activity  makes  it  particularly  effec- 
tive in  these  mixed  worm  infestations. 
MINTEZOL  isn’t  a dye.  So  you  won’t  hear 
complaints  about  stained  teeth,  cloth- 
ing, or  bed  linen.  The  most  frequently 
occurring  side  effects  have  been  ano- 
rexia, nausea,  vomiting,  and  dizziness. 
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Contraindications:  History  of  hypersensitivity 
to  thiabendazole. 

Warnings:  May  impair  alertness;  operation  of 
automobiles  and  other  activities  made  hazard- 
ous by  diminished  alertness  should  be  avoided. 
If  hypersensitivity  reactions  occur,  drug  should 
be  discontinued  immediately  and  not  resumed; 
erythema  multiforme,  including  Stevens- 
Johnson  syndrome  (with  a fatal  case),  has  been 
associated  with  thiabendazole  therapy  in  chil- 
dren. Safe  use  in  pregnancy  or  lactation  has 
not  been  established. 

Precautions:  Since  thiabendazole  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidneys, 
hepatic  and  renal  function  should  be  carefully 
monitored  in  patients  with  dysfunction  of 
these  organs. 

Adverse  Reactions:  Frequently  encountered 
are  anorexia,  nausea,  vomiting,  and  dizziness. 
Less  frequently,  diarrhea,  epigastric  distress, 


pruritus,  weariness,  drowsiness,  giddiness 
and  headache  have  occurred.  Rarely,  tinnitus 
collapse,  abnormal  sensation  in  eyes,  blurring 
of  vision,  hyperirritability,  numbness,  hyper 
glycemia,  xanthopsia,  enuresis,  perianal  rash 
cholestasis  and  parenchymal  liver  damage 
hypotension,  and  a transitory  rise  in  cephalin 
flocculation  and  SGOT.  Hypersensitivity  reac 
tions  include:  fever,  facial  flush,  chills,  con 
junctival  injection,  angioedema,  anaphylaxis, 
skin  rashes,  erythema  multiforme  (including 
Stevens-Johnson  syndrome),  and  lymphade- 
nopathy.  Appearance  of  live  Ascaris  in  the 
mouth  and  nose  has  been  reported  on  rare 
occasions. 

Some  patients  may  excrete  a metabolite  which 
imparts  an  odor  to  urine,  much  like  that  which 
occurs  after  ingestion  of  asparagus.  Crystal- 
luria  without  hematuria  has  been  reported  on 
occasion,  but  has  promptly  subsided  with  dis- 


continuation of  therapy;  while  the  etiologic 
role  of  thiabendazole  has  not  been  established, 
the  possibility  of  crystalluria  should  be  kept 
in  mind.  Transient  leukopenia  has  been  re- 
ported in  a few  patients,  but  the  cause  and 
effect  relationship  in  these  cases  has  not 
been  established. 

NOTE:  In  children  weighing  less  than  30 
pounds,  clinical  experience  with  thiabendazole 
for  treatment  of  intestinal  parasitosis  has 
been  limited.  Thus,  the  benefits  of  this  therapy 
should  be  weighed  against  the  possibility  of 
adverse  reactions. 

Supplied:  Suspension,  containing  500  mg  per 
5 cc,  in  bottles  of  120  cc. 

For  more  detailed  information,  consult  your  MSO 
representative  or  see  the  Direction  Circular.  Merck 
Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc., 
West  Point,  Pa.  19486 
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Hypersensitivity 

to  penicillin 
is  a good  reason 
to  consider 
Lincocin 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
^-hemolytic  streptococcal 
infections,  treatment  should 
continue  for  at  least  10  days. 

Studies  indicate  that 
Lincocin  does  not  share 
antigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 
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So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler 
ated.  Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


(lincomycin  hydrochloride, 
Upjohn) 


For  further  prescribing  information,  please  see  following  page. 


I 


I 


(lincomycin  hydrochloride, Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci, pneumococci, and  staphylococc 


Each  Lincomycin  hydro- 
preparation chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

‘Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

•Contains  also:  Benzyl  Alcohol  9 mg.;  and. 
Water  for  Injection— q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  /3-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal-Glossitis, stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
Liver— Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular  — Instances  of  hypoten- 
sion following  parenteral  administration 
have  been  reported,  particularly  after  too 
rapid  I.V.  administration.  Rare  instances 
of  cardiopulmonary  arrest  have  been  re- 
ported after  too  rapid  I.V.  administration. 
If  4.0  grams  or  more  administered  I.V.l 
dilute  in  500  ml.  of  fluid  and  administer 
no  faster  than  100  ml.  per  hour.  Loca 
reactions— Excellent  local  tolerance  dem-i 
onstrated  to  intramuscularly  administered 
Lincocin.  Reports  of  pain  following  in 
jection  have  been  infrequent.  Intrave-i 
nous  administration  of  Lincocin  in  250: 
to  500  ml.  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg.  and  500  mg. 
Capsules— bottles  of  24  and  100. 

Sterile  Solution,  300  mg.  per  ml.— 2 and 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 ml.— 60  ml.  and  pint 
bottles. 


For  additional  product  information,  con- 
sult the  package  insert  or  see  your  Upjohn 
representative. 

JA71-1203  MED  B-5-SR  (KZL-6) 


The  Upjohn  Company 
Kalamazoo 
Michigan  49001 


IN  ASTHMA  J C optional 

IN  emphysema  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  isone  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  M to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  PO YTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 
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Nothing  new  about  Synirin  other  than 
. . . it’s  a stable,  uncoated,  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 

Sunirin, 

ASPIRIN  5 OR.— PENTOBARBITAL  1/S  OR. 

ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills ) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

EACH  UNCOATED  TABLET  CONTAINS: 

Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

*May  be  habit  forming. 

Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1000  TABLETS 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  23261 
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A clinical  supply  of  this  new  aspirin  formulation  may  he  retfuested. 


What  to  do 
until ..  . 
suppositories 

work: 


Read 
“War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work.1-3  Some- 
times two.4  Sometimes  more.3  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients,5  and 
not  infrequently  produce  smarting,  burning  and  tenesmus.6 

Alternative  to  the  long  unpleasant  wait:  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio 
logical  pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


C.  B FLEET  CO.,  INC. 
Lynchburg,  Va.  24505 


laitT; ft 

pharmaceuticals 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
References:  1.  Blumberg,  N.:  Med  Times  91:45,  Jan.,  1963.  2.  Sweeney,  W.  J , III:  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3,  Weinsaft,  P.:  J Amer  Geriat  Soc  12:295,  Mar.,  1964  4 Baydoun,  A.  B.: 
Amer  J Obstet  Gynec  85:905.  Apr.  1,  1963.  5.  Feder,  I.  A,,  Flores,  A and  Weiss,  J.:  Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz,  E.  D.:  Western  J Surg  72:177,  May-June,  1964 


V-CillinlCPediatiic 

potassium 


phenoxymethyl 

penicillin 


Additional  information 
available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 
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INTESTINAL  PARASITES  AND  NUTRITIONAL  STATUS 

IV.  CONTROL  OF  ASCARIS 


Widespread  occurrence  of  intestinal  hel- 
minths in  South  Carolina  was  recognized  early 
in  the  century  and  further  documented  in 
1937.1  Studies  in  1963  revealed  a very  high 
incidence  of  Ascaris  lumbricoides  (64  percent) 
and  Trichuris  trichiura  (37  percent)  in  a 
Beaufort  County  community.2  More  recent 
studies  have  shown  isolated  areas  where  as 
many  as  73.3  percent  of  the  local  children 
are  infested  with  A.  lumbricoides,  T.  trichiura, 
or  both.3’4’5,6  The  reports  of  the  South  Caro- 
lina State  Board  of  Health  provided  very 
limited  data  through  the  years;  however,  in 
1969  it  was  revealed  that  13  percent  of  the 
stools  examined  were  positive  for  ascaris.7 
This  figure  represented  stools  that  were  re- 
quested by  a physician  from  either  an  in- 
dividual or  a pre-school  organization,  thus 
eliminating  those  individuals  who  did  not 
seek  out  medical  help  or  attend  pre-school 
programs  such  as  Head  Start. 

A recently  completed  study  involving  all 
children  in  16  school  centers  in  Horry  County 
revealed  630  (21.5  percent)  of  2,932  stools 
examined  to  contain  ascaris  eggs.  Lower  per- 
centages were  observed  for  trichuris  (1.1 
percent)  and  hookworm  (1.8  percent).8  Dur- 
ing 1970-71  it  was  found  that  1,131  (24.3 
percent)  of  4,661  stools  submitted  by  Head 

°From  the  Malnutrition  and  Parasite  Project,  Univer- 
sity of  South  Carolina,  Columbia,  South  Carolina, 
29208.  Funded  in  part  by  the  Office  of  Economic 
Opportunity,  CG  8143  C/O  3. 


E.  J.  LEASE,  Ph.D.* 

B.  W.  DUDLEY,  M.A. 

R.  G.  SARGENT,  Ph.D. 

Start  children  in  South  Carolina  were 
found  to  contain  parasite  ova.  Other  surveys 
of  1,697  children  showed  350  (20.6  percent) 
of  the  stools  contained  ascaris  eggs  (Table  I). 
There  were  also  4,941  Head  Start  children  in 
17  counties  who  received  mass  treatment  for 
parasites  without  any  preliminary  stool  analy- 
sis. Mintezol  or  piperazine  citrate  was  given 
with  parental  consent  under  medical  super- 
vision. Many  Head  Start  medical  advisors 
advocate  mass  treatment  of  all  participants  in 
this  program  where  a high  incidence  of  para- 
sites is  a preconcluded  fact. 

The  Medical  University  Hospital  of  South 
Carolina  records  show  23  patients  were  ad- 
mitted in  the  past  three  years  with  intestinal 
obstruction  which  resulted  from  heavy  ascaris 
infection.9  Four  deaths  at  the  Medical  Univer- 
sity Hospital  in  the  last  20  years  were  directly 
attributed  to  ascaris.  If  one  compares  the 
above  data  to  other  childhood  diseases  in 
South  Carolina,  it  is  not  insignificant.  This 
is  excluding  evidence  that  ascaris  does  pre- 
cipitate pneumonitis  (Loffler’s  pneumonia) 
as  well  as  possible  malnutrition.10  Certainly 
the  presence  of  intestinal  parasites  is  of  suffi- 
cient importance  to  warrant  a positive  effort 
toward  incidence  reduction.  The  removal  of 
ascaris  form  South  Carolina  to  the  point  of 
incidental  occurrence  would  be  no  more  diffi- 
cult than  the  control  achieved  for  hookworm 
a few  decades  ago. 
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TABLE  I 

SURVEY  OF  CHILDREN0  IN 
SOUTH  CAROLINA  FOR  ASCARIS 
(1970-71) 

Number 


Stools 

No.  % 

County  Examined 

Ascaris 

Charleston  (CAA) 

852 

184  (21.6) 

Aiken 

563 

49  ( 8.7) 

Allendale 

75 

25  (33.3) 

Bamberg 

84 

29  (34) 

Barnwell 

70 

25  (35.7) 

Charleston 

422 

227  (53.8) 

Charleston  (CAA) 

852 

184  (21.6) 

Chesterfield 

235 

14  ( 6.0) 

Colleton 

147 

24  (16.33) 

Darlington 

130 

85  (65.4) 

Edgefield 

127 

5 ( 3.9) 

Florence 

403 

81  (20.1) 

Georgetown 

581 

186  (32.1) 

Hampton 

61 

32  (52.5) 

Horry 

689 

198  (28.7) 

Lee  (Pre-school) 

216 

36  (16.7) 

Lexington 

16 

3 (18.8) 

Lexington 

(Neighborhood) 

21 

6 (28.6) 

Marlboro 

370 

39  (10.5) 

Newberry 

17 

1 ( 5.9) 

Orangeburg 

115 

40  (34.7) 

Richland 

250 

48  (19.2) 

Richland 

(Neighborhood) 

166 

22  (13.3) 

Spartanburg 

151 

1 ( 0.7) 

Sumter 

149 

19  (12.8) 

Sumter  ( CAA 

“Feed-A-Child”) 

442 

102  (23.3) 

TOTAL 

6358 

1481  (23.3) 

“Head  Start  unless  noted  otherwise. 


The  eradication  of  ascaris  will  require  con- 
certed effort  on  the  parts  of  educational 
institutions,  private  medicine,  and  public 
health  agencies,  but  could  be  carried  out  with 
minimal  increase  in  personnel.  While  no 
change  in  the  present  method  of  stool  ex- 
amination is  necessary,  the  need  for  such 
diagnosis  within  known  endemic  areas  is 
questionable.  South  Carolina  could  become 
the  first  southeastern  state  to  undertake  an 
ascaris  control  project.  Admittedly,  total 


eradication  may  be  impractical  but,  just  as 
with  polio,  ascaris  could  become  incidental 
rather  than  widespread. 

A Demonstration  Area 

In  order  to  determine  the  feasibility  of  a 
state-wide  parasite  eradication  project,  a pro- 
gram should  be  conducted  in  one  area  using 
methods  applicable  to  all  regions  of  the  state. 
A typical  county  which  could  be  used  for  the 
inaugural  project  should  have  the  following 
qualifications: 

1 ) Relatively  small  population 

2)  Approximately  50  percent  of  the 
families  earning  below  the  federally 
described  poverty  level  income 

3)  Low  mean  level  education  (7.0  years 
or  less ) 

4)  Over  % of  the  population  classified 
as  rural 

These  socio-economic  conditions  are  generally 
representative  of  the  coastal  and  low  country 
areas  of  this  State.  Data  have  shown  that  the 
characteristics  listed  above  are  typical  of 
those  regions  which  have  the  highest  inci- 
dence of  intestinal  parasites  in  South  Carolina. 
Procedure 

In  order  to  establish  the  incidence  of  in- 
testinal parasites,  an  initial  spot  survey  must 
be  conducted.  The  greatest  number  of  in- 
dividuals can  be  reached  with  the  least  cost 
by  surveying  schools  in  Kindergarten  through 
the  fourth  grade,  Day  Care  Centers  and/or 
Head  Start  programs.  It  is  well  documented 
that  the  age  group  covered  in  these  pre-school 
and  elementary  grades  is  most  often  infected 
with  ascaris.11'12  A competent  staff  could 
coordinate  the  original  survey  to  be  carried 
out  at  local  level  by  a nurse  or  field  worker. 
Stool  collections  would  be  made  in  tin  con- 
tainers similar  to  those  presently  used. 

Initially,  fecal  specimens  would  be  ex- 
amined. If  the  spot  survey  data  indicate  over 
20  percent  of  the  children  are  positive,  a 
mass  treatment  program  should  be  carried 
out  in  all  elementary  grades.  If  less  than  20 
percent  are  positive,  an  individualized  treat- 
ment program  could  be  conducted.  The  fig- 
ure 20  percent  was  selected  because  stool 
examination  figures  are  always  lower  than 
the  actual  situation. 
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Piperazine  citrate  syrup  would  be  ad- 
ministered by  a nurse,  under  medical  super- 
vision and  with  parental  consent.  The  use  of 
piperazine,  well  established  as  die  safest  and 
most  effective  anthelmintic  for  ascaris,  is 
contraindicated  for  individuals  with  a history 
of  neurologic  disorders  or  epilepsy.13  A single 
dose  regime  is  most  feasible  for  public  health 
purposes  for  many  reasons,  but  frequently 
does  not  remove  all  the  worms  present.  A 
slightly  higher  dosage  (Table  II)  is  generally 
recommended  for  single  dose  therapy.  Pre- 
vious studies  found  one  day  treatments 
effective.14  When  mass  treatments  are  ad- 
ministered, a blank  “self  test”  form  would  be 
handed  to  each  individual  at  the  time  he  is 
administered  the  deworming  syrup.  This  per- 
mits the  individual  or  his  parent  or  guardian 
to  confidentially  inform  the  nurse  if  he 
passed  worms  when  the  self  test  sheets  are 
returned  a few  days  later  to  the  teacher. 
Those  sheets  which  state  that  an  individual 
passed  worms  would  show  which  families 
need  the  follow-up  phase. 

Involvement  of  the  Entire  Famihj 

Each  member  of  those  families  having  a 
child  harboring  ascaris  should  be  treated 
with  piperazine  citrate  syrup.  If  one  child 
has  ascaris  in  a family,  there  is  a strong 
possibility  that  other  members  of  the  family 
will  also  be  infested.  This  follow-up  would 
be  carried  out  by  nurses  and  aides  according 
to  a two-step  plan.  Initially,  the  parents  of 
infested  children  would  be  asked  to  attend 
one  of  a series  of  community  ascaris  clinics 
to  be  held  during  specific  horns  at  the 
various  schools  or  health  clinics  on  a rotating 
basis.  As  a second  step  home  visits  would  be 
made  by  nurses  or  others  authorized  to  treat 
by  the  physician  in  charge.  If  there  are  small 
neighborhood  groups  of  homes  in  a particular 
area,  it  would  be  practical  to  treat  all  chil- 
dren residing  in  adjacent  homes  at  the  same 
time,  due  to  the  fact  that  soil  in  that  area  is 
likely  to  be  contaminated.  Personnel  involved 
in  the  outreach  treatment  program  for  fami- 
lies of  infested  children  should  be  encouraged 
to  locate  families  with  pre-school  children  not 
enrolled  in  any  of  the  organizations  sampled 
in  the  original  survey. 


TABLE  II 

DOSAGES  FOR  A SINGLE  TREATMENT 


Adults  and  children  over  12  years  IV2  oz. 
Children  2-12  years  1 oz. 

Children  1-2  years  oz. 

Children  under  1 year  oz. 


Each  5 cc  (1  teaspoonful)  contains  piperazine 
citrate  equivalent  to  500  mg  of  piperazine 
hexahydrate. 

Repetitive  Treatment 

There  have  been  various  approaches  to  the 
use  of  anthelmintics  in  repetitive  doses  to 
control  ascaris  over  a period  of  sufficient 
time  to  allow  for  the  number  of  ova  in  the 
soil  to  be  reduced  to  a level  that  in  turn 
significantly  reduces  the  probability  of  re- 
infection. These  authors  believe  that  retreat- 
ment at  60-day  intervals  for  a period  of  10 
months  of  those  families  found  to  have  chil- 
dren with  positive  ascaris  stools  would  be 
adequate  to  bring  about  eradication  of  ascaris 
in  those  families.  This  would  require  five 
treatments  of  piperazine  citrate  at  single  dose 
levels.  It  is  believed  that  the  single  larger 
dose  (see  Table  II)  given  at  five  different 
times  would  eliminate  parasites  and  control 
reinfection  in  those  families  as  previously 
reported.8'14  The  life  expectancy  of  ascaris 
ova  under  ideal  conditions  is  more  than  one 
year;  however,  there  is  a relatively  rapid 
reduction  in  number  of  ova  in  given  location 
if  the  soil  is  not  reseeded  continuously.  The 
objective  of  this  repetitive  treatment  program 
is  to  prevent  reseeding  of  the  soil  for  a period 
long  enough  to  bring  the  number  of  ova  in 
the  soil  down  to  such  a level  that  chances  of 
reinfection  are  very  small. 

Repetitive  mass  treatments  at  30,  45,  and 
60  day  intervals  have  been  utilized  in  other 
studies.8,14'16  The  45-day  interval  is  the  most 
desirable;  however,  the  cost  and  time  in- 
volved make  the  60-day  interval  somewhat 
more  appealing  to  an  agency  with  limited 
funds  and  personnel.  It  should  be  remem- 
bered, however,  that  the  purpose  of  repetitive 
treatment  is  to  prevent  maturation  of  worms 
to  the  ova  producing  stage  so  that  soil  con- 
tamination cannot  occur.18  The  methods  of 
carrying  out  the  repetitive  treatment  would 
require  the  same  personnel  as  the  initial  treat- 
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One  dose  of  Piperazine  Citrate  Syrup  removed 
the  47  worms  in  this  quart  jar  from  one  five  year 
old  boy. 


ment  program.  Such  a program,  in  conjunc- 
tion with  the  removal  of  viable  ova  from  the 
environment  by  natural  phenomenon,  would 
lead  to  lasting  parasite  control. 

Education 

No  program  of  parasite  control  is  complete 
without  education.  The  University  of  South 
Carolina  Malnutrition  and  Parasite  Project 
conducts  in-service  training  sessions  to 
acquaint  individuals  at  all  levels  with  the 
mode  of  parasite  transmission  and  detrimental 
aspects  of  infestation.  Awareness  created 
through  education  can  be  as  important  as 
treatment  in  parasite  control.  Films,  dis- 
cussions, pamphlets,  and  other  educational 
tools  should  be  utilized  to  bring  to  both  stu- 
dents and  parents  a basic  knowledge  of 
intestinal  parasites. 

Life  Cycle  Interruption 

Short-term  repetitive  treatment  combined 
with  education  lays  the  groundwork  for  in- 
testinal parasite  eradication;  however,  it  does 


little  good  for  an  individual  or  a family  to 
know  that  not  using  the  door  yard  for  a bath- 
room interrupts  the  life  cycle  of  intestinal 
parasites  when  he  actually  has  no  other  place 
for  waste  disposal. 

The  South  Carolina  Code  of  Laws,  1962, 
title  32-8,  section  11,  states  that  any  dwelling 
occupied  for  more  than  two  hours  per  day 
shall  have  an  approved  facility  for  waste 
disposal,  those  approved  being  a city  sewer, 
septic  tank,  or  sanitary  pit  privy.  The  enforce- 
ment of  this  law  is  a responsibility  of  the 
South  Carolina  State  Board  of  Health.  In 
the  demonstration  area  the  county  sanitation 
officer  must  be  encouraged  to  carry  out  the 
stipulations  of  this  law  to  the  extent  possible. 
In  a program  of  parasite  control  positive 
efforts  must  be  made  in  this  area  as  ascariasis 
is  only  one  of  many  potential  hazards  which 
result  from  such  unattended  conditions.  The 
Farmers  Home  Administration  can  assist  in 
arranging  loans. 

Evaluation 

After  10  months  of  treating  infected  in- 
dividuals every  60  days,  a re-survey  should 
be  conducted.  This  re-survey  should  be  con- 
ducted by  the  same  personnel  six  months 
after  the  last  treatment  using  the  same  pro- 
cedures as  those  followed  in  the  initial  survey. 
Comparisons  could  then  be  made  to  deter- 
mine the  efficiency  of  this  program.  A long- 
term evaluation  should  be  made  2 years  after 
the  last  treatment.  This  should  prove  con- 
clusively the  merits  or  weaknesses  of  such  a 
program. 

Future  Considerations 

It  is  true  that  the  presence  of  intestinal 
parasites  in  representative  of  the  living  con- 
ditions of  the  population  which  harbors  them; 
however,  it  is  easier  to  rid  people  of  parasites 
than  it  is  to  raise  their  standard  of  living. 
Most  certainly,  this  is  one  aspect  of  general 
conditions  that  could  be  alleviated. 

It  is  known  that  in  many  cases  diets  of 
lower  income  families  are  marginal  at  best. 
This  should  give  more  incentive  to  treat  those 
having  parasites,  as  recent  studies  have 
shown  the  nutritional  as  well  as  the  physio- 
logical effects  of  both  ascaris  and  trichuris. 
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E,B,i6,i7,i9  Noting  nee(l  be  said  about  estab- 
lished detrimental  effects  of  hookworm. 

It  is  hoped  that  policies  would  be  enacted 
to  require  all  or  randomly  selected  first  grade 
students  within  endemic  areas  of  the  State  to 
submit  a stool  specimen  to  the  State  Board  of 
Health  Laboratories  or  other  qualified  per- 
sonnel. Such  policies  should  be  of  a flexible 
nature  to  allow  the  state  epidemiologist  to 
select  other  areas  of  the  State  for  potential 
parasite  occurrence.  The  selection  of  other 
areas  could  be  random  in  terms  of  county- 
wide areas  or  more  localized  in  terms  of 
specific  schools.  This  type  of  parasite  warn- 
ing system  would  serve  not  only  to  determine 
the  presence  of  intestinal  helminths  in  the 
individual  but  also  to  warn  of  possible  recur- 
rence of  parasites  to  epidemic  proportions  in 
specific  areas  of  the  State. 

After  again  confirming  the  feasibility  of 
this  model  project  and  making  minor  modi- 
fications it  should  be  applied  to  all  counties 
in  the  State  having  an  intestinal  parasite 
problem.  The  contents  of  this  publication 
were  discussed  at  a meeting  with  the  South 
Carolina  State  Health  Officer  and  several 


members  of  the  South  Carolina  State  Board 
of  Health  on  September  21,  1971.  It  is  antici- 
pated that  positive  action  will  result  from  this 
conference,  and  that  whatever  modifications 
are  necessary  for  a specific  area  may  be 
carried  out  in  several  counties  of  Southeastern 
United  States. 

Summary 

23.3  percent  of  6358  children  from  Head 
Start  and  similar  groups  were  found  to  be 
harboring  roundworms,  (ascaris).  The  chil- 
dren are  located  in  25  different  South  Carolina 
counties.  These  data  are  not  intended  to 
represent  the  entire  population,  but  rather 
provide  information  on  the  magnitude  of  the 
problem. 

A method  for  the  control  of  ascaris  is  pre- 
sented and  includes  the  following:  (1)  spot 
stool  analysis  to  evaluate  the  problem  in  an 
area,  (2)  individualized  or  mass  repetitive 
treatments  to  outlast  the  high  ova  concentra- 
tions in  the  soil,  (3)  encouragement  of  the 
enforcement  of  presently  existing  laws  con- 
cerning waste  disposal,  and  (4)  education  of 
the  population  about  the  methods  of  parasite 
transmission. 
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A CLINICAL,  STATISTICAL  & EXPERIMENTAL  STUDY 
ON  CIGARETTE  SMOKING  & HEALTH 

(Limited  to  Respiratory  & Circulatory  Systems) 


HERBERT  R.  STENDER,  III* 


Lung  cancer  is  one  of  the  most  dangerous 
carcinomas,  as  it  is  a small  tumor  capable  of 
infiltrating  nearby  tissues  and  is  capable  of 
spreading  throughout  the  entire  body  via 
lymphatic  and  vascular  channels.  It  is  often 
incurable  when  first  discovered.  In  1968  lung 
cancer  was  the  cause  of  death  in  64,000  people 
in  the  United  States. 

A carcinogenic  substance  is  defined  as  an 
agent  which  can  cause  cancer,  i.e.,  an  agent 
which  is  capable  of  permeating  into  the  cell 
nucleus  and  chemically  changing  the  struc- 
ture of  the  DNA.  As  a result  of  this,  ( 1 ) the 
cell  reproduces  at  an  uncontrolled  and  un- 
restrained rate,  and,  (2)  the  new  cells  formed 
are  abnormal  in  both  structure  and  function. 
It  has  been  found  that  pyrolysis  of  tobacco 
will  harm  new  polycyclic  compounds  of  estab- 
lished carcinogenic  nature.  So  far,  seven  of 
these  carcinogenic  hydrocarbons  have  been 
isolated  from  tobacco  smoke.  They  are:  benzo 
(a)  pyrene,  dibenzo  (a,i)  pyrene,  dibenzo 
(a,h)  anthracene,  benzo  (c)  phenanthrene, 
dibenz  (a,j)  acridine,  dibenz  (a,h)  acridine, 
and  7-H-dibenzo  (c,g)  carbazole. 

In  addition  to  the  presence  of  carcinogenic 
agents  in  the  lungs,  the  cigarette  smoker  has 


EDITOR’S  NOTE: 

This  is  an  abstract  of  a thesis  clone  by  Mr.  Herbert 
R.  Stender,  III  during  his  senior  year  at  Porter-Gaud 
School  in  Charleston.  It  was  brought  to  the  attention 
of  the  Editor  and  abstracted  by  Dr.  R.  Randolph 
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an  added  danger  of  contracting  lung  cancer 
the  irritants  in  tobacco  smoke  (hydrogen  sul- 
fide, ammonia,  acetone,  methanol,  formalde- 
hyde, methyl  ethyl  ketone,  acetaldehyde,  and 
acrolein,  just  to  name  a few)  induce  the 
necessary  “promoting”  effect  which  causes 
proliferation  of  neoplastic  cells.  Thus  the 
effect  and  the  threat  of  developing  lung  can- 
cer are  double  for  the  cigarette  smoker,  and 
the  number  of  cigarettes  smoked  is  directly 
proportional  to  the  amount  of  carcinogens 
present  in  the  lungs  and  the  irritation  pro- 
duced by  the  smoke. 

Interest  in  hydrocarbon  carcinogenesis  has 
been  reawakened  and  stimulated  in  recent 
years  by  finding  carcinogens  in  cigarette 
smoke.  The  possible  relation  of  inhalation  of 
these  substances  to  development  of  lung 
cancer  has  been  extensively  reviewed  and  it  is 
not  yet  clear  whether  cigarette  smoke  is 
functioning  as  a primary  carciongen  or  as  an 
irritant  and  promoting  agent.  A precise  role 
for  cigarette  smoke  in  carcinogenesis  remains 
to  be  established. 

Acute  bronchitis  is  an  acute  inflammation 
of  the  trachea  and  bronchial  tree  which  has 
many  different  causes.  Most  commonly  it  is  an 
infectious  disease  of  virus  origin,  but  it  may 
also  be  caused  by  various  bacteria  and  fungi. 
Some  cases  are  allergic  in  origin  and  others 
are  caused  by  physical  and  chemical  irritants 
such  as  fog,  smog,  dust,  industrial  gases,  and 
tobacco  smoke.  It  is  usually  a self-limited  dis- 
ease and  the  resolution  is  complete  with  a 
return  to  normal  structure  and  function. 
Chronic  bronchitis  is  associated  with  chronic 
inflammatory  changes  in  the  mucous  mem- 
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brane  and  die  deep  bronchial  structures, 
giving  rise  to  fibrosis  and  atrophy. 

What  is  the  relationship  between  cigarette 
smoking  and  bronchitis?  ( 1 ) The  nicotine  in 
tobacco  smoke  is  capable  of  paralyzing  the 
cilia,  thus  hindering  mucus  expulsion  from 
the  bronchial  tree.  Continued  smoking  is 
capable  of  destroying  the  ciliated  epithelium 
altogether.  (2)  The  irritants  in  tobacco  smoke 
stimulate  the  mucous  glands  to  secrete  more 
mucous  than  is  normal.  Continued  smoking, 
therefore,  gives  rise  to  hypersecretion  of 
mucous.  These  effects  of  tobacco  smoke  on 
the  bronchial  mucosa  give  strong  reason  to 
believe  that  the  smoking  habit  may  be  a 
primary  cause  for  acute  bronchitis,  and  that 
continued  smoking  over  a long  period  of  time 
may  cause  chronic  bronchitis. 

Emphysema  is  an  alteration  of  the  lung 
characterized  by  an  abnormal  enlargement  of 
the  air  spaces  distal  to  the  terminal  bronchiole, 
accompanied  by  destruction  of  the  alveolar 
walls.  Chronic  bronchitis  and  emphysema 
frequently  coexist,  although  the  diseases  can 
develop  independently. 

The  partial  obstruction  of  bronchi  and 
bronchioles  resulting  from  chronic  bronchitis 
causes  entrapment  of  air  distally,  distention  of 
the  alveoli  and  subsequently  contributes  to 
the  progression  of  emphysema.  It  is  believed 
that  cigarette  smoking  may  be  a factor  in  the 
development  of  this  disease,  in  that  it  usually 
develops  as  a secondary  disorder  from  chronic 
bronchitis.  Therefore,  any  cause  of  chronic 
bronchitis  may  well  be  considered  as  a cause 
of  emphysema  as  the  two  diseases  coexist  so 
frequently.  Keeping  this  in  mind,  remember 
that  cigarette  smoking  is  one  of  the  most 
important  causes  of  chronic  bronchitis.  There- 
fore, a relationship  exists  between  emphysema 
and  cigarette  smoking,  but  it  has  not  been 
established  that  the  relationship  is  causal. 

Cardiovascular  diseases  are  the  leading 
cause  of  death  in  the  United  States;  more  than 
700,000  people  died  of  these  diseases  in  1969. 
Of  these,  more  than  500,000  were  due  to 


arteriosclerotic  heart  disease.  The  relationship 
between  cigarette  smoking  and  cardiovascular 
disease  is  a subject  of  much  debate;  and  it  is 
believed  by  many  cardiologists  that  this  re- 
lationship is  causal.  There  are,  however,  mul- 
tiple personal  and  environmental  factors  other 
than  tobacco  which  have  a role  in  coronary 
disease. 

Nicotine  may  well  be  a contributing  factor 
to  hypertension.  It  disturbs  the  delicate  neuro- 
chemical systems  and  causes  spasms  of  the 
muscles  in  the  arterioles.  A smoker  who 
inhales  usually  absorbs  1-2  mg  of  nicotine 
from  a cigarette  directly  into  his  blood.  Low 
concentrations  of  nicotine  stimulate  the  sym- 
pathetic ganglia  resulting  in  vasoconstriction. 
The  result  is  an  increase  in  blood  pressure 
and  heart  rate.  Nicotine  directly  affects  the 
coronary  arteries  by  causing  vasoconstriction 
thus  depriving  the  heart  muscle  of  its  poten- 
tial blood  supply. 

Despite  world-wide  research  in  the  genesis 
of  arteriosclerosis,  its  cause  remains  unknown. 
One  of  the  many  theories  relevant  to  arterio- 
sclerosis accentuates  the  relationship  between 
the  disorder  and  hypertension.  If  cigarette 
smoking  is  one  of  the  factors  that  may  play  a 
part  in  hypertension,  it  may  well  contribute  to 
arteriosclerosis  on  this  basis. 

The  lipid  theories  are  indisputably  most 
widely  favored  as  holding  the  key  to  the  gene- 
sis of  arteriosclerosis.  The  concentration  of 
serum  cholesterol  has  been  found  to  be 
slightly  higher  in  smokers  than  in  non- 
smokers.  Although  nothing  has  been  proven 
in  this  regard,  there  is  mounting  evidence 
that  cigarette  smoking  adversely  affects  the 
heart  and  blood  vessels.  It  is  believed  that  if 
smoking  plays  any  part  in  the  causation  of 
cardiovascular  disease,  it  is  only  one  of  many 
factors.  Much  more  knowledge  is  necessary 
before  any  conclusions  can  be  reached  con- 
cerning relationships  between  smoking  and 
increased  death  rates  from  coronary  artery 
disease. 
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Foundation  For  Medical  Care 

By  the  time  these  lines  are  read  the  South  Carolina  Medical  Association  will  have  em- 
barked on  a new  venture.  We  have  already  organized  and  obtained  a Charter  for  a Founda- 
tion for  Medical  Care  authorized  by  the  House  of  Delegates  and  Council.  The  Foundation 
will  have  joined  with  the  State  Board  of  Health,  at  the  request  of  the  Governor,  in  applying 
for  monies  to  investigate  the  feasibility  of  organizing  a Health  Maintenance  Organization 
(HMO)  to  cover  the  many  thousands  of  state  employees. 

I have  asked  our  Executive  Secretary,  Jack  Meadors,  to  recapitulate  the  history  of  this 
undertaking  and  give  us  his  ideas  as  to  where  we  are  going  and  what  we  must  do  now  to  assure 
a successful  operation.  Your  officers  hope  every  member  will  consider,  carefully  and  favorably, 
joining  the  Foundation  and  thus  cooperate  with  your  colleagues  in  making  it  an  effective 
instrument  in  dealing  with  whatever  problems  lie  ahead. 

We  are  indebted  to  Jack  Meadors  for  the  following  historical  background. 

J.  P.  Booker,  M.  D. 

Very  prominent  in  the  discussion  of  impending  changes  in  the  rendition  of  medical  care  in 
the  past  year  have  been  the  expressions  “Foundation  for  Medical  Care”  or  “Medical  Care  Foun- 
dation.” State  and  county  medical  societies  have  for  many  years  formed  and  maintained  foun- 
dations for  various  purposes.  Generally,  these  involved  various  types  of  investments  of  trust 
funds  for  expenditures  on  a non-profit  basis,  in  carrying  out  objectives  and  purposes  of  the 
parent  medical  organization. 

The  first  of  the  modem  Foundations  for  Medical  Care  was  formed  in  California  about  the 
year  1954,  as  a creation  of  the  San  Joaquin  County  Medical  Society.  Its  main  purpose  was  to 
oppose,  or  at  least  offer  an  alternative  to,  the  plan  of  the  Kaiser-Permanente  Foundation.  The 
San  Joaquin  organization  w'as  only  the  first  of  a number  which  were  formed  in  several  coun- 
ties in  California,  and  wathin  the  past  two  or  three  years  the  idea  and  movement  have  rapidly 
spread  to  almost  every  part  of  the  United  States,  including  Hawaii.  The  structures,  method  of 
organization,  and  manner  of  operation  vary  greatly,  from  the  assumption  of  total  responsibility 
for  the  medical  and  hospital  care  of  the  subscribers  to  the  foundation  plan,  through  procuring 
the  insurance  coverage,  review  of  all  claims  and  actual  payment  and  drawing  of  the  checks,  as 
is  done  by  the  San  Joaquin  group,  to  Foundations  which  chiefly  furnish  peer  review  mecha- 
nisms for  the  benefit  of  their  members  and  subscribers. 

A three-day  conference  was  held  in  Charleston  last  spring,  involving  representation  from 
some  sixteen  states  and  a number  of  counties  within  the  southeastern  region.  The  leaders  and 
panelists  were  officials,  both  physicians  and  laymen,  w7ho  had  been  and  are  prominent  in  the 
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California  Foundations,  and  there  were  representatives  from  HEW.  Officers,  Councilors  and 
active  members  of  our  State  Medical  Association  were  present  and  entered  into  the  discussions. 
Following  this,  at  a meeting  on  May  2nd  in  Columbia,  the  Council  endorsed  the  Foundation 
concept  for  our  State  organization,  and  recommended  it  for  approval  to  the  House  of  Dele- 
gates. A special  session  of  the  House  was  provided  for  at  Myrtle  Beach,  and  held  on  Sunday 
evening.  May  9th,  prior  to  the  official  opening  of  die  House.  The  session  was  designed  and 
arranged  solely  for  informative  and  educational  purposes.  A majority  of  the  members  were 
present,  and  a number  took  part  in  the  discussion.  Panelists  included  Dr.  Harold  P.  Hope, 
Chairman  of  Council;  Dr.  John  C.  Hawk,  Jr.,  AMA  Delegate  and  Councilor;  Dr.  Michael  Pat- 
ton, Chairman  of  the  Association’s  Peer  Review  Committee;  and  your  Executive  Secretary.  At 
an  ensuing  regular  session  of  the  House  of  Delegates,  the  Chairman  of  Council  delivered  the 
report  and  recommendation  from  that  body,  that  the  House  approve  the  Foundation  concept 
and  authorize  the  Association  to  proceed.  After  some  discussion,  the  motion  was  adopted  by 
the  House  and  the  Foundation  idea  was  approved.  It  then  went  to  Council  for  further  study 
and  implementation. 

A committee  to  which  the  subject  was  referred  reported  in  some  detail,  and  at  a special 
meeting  called  for  the  purpose  on  September  15th,  Council  approved  the  specific  guidelines 
and  proposed  By-Laws,  and  authorized  the  incorporation  of  the  South  Carolina  Medical  Care 
Foundation  as  a non-profit  organization.  Charter  was  obtained  from  the  Secretary  of  State  on 
October  5th. 

Under  the  By-Laws  as  adopted,  the  Foundation  is  actually  an  alter  ego  of  the  SCMA.  Its 
Board  of  Directors  is  now  and  will  continue  to  be  the  officials  and  voting  members  of  Council. 
The  officers  will  be  elected  from  this  group,  and  by  the  members  of  the  Board.  The  general 
activities  in  which  the  Foundation  is  authorized  to  engage  are  revealed  in  the  general  statement 
of  its  purpose,  included  in  the  Charter,  and  reading  as  follows: 

“The  purpose  of  the  Corporation  is  to  promote,  develop  and  encourage  the  distribution 
of  medical  services  by  its  members  to  the  people  of  South  Carolina  and  adjacent  areas,  at  a 
cost  reasonable  to  both  patients  and  physicians;  to  contract  with  public  or  private  institutions, 
organizations  and  government  agencies  for  the  purpose  of  carrying  out  such  purposes,  with 
the  right  to  receive  financial  aid  or  remuneration  from  such  agencies,  organizations  or  institu- 
tions to  defray  the  expense  of  services  rendered  in  effecting  such  purposes;  to  preserve  unto 
its  members,  the  medical  profession  at  large,  and  the  public,  freedom  of  choice  of  both  physi- 
cian and  patient;  to  guard  and  preserve  the  physician-patient  relationship;  to  protect  the  public 
health;  to  work  and  study  in  cooperation  with  medical  care  plans,  in  order  to  promote  the  above 
purposes;  to  work  with,  and  provide  information  to  the  public  as  to  the  reasonable  cost  of  ade- 
quate medical  care;  and  to  do  such  things  and  hold  such  property,  including  real  estate,  as  may 
be  necessary  or  incident  to  the  foregoing.” 

At  the  outset,  it  has  been  and  still  is  the  general  understanding  and  agreement  among  the 
members  of  Council  and  others  who  have  been  active  in  this  connection,  that  the  Foundation’s 
activities  will  be  confined  primarily  to  such  matters  as  peer  review  and  further  study  of  the 
rapidly  developing  proposals  for  changes  in  the  methods  of  rendering  medical  care.  Any 
material  extension  or  addition  to  these  activities  will  be  presented  to  the  House  of  Delegates 
of  the  Association  in  a regular  or  special  meeting  before  they  are  put  into  effect.  At  present, 
however,  the  Foundation  is  merely  a corporate  structure,  with  the  authority  and  mechanism, 
but  not  the  means,  to  carry  its  purposes  and  objectives  into  effect.  In  order  for  it  to  be  in  posi- 
tion to  do  this,  it  must  acquire  the  individual  acquiescence  and  voluntary  cooperation  of  a suffi- 
cient number  of  physicians  throughout  the  state  to  deliver  the  type  of  services  and  activity  for 
which  the  Foundation  is  authorized.  Consequently,  your  Association  is  now  engaged  in  the  effort 
to  acquire  members  in  the  organization.  Membership  will  not  be  automatic.  Members  of  the 
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Association  will  become  members  of  the  Foundation  only  upon  application,  which  will  include 
an  expression  of  their  interest  and  desire  to  become  a member,  together  with  agreement  to 
assume  the  obligation  to  share  the  responsibility  in  carrying  out  the  Foundation’s  purposes. 
Membership  in  the  Foundation  will  not  be  confined  to  members  of  SCMA.  It  will  be  open  to 
all  licensed  physicians  in  South  Carolina.  Cooperative  membership  will  be  available  also  to 
licensed  osteopaths  and  licensed  dentists  in  the  state.  All  of  this  is  necessary  if  the  Foundation 
is  to  be  in  position  to  present  to  the  government  or  any  other  agency  a comprehensive  health 
care  package. 

What  has  just  been  said  is  perhaps  the  most  direct  and  complete  answer  to  a question 
which  will  naturally  arise  in  the  minds  of  many;  i.e.,  if  the  Foundation  is  to  be  controlled  and 
officered  and  is  the  Association’s  alter  ego,  why  is  a separate  organization  necessary? 

There  may  be  members  of  SCMA  who,  for  one  reason  or  another,  do  not  agree  with  the 
Foundation  concept,  and  who  do  not  wish  to  become  affiliated  with  it.  They  are  entitled  to  their 
views,  and  should  not  be  expected  to  participate  in  the  Foundation  simply  because  they  are 
members  of  the  Association.  There  are  those  who  feel  that  the  Association  should  continue  in 
the  role  that  it  has  occupied  in  the  past,  confining  itself  principally  to  maintenance  of  good 
relationships  among  its  members,  promoting  the  interests  of  the  medical  profession,  and  the 
preservation  of  ethical  and  professional  standards.  Your  Association  will  continue  to  remain  the 
organization  equipped  and  prepared  to  carry  out  these  objectives. 

A majority  of  the  House  of  Delegates,  however,  a majority  of  the  Council,  and  the  officials 
of  SCMA  feel  that  the  time  has  arrived  when  it  is  essential  that  the  profession  in  the  state  recog- 
nize the  facts  of  life  in  this  changing  world.  They  seek  to  provide  the  mechanism  necessary  to 
participate  in  the  changes  which  may  be  imminent  in  whatever  legislation  may  be  adopted  by 
Congress  in  the  near  future,  affecting  the  health  care  delivery  system  in  the  United  States  and 
in  South  Carolina.  This  is  the  purpose  in  the  creation  of  the  Foundation,  and  was  the  intention 
of  your  officers  in  promoting  it. 

Already,  and  far  earlier  than  anyone  had  expected,  an  opportunity  has  arisen  for  the  doc- 
tors, acting  through  die  Foundation,  to  take  an  important  part  in  the  development  of  an  activ- 
ity by  the  State  government.  At  die  request  of  Governor  West,  the  State  Department  of  Health 
took  steps  in  the  latter  part  of  October  to  file  application  for  a federal  grant  of  $25,000.00,  to 
study  the  feasibility  of  setting  up  a Health  Maintenance  Organizadon  (HMO),  primarily  for 
the  purpose  of  providing  medical  and  hospital  care  to  the  33,000  state  employees.  Officials  of 
the  Foundation,  as  authorized  by  its  Board  of  Directors,  had  the  opportunity  to  study  the  ap- 
plication fully,  recommend  and  have  adopted  certain  changes,  and  then  endorsed  die  action. 
They  will  continue  to  be  closely  involved,  therefore,  in  further  developments  in  this  connection. 


Suggestions  for  Gifts 

The  Committee  on  Historical  Medicine  of  the  South  Carolina  Medical  Association 
reminds  you  that  a limited  number  of  first  editions  of  Volumes  1 and  2 of  A History  of 
Medicine  in  South  Carolina  by  Joseph  I.  Waring,  M.D.  are  still  available.  Volume  1 covers 
the  period  from  1670  to  1825  and  volume  2 from  1825  to  1900.  The  books  can  be  obtained 
at  your  local  dealer  or  from  us. 

South  Carolina  Medical  Association 

Attention:  J.  I.  Waring,  M.D. 

80  Barre  Street 

Charleston,  South  Carolina  29401 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Many  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


wedding  belle 


It’s  all  very  well  to  counsel  patience  in  diarrhea 
patients.  There  are  times  when  relief  of  symptoms 
can’t  come  too  soon. 

X-ray  studies1  in  16  normal  subjects  showed  just  how 
promptly  the  active  ingredient  in  Lomotil  does 
its  work. 

Lomotil  retarded  gastrointestinal  motility  particularly 
during  the  first  three  hours  after  administration. 

It  continued  its  moderating  action  on  the  bowel  for 
at  least  three  hours  more. 

Physicians  prescribe  Lomotil  more  often  than  any 
other  drug  when  the  urgency  for  the  control  of 
diarrhea  is  most  distressing. 

1 . Demeulenaere,  L.:  Action  du  R 1132  sur  le  transit  gastro-intestinal,  Acta  gastroent. 

Belg.  21:674-680  (Sept.-Oct.J  1958. 


Warnings:  Lomotil  should  be  used  with 
caution  in  patients  taking  barbiturates 
and,  if  not  contraindicated,  in  patients 
with  cirrhosis,  advanced  liver  disease  or 
impaired  liver  function. 


TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contain 
Diphenoxylate  hydrochloride  . . .2.5  mg 
(Warning:  may  be  habit-forming) 
Atropine  sulfate 0.025  mg 


Precautions:  Lomotil  is  classified  as  a 
Schedule  V substance  by  Federal  Law  with 
theoretically  possible  addictive  potential 
at  high  dosage:  this  is  not  ordinarily  a 
clinical  problem.  Use  Lomotil  with  con- 
siderable caution  in  patients  receiving  ad- 
dicting drugs.  Recommended  dosages 


should  not  oe  exceeded,  and  medication  pruritus,  restlessness,  abdominal  discom-  Children: 

should  be  kept  out  of  reach  of  children.  fort,  headache,  angioneurotic  edema,  3-6  mo.. . dk  tsp.*  t.i.d.  (3  mg.) 

Signs  of  accidental  overdosage  may  in-  giant  urticaria,  lethargy,  anorexia,  numb-  6-12  mo.. . V2  tsp.  q.i.d.  (4  mg.) 

elude  severe  respiratory  depression, flush-  ness  of  the  extremities,  atropine  effects,  i-2yr ’/2  tsp.  5 times  daily  (5  mg.) 

ing,  lethargy  or  coma,  hypotonic  reflexes,  swelling  of  the  gums,  euphoria,  depression  2-5  yr 1 tsp.  t.i.d.  (6  mg.) 

nystagmus,  pinpoint  pupils,  tachycardia;  and  malaise.  5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

continuous  observation  is  necessary.  The  Overdosage:  The  medication  should  8-12  yr.. . .1  tsp.  5 times  daily  (10  mg.) 

subtherapeutic  amount  of  atropine  sulfate  be  kept  out  of  reach  of  children  since  ac-  Adults:...  .2  tsp.  5 times  daily  (20  mg.) 

is  added  to  discourage  deliberate  over-  Cidental  overdosage  may  cause  severe,  or  2 tablets  q.i.d. 

dosage.  even  fatal,  respiratory  depression.  *Based  on  4 cc.  per  teaspoonful. 

Adverse  Reactions:  Side  effects  re-  Dosage:  The  recommended  average  ini-  Use  of  Lomotil  is  not  recommended  in  infants 

ported  with  Lomotil  therapy  include  nau-  tial  daily  dosages,  given  in  divided  doses  less  tl,an  3 months  of  age. 

sea,  sedation,  dizziness,  vomiting,  until  diarrhea  is  controlled,  are  as  follows:  Maintenance  dosage  may  be  as  low  as  one- 

fourth  the  initial  daily  dosage. 

Manufactured  by  SEARLE  & CO. 
San  Juan,  Puerto  Rico  00936 

For  more  detailed  medical  information  write. 
G.  D.  Searle  & Co.,  Medical  Department, 

P.O.  Box  5110,  Chicago,  Illinois  60680 
Research  in  the  Service  of  Medicine 


m ' l02  mq°*vhphene  hydrochloride  ca  JjA 


^ Phe^cer  and  32.4 


Additional  information  available  to  the.  profess 

£li  Lilly  ar.d  Company  • Indianapofis, 
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Editorial 


There  continues  to  be  a great  deal  of  inter- 
est expressed  within  the  state  regarding  the 
establishment  of  a second  medical  school.  The 
interest  continues  to  be  both  for  and  against 
the  establishment  of  such  a new  institution, 
and  there  does  appear  to  be  a rather  marked 
disparity  in  the  viewpoints  regarding  cost, 
need,  and  other  factors.  Dr.  William  M. 
McCord,  President  of  the  Medical  University 
of  South  Carolina,  has  expressed  the  follow- 
ing comments  representing  his  viewpoint, 
which  is  somewhat  different  from  that  ex- 
pressed by  Dr.  Donald  Saunders  in  last 
month’s  editorial  section. 


A Second  Medical  School 
William  M.  McCord,  M.D.,  Ph.D. 

It  is  with  some  reluctance  that  we  accept 
the  invitation  to  comment  upon  the  need  for 
a second  medical  school  in  the  State  of  South 
Carolina.  The  issue  is  fraught  with  emotion 
and  bias  will  be  charged  against  any  state- 
ments we  make.  It  is  hoped,  most  fervently, 
that  this  issue  does  not  produce  a schism  in 
the  medical  fraternity  in  the  state. 

Medical  Education  changed  drastically  in 
the  early  1900’s  primarily  as  a result  of  the 
Flexner  report.  In  the  late  1960’s  it  became 
apparent  that  change  was  again  imminent 
and  thus  the  Carnegie  Report.  Very  briefly— 
too  briefly  perhaps— the  Carnegie  Report  sug- 
gests (for  Medical  Education)  a shorter 
period  of  study,  the  admission  of  more  stu- 
dents, the  development  of  health  centers,  the 
delivery  of  health  care  by  the  health  centers, 
subsidy  of  medical  students,  the  training  of 
physicians  assistants,  recruitment  of  more 
women  and  minority  group  students,  curricu- 
lum reforms,  nine  specific  university  health 
science  centers,  a changing  role  of  health 
education,  satellite  health  centers  and  “one 
hundred  and  twenty-six  new  are  health  ed- 
ucation centers,  to  be  located  on  the  basis  of 
careful  regional  planning. 


With  the  above  in  mind,  it  becomes 
obvious  that  the  classical  conception  of  “a 
medical  school”  no  longer  applies.  At  present 
we  are  attempting  to  stay  in  the  “main 
stream”  of  medical  education  philosophy 
without  grasping  the  new  too  soon  nor  yet 
putting  off  the  old  too  long. 

Presently  we  are  accepting  all  qualified 
applicants  from  South  Carolina.  We  are  de- 
veloping, as  rapidly  as  possible,  a regional 
(State)  health  center  plan  for  medical  ed- 
ucation to  involve  all  areas  of  the  State.  We 
have  developed  paramedical  education,  we 
have  reformed  our  curriculum,  we  have  cut 
training  time  for  those  qualified,  but  we  still 
have  much  to  do,  which  is  going  to  cost 
money  — much  money. 

A medical  school  in  this  day  and  age  is 
no  longer  the  medical  school  of  twenty  or 
thirty  years  ago  — or  even  of  five  years  ago. 
A medical  school  now  is  the  foundation  and 
substructure  of  the  entire  health  education 
complex.  In  1912  the  medical  schools  moved 
into  the  universities.  The  trend  now  is  for 
the  medical  school  to  move  out  of  the 
university  and  to  become  a health  university 
in  its  own  right.  A university  cannot  itself 
support  a superimposed  health  university 
on  the  basic  university  budget. 

We  suggest  the  Medical  University  receive 
full  support  and  that  basic  education  be 
radically  improved  before  a hundred  million 
dollars  (yes,  one  hundred  million  dollars ) is 
committed  for  a second  school. 
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ABSTRACT  OF  THE  MINUTES 


HOUSE  OF  DELEGATES 
SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
ONE  HUNDRED  TWENTY-THIRD  ANNUAL  SESSION 

CONVENTION  CENTER 

May  10,  12,  1971  Myrtle  Beach,  S.  C. 

BEN  N.  MILLER,  M.  D.,  Presiding 


The  Chair  called  the  meeting  to  order  and 
the  Invocation  was  given  by  the  Reverend 
Murphy  Williams.  Dr.  Malcolm  L.  Marion, 
Chairman  of  Credentials,  announced  that  a 
quorum  of  94  was  present.  Mrs.  Thomas 
Parker,  President  of  the  Woman’s  Auxiliary, 
was  introduced,  along  with  her  guests  Mrs. 
Bill  Turner  from  Greenwood,  President-Elect, 
Mrs.  George  C.  Smith  of  Florence,  Treasurer, 
and  Mrs.  R.  C.  L.  Robertson  of  Houston, 
Texas,  the  National  Auxiliary  President.  After 
a short  report  from  Mrs.  Parker,  Mrs.  Robert- 
son made  a plea  for  an  increased  membership 
in  the  Auxiliary. 

Dr.  John  Booker,  President-Elect  was  intro- 
duced and  the  Reference  Committees  were 
announced.  The  following  resolutions  were 
then  presented: 

May  10,  1971  — Monday 

THE  CHAIR:  Gentlemen,  will  the  123rd 
Session  of  the  South  Carolina  Medical  Asso- 
ciation please  come  to  order.  (The  Invoca- 
tion was  given  by  the  Reverend  Murphy 
Williams. ) 

Dr.  Albert  E.  Cremer,  President,  Columbia 
Medical  Society:  In  the  interest  of  time,  I am 
going  to  read  these  Resolutions  from  the 
Columbia  Medical  Society  and  I want  to  say 
that  I am  A1  Cremer,  President  of  the  Colum- 
bia Medical  Society,  and  I am  here  as  Chair- 
man of  my  delegation  to  present  the  Resolu- 
tions passed  by  our  Executive  Committee  in 
a vast  majority  vote  — 99%  of  110  members 
of  our  Society  present  at  a regular  business 
meeting.  I would  like  to  preface  my  remarks 
by  saying  that  we  are  not  being  vindictive 
nor  do  we  subscribe  to  a personal  vendetta.  In 
fact,  many  of  the  gentlemen  involved  in  our 


far-reaching  Resolutions  are  — or  I should  say 
were  — personal  friends  of  mine.  The  follow- 
ing events  are  the  necessary  facts  and  needed 
information  to  bring  into  proper  focus  the 
reasons  for  these  Resolutions.  I was  a delegate 
to  this  august  body  for  the  past  five  years  and 
in  May,  1970,  at  the  South  Carolina  Medical 
Association  meeting  of  Blue  Shield,  no  men- 
tion was  made  of  a 4.3  million  dollar  new 
construction  — incidentally,  negotiated  con- 
tract — and  to  be  paid  out  of  funds  available 
without  borrowing  a cent.  No  mention  was 
made  of  organizing  Companion  Life  Insur- 
ance Company  to  be  a subsidiary  of  Blue 
Shield,  primarily  to  sell  life  insurance  to  Blue 
Shield  policyholders  and  to  be  incorporated 
by  fourteen  selected  stockholders  to  purchase 
stock  at  $2.50  per  share  and  who  legally 
offered  the  Executive  Director  of  Blue  Shield, 
Mr.  William  Sandow,  20,000  shares  at  $.02:% 
a share.  Various  other  stockholders  include 
the  legal  representatives  of  Blue  Cross  - Blue 
Shield  and  the  accounting  firm  of  our  organ- 
ization and  other  various  individuals.  All  of 
the  information  our  Insurance  Committee 
obtained  came  about  originally  by  chance 
from  a local  anesthesiologist,  who  was  in- 
formed of  Companion  Life  Insurance  Com- 
pany. 

To  give  you  a chronological  statement  of 
events  that  occured  is  as  follows: 

In  January,  1971,  the  Chairman  of  our 
Insurance  Committee  called  his  committee 
to  discuss  the  facts  discovered  by  diligent 
investigation  and  statements  recorded  in  the 
State  Insurance  Commissioners  Office. 

On  January  27,  1971,  Dr.  Metropol,  Chair- 
man of  our  Committee,  was  handed  a Blue 
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Cross  - Blue  Shield  brochure  indicating  that 
Blue  Cross  - Blue  Shield  offered  to  sell  life 
insurance  from  Companion  Life,  a private 
stock  company.  Incidentally,  these  brochures 
are  not  now  available  but  we  do  have  a copy 
of  them. 

On  February  1st,  1971,  after  the  informa- 
tion was  discussed  by  our  Insurance  Com- 
mittee, I called  a meeting  of  the  Executive 
Committee  and  our  delegates  to  the  South 
Carolina  Medical  Association  and  following 
a complete  presentation,  the  information  was 
then  turned  over  to  our  Council  representa- 
tive to  be  presented  to  the  Council  of  the 
South  Carolina  Medical  Association  for 
appropriate  action. 

Gentlemen,  let  me  say  at  this  point  that  at 
a regular  meeting  of  our  Society,  at  which 
time  150  members  were  present,  I presented 
the  information  as  outlined.  One  hundred  and 
fifty  indignant  members  wanted  an  im- 
mediate investigation,  legal  representation 
and  many  were  asking  for  a congressional 
investigation.  Since  this  was  a matter  for  this 
body,  no  independent  action  was  taken  by 
the  Columbia  Medical  Society. 

On  the  28th  of  February,  the  first  of  a 
series  of  articles  written  by  Mr.  Hugh  Gibson 
appeared  in  the  News  and  Courier  of  Charles- 
ton. I can  assure  you  that  no  member  of  our 
Society  released  this  information.  Mr.  Gibson 
called  me  on  the  telephone  prior  to  the  first 
article  and  I told  him  to  contact  members  of 
the  Council  of  the  South  Carolina  Medical 
Association  as  the  matter  was  out  of  our 
hands.  I asked  Mr.  Gibson  to  give  me  his 
source  but  he  politely  stated  I wasn’t  much 
help  to  him  so  he  wouldn’t  give  me  his  source. 
Dr.  John  Hawk  then  called  me  shortly  after 
the  first  article  appeared  and  assured  me  that 
he  did  not  give  out  the  information.  This  was 
true,  gentlemen,  because  we  were  the  only 
group  involved.  Incidentally,  Mr.  Gibson’s 
reporting  of  the  facts,  I personally  feel,  was 
quite  accurate.  That,  gentlemen,  is  a brief 
outline  of  the  events  that  took  place  in  the 
Columbia  Medical  Society  which  brings  us 
to  the  following  Resolutions  passed  on  March 
22nd,  at  our  regular  business  meeting,  by  a 
vote  of  90  for  and  1 against. 

The  Resolutions  of  the  Columbia  Medical 


Society  of  Richland  County  are  to  be  pre- 
sented, as  directed,  to  the  House  of  Delegates 
at  the  1971  Annual  Meeting  of  the  South 
Carolina  Medical  Association. 

RESOLUTION 

WHEREAS,  there  is  a critical  shortage  of 
hospital  beds, 

WHEREAS,  because  of  hospital  insurance, 
many  patients  are  forced  to  be  admitted  to 
the  hospital  rather  than  be  treated  as  out- 
patients to  receive  their  insured  benefits, 

THEREFORE  BE  IT  RESOLVED,  that 
the  Society  go  on  record  as  approving  and 
seeking  appropriate  action  through  the  South 
Carolina  Medical  Association  and  through 
the  Legislature  of  South  Carolina  to  require 
health  and  hospital  insurance  companies  to 
provide  for  outpatient  benefits  for  procedures 
which  are  covered  for  inpatients. 

RESOLUTION 

BE  IT  RESOLVED,  that  any  information 
other  than  confidential  patient  information 
should  be  made  readily  available  to  mem- 
bers of  the  Board  of  Directors  of  Blue  Shield 
or  members  of  Council  of  the  South  Carolina 
Medical  Association  upon  request. 

RESOLUTION 

BE  IT  RESOLVED,  that  the  House  of 
Delegates  direct  the  Board  of  Directors  to 
initiate  a complete  audit  of  Blue  Shield  of 
South  Carolina  by  a management  consultant, 
preferably  one  specializing  in  health  and 
hospital  insurance. 

RESOLUTION 

BE  IT  RESOLVED,  that  the  House  of 
Delegates  direct  the  Board  of  Directors  to 
replace  the  present  legal  counsel  and  the 
accounting  firm  to  Blue  Shield  as  expedi- 
tiously as  possible. 

RESOLUTION 

BE  IT  RESOLVED,  that  the  House  of 
Delegates  direct  the  Board  of  Directors  to 
replace  the  present  Executive  Director  of 
Blue  Shield  as  expeditiously  as  possible. 

RESOLUTION ' 

BE  IT  RESOLVED,  that  the  House  of 
Delegates  instruct  the  Board  of  Directors  of 
Blue  Shield  that  if  it  is  deemed  desirable  to 
sell  any  kind  of  insurance  that  Blue  Shield 
be  the  issuing  company  or  set  it  out  to  com- 
petitive bids  to  companies  who  have  no  inter- 
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locking  and  overlapping  interests  or  personnel 
with  Blue  Cross  or  Blue  Shield. 

RESOLUTION 

BE  IT  RESOLVED,  that  the  A.  M.  A.’s 
Second  Edition  Current  Procedural  Terminol- 
ogy (CPT)  with  its  flexible  five  digit  system 
should  be  endorsed  by  the  South  Carolina 
Medical  Association  and  adopted  by  Blue 
Shield. 

Thank  you. 

THE  CHAIR:  The  Columbia  Medical  So- 
ciety’s Resolutions  will  be  referred  to  the 
Reference  Committee  on  Insurance,  Blue 
Cross  - Blue  Shield,  Dr.  Louie  B.  Jenkins, 
Chairman.  Next  Resolution,  please. 

Dr.  Forde  A.  Mclver,  Charleston  County 
Medical  Society:  Mr.  President,  we  have 
some  Resolutions  which  are  similar.  Some  of 
ours  were  reserved  for  presentation  to  the 
House  of  Delegates  sitting  as  the  corporate 
body  of  Blue  Shield.  For  the  record,  I would 
state  that  the  1st  Resolution  of  our  Society  is 
almost  identical  to  the  one  from  Columbia, 
which  states: 

RESOLUTION 

THEREFORE,  BE  IT  RESOLVED,  that 
the  Society  go  on  record  as  approving  and 
seeking  appropriate  action  through  the  South 
Carolina  Medical  Association  to  encourage 
health  and  hospital  insurance  companies  to 
provide  for  outpatient  benefits  for  procedures 
which  are  covered  for  inpatients. 

We  used  the  word  “encourage”  because  we 
recognize  certain  financial  obligations  in  this 
matter,  so  I will  not  present  that  in  any 
further  detail. 

I would  like  to  read  one  other  Resolution, 
if  I may,  from  our  Society  for  presentation, 
specifically,  to  the  House  of  Delegates: 

RESOLUTION 

WHEREAS,  the  Blue  Cross  organization 
of  South  Carolina,  itself  a mutual  insurance 
company,  has  promoted  Companion  Life  In- 
surance Company  and  Alpine  Company  — life 
and  liability  companies  respectively,  and, 

WHEREAS,  in  addition  to  its  original 
function,  the  sale  of  hospital  insurance  to 
subscribers,  it  now  has  the  intent  of  offering 
subscribers  life  and  liability  insurance  as 
well,  and, 

WHEREAS,  this  places  Blue  Cross  in  the 


competitive  market  with  other  companies 
handling  like  insurances,  and 

WHEREAS,  there  is  in  the  mind  of  the 
public  a close  association  of  the  Blue  Cross 
and  Blue  Shield  organizations,  and 

WHEREAS,  such  close  association  actually 
exists,  and, 

WHEREAS,  Blue  Shield  of  South  Carolina 
is  supported  by  the  South  Carolina  Medical 
Association,  and,  therefore,  by  implication 
the  Blue  Shield  and  the  South  Carolina 
Medical  Association  are  enjoined  with  Blue 
Cross  in  this  business  endeavor,  and 

WHEREAS,  it  is  morally  reprehensible 
for  the  profession  of  Medicine  in  South  Caro- 
lina to  involve  itself  in  the  sale  of  life  and 
liability  insurance,  just  as  it  would  be  to  in- 
volve itself  in  the  sale  of  automobiles,  dry- 
goods,  building  materials,  liquor,  etc.,  and 
WHEREAS,  there  is  no  condemnation  of 
Blue  Cross  in  so  far  as  this  is  a potentially 
fruitful  business  venture,  but,  as  a profession 
Medicine  in  South  Carolina  should  not  be 
engaged  in  the  commerical  world,  but  rather, 
must  exercise  its  moral  obligation  totally  to 
the  care  of  patients,  and 

WHEREAS,  Blue  Shield  which  was 
founded  to  furnish  medical  care  to  persons 
of  low  income,  and  for  which  purpose  the 
Federal  Government  is  increasingly  fulfilling 
this  obligation.  Now,  therefore, 

BE  IT  RESOLVED,  that  the  Charleston 
County  Medical  Society  urges  that  the  South 
Carolina  Medical  Association  divorce  itself 
from  active  sponsorship  of  Blue  Shield  in 
South  Carolina. 

THE  CHAIR:  The  Charleston  County  So- 
ciety’s Resolutions  will  be  referred  to  the 
Reference  Committee  on  Insurance,  Blue 
Cross  - Blue  Shield,  Dr.  Jenkins,  Chairman. 

At  this  time  I would  like  to  announce  that 
Dr.  Tucker  Weston  is  going  to  be  the 
parliamentarian  if  I run  into  a snag. 

There  is  one  part  of  the  By-Laws  that  I 
would  like  to  call  to  everyone’s  attention.  I 
think  that  we  are  all  probably  familiar  with 
it  — on  the  last  page  of  the  Constitution  of 
the  South  Carolina  Medical  Association  in 
the  By-Laws  section,  it  says  that  speeches  by 
delegates  on  the  floor  will  be  limited  to  five 
minutes  and  I will  try  to  be  very  strict  on  this 
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because  we  do  have  a lot  of  business  that  has 
to  be  expedited. 

I am  ready  now  for  the  next  Resolution. 

Dr.  James  C.  Hughes , Horry  County  Medi- 
cal Society,  Conway  ( Recognized ):  I believe 
you  will  find  a copy  of  this  Resolution  on 
your  desk. 

RESOLUTION 

RESOLUTION:  TO  IMPROVE  FAMILY 
PLANNING  AND  HEALTH  EDUCATION 
PROPOSED  BY:  HORRY  COUNTY  MEDI- 
CAL SOCIETY 

WHEREAS,  South  Carolina’s  fetal  mortality 
rate  is  the  third  highest  in  the  nation,  and, 
whereas,  high-risk  obstetrical  patients  in  all 
socioeconomic  categories  should  be,  ideally, 
identified  before  they  conceive  and  must  be 
identified  early  in  pregnancy  so  that  they 
may  receive  specialized  care: 

WHEREAS,  South  Carolina  has  had  the 
highest  percentage  of  rejections  by  draft 
boards  for  mental  reasons  of  any  state  in  the 
nation,  and  a growing  number  of  chromosome 
defects  and  metabolic  disorders  can  now  be 
diagnosed  early  in  pregnancy  by  amnio- 
centesis; 

WHEREAS,  we  must  reduce  mental  re- 
tardation and  minimize  the  crippling  physical 
and  emotional  disorders  of  children  and 
adults  and  whereas  our  emphasis  upon 
maternal  and  child  health  must  begin  prior 
to  conception  and  continue  through  child- 
hood, adolescence  and  adulthood,  family 
planning  should  not  ignore  individual  child- 
producing  and  child-rearing  capabilities,  as 
the  most  important  product  of  this  state  is  a 
wanted  child  who  is  well  born  and  healthy; 

WHEREAS,  South  Carolina  has  a ratio  of 
only  5 obstetricians  for  every  100,000  popula- 
tion and  personnel  and  facilities  are  in- 
sufficient in  quantity  to  give  adequate  care 
to  all  women  now  and  in  the  foreseeable 
future; 

BE  IT  RESOLVED  THAT  WE,  THE 
SOUTH  CAROLINA  MEDICAL  ASSOCIA- 
TION, DO  HEREBY  RECOMMEND: 

1.  Encouragement  of  health  centers  for 
comprehensive  health  care  maintenance  and 
for  family  planning  education  in  addition  to 
the  expansion  and  improvement  of  public 
health  clinics. 


2.  Expansion  of  support  for  educational 
and  service  programs  in  family  planning,  in- 
cluding training  of  paramedical  personnel. 

3.  In  recognition  of  the  importance  of  high 
quality  human  reproduction,  support  of  re- 
quired programs  in  our  public  schools  taught 
by  adequately  trained  personnel  as  a separate 
subject  that  include  instructions  in  parent- 
hood and  family  life. 

4.  The  State  Board  of  Health  establish  a 
Family  Protection  Board  to  legally  authorize 
sterilization  procedures  on  males  and  females 
after  proper  medical  evaluation  and  docu- 
mentation of  their  mental  incompetency  has 
been  obtained.  This  board  should  consist  of 
(at  least  one  of)  each  of  the  following:  medi- 
cal doctor,  psychiatrist,  registered  nurse,  at- 
torney, registered  social  worker,  State  Board 
of  Health  representative,  and  a nonprofes- 
sional consumer  — none  of  whom  should  be 
opposed  in  principle  to  sterilization  pro- 
cedures. Adequate  representation  of  races 
and  sexes  shall  be  included  on  this  board. 

THE  CHAIR:  This  Resolution  will  be  re- 
ferred to  Reference  committee  on  Public  and 
Industrial  Health  — the  committee  under  Dr. 
John  Martin.  Are  there  other  Resolutions? 

Dr.  Joseph  F.  Flowers,  Walterboro  ( Recog- 
nized):  I am  Dr.  Joe  Flowers,  Colleton  County 
Medical  Society,  and  I have  three  Resolutions 
to  present. 

RESOLUTION 

WHEREAS,  the  Medicaid  program  in  the 
State  of  South  Carolina  has  been  hampered 
and  many  problems  have  been  had  because  of 
the  prescribing  of  drugs  to  patients  due  to 
the  restricted  formulary  that  is  available  for 
the  welfare  recipients  in  the  state  of  South 
Carolina;  and, 

WHEREAS,  if  any  drug  other  than  that  on 
the  formulary  needs  to  be  used  for  the  pa- 
tient, it  requires  a lot  of  extra  paper  work 
and  a lot  of  time  for  the  patient  to  be  able 
to  obtain  the  drug;  and, 

WHEREAS,  we  believe  that  the  physicians 
in  South  Carolina  should  be  allowed  to  pre- 
scribe for  these  welfare  patients  the  same  as 
they  would  be  allowed  to  prescribe  for  any 
other  patient,  as  we  feel  this  is  a discrimin- 
atory practice  by  the  State  of  South  Carolina 
and  a limitation  imposed  by  the  State  of  South 
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Carolina  on  the  practice  of  medicine  through 
the  welfare  program; 

THEREFORE,  be  it  resolved  that  we  en- 
dorse the  practice  of  the  physician  writing  the 
prescription  he  deems  is  necessary  for  the 
treatment  of  his  patient  under  the  welfare 
program,  as  is  true  in  many  other  states  and 
not  limited  by  any  formularies  selected  arbi- 
trarily by  a few  members  of  the  medical  pro- 
fession and  pharmaceutical  profession  and 
welfare  department  who  greatly  limit  the 
types  of  drugs  and  the  freedom  of  practicing 
physicians  in  the  State  of  South  Carolina. 

RESOLUTION 

WHEREAS,  Rlue  Shield  of  South  Carolina 
is  the  carrier  for  the  Medicare  program  in  the 
state  of  South  Carolina;  and 
WHEREAS,  this  has  been  true  for  several 
years  and  there  has  been  great  controversy 
over  whether  or  not  this  organization  should 
be  the  carrier  of  the  Medicare  program  for  the 
state  of  South  Carolina;  and, 

WHEREAS,  there  is  a move  on  foot  through 
the  use  of  the  insurance  carriers  by  the  De- 
partment of  Health,  Education  and  Welfare 
to  control  physicians’  fees  by  apparently  de- 
creasing the  allowable  charge  submitted  by 
the  physicians  to  an  arbitrary  fee  that  the 
Department  of  Health,  Education  and  Wel- 
fare has  decreed  to  the  insurance  carrier;  and, 
WHEREAS,  Blue  Shield  of  South  Carolina 
is  through  this  mechanism  setting  physicians’ 
fees; 

THEREFORE,  be  it  resolved  that  Blue 
Shield  of  South  Carolina  sever  its  relation 
with  the  Medicare  program  at  the  end  of  this 
fiscal  year. 

THE  CHAIR:  Let  me  assign  the  first  one 
now  — the  first  one  regarding  drugs  to  re- 
cipients of  assistance  will  go  to  Public  and 
Industrial  Health. 

The  second  one  will  go  to  the  Committee 
on  Insurance,  Blue  Cross  - Blue  Shield. 

Dr.  Flowers  ( continuing ): 

WHEREAS,  the  nation  is  growing  further 
and  further  into  a Welfare  state;  and, 
WHEREAS,  the  number  of  recipients  of 
welfare  is  ever  increasing;  and, 

WHEREAS,  There  has  been  no  purposeful 
legislation  previously  submitted  to  discourage 
the  ever  increasing  number  on  the  welfare 


i oils  in  the  state  of  South  Carolina  and 
nationally; 

THEREFORE,  be  it  resolved  that  we  sup- 
port the  present  legislation  now  pending 
before  the  House  of  Representatives  in  the 
state  of  South  Carolina  to  diminish  the  num- 
ber of  welfare  recipients  by  control  of  the 
number  of  illegitimate  births  by  encouraging 
voluntary  sterilization  after  two  such  mistakes. 

THE  CHAIR:  This  Resolution  will  be  refer- 
red to  Legislation  and  Public  Relations  — Dr. 
Dexter  B.  Rogers,  Chairman. 

Dr.  Andreic  H.  Hursey,  Hartsville:  I am 
Dr.  Hursey,  Darlington  County  Medical  So- 
ciety and  would  like  to  propose  these  Resolu- 
tions. 

RESOLUTION 

BE  IT  RESOLVED  that  the  House  of  Dele- 
gates of  the  South  Carolina  Medical  Associa- 
tion urge  the  Department  of  Public  Welfare 
to  amend  its  regulations  concerning  the  ad- 
mitting of  Medicaid  patients  for  nursing  home 
care,  so  that  whether  a patient  shall  receive 
skilled  nursing  care,  intermediate  care  or 
domicilary  care  shall  be  decided  by  the  phy- 
sician of  each  patient,  subject  only  to  review 
by  the  local  utilization  review  committees. 

RESOLUTION 

BE  IT  RESOLVED  by  the  House  of  Dele- 
gates of  the  South  Carolina  Medical  Associa- 
tion that  the  Department  of  Public  Welfare 
be  requested  to  alter  its  regulations  so  as  to 
provide  that  Medicaid  patients  in  nursing 
homes  in  South  Carolina  be  permitted  to 
visit  in  their  homes  with  their  families  and 
to  leave  the  institutions  where  they  are  con- 
fined for  brief  periods  of  time  when  they  are 
physically  and  mentally  able  to  do  so. 

THE  CHAIR:  Will  you  bring  the  Resolu- 
tions forward  to  the  recording  secretary,  and 
these  will  be  referred  to  Committee  on 
Miscellaneous  Business. 

I would  like  to  make  a policy  statement 
regarding  the  actions  of  the  South  Carolina 
Medical  Association.  Resolutions  and  debate 
on  Resolutions  are  not  official  actions  of  this 
body.  Only  action  taken  on  vote  — now  this 
is  to  clarify  with  the  press,  for  at  times,  the 
press  may  be  misinformed.  So  the  policy  that 
we  follow  is  that  of  an  open  forum,  we  pre- 
sent what  we  want  to  present,  we  listen  to 
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debate  which  is  open  and  can  be  in  any 
manner  that  we  want  it  but  the  actions  of 
the  Society  are,  actually,  the  actions  taken  by 
vote  and  the  discussions  does  not  reflect  the 
attitude  of  the  Society. 

Dr.  Rorde  A.  M elver,  Charleston:  Excuse 
me,  is  this  the  time  for  Resolutions  presented 
by  individuals?  I would  like  to  present  a 
Resolution  as  an  individual.  I am  sorry  I did 
not  prepare  this  in  time  to  present  it  to  my 
delegation  from  Charleston  County. 

RESOLUTION 

BE  IT  RESOLVED,  That  Resolutions  to 
be  introduced  at  an  Annual  Meeting  of  the 
House  of  Delegates  of  the  South  Carolina 
Medical  Association  must  be  submitted  to 
the  Secretary  not  less  than  ten  (10)  days 
prior  to  the  Annual  Meeting  at  which  it  is  to 
be  presented;  and  that  should  an  emergency 
situation  require  submission  of  a Resolution 
without  such  notice,  an  affirmative  vote  of 
two-third’s  of  those  members  present  and 
voting  shall  be  required  to  admit  such  a 
Resolution  to  the  House. 

THE  CHAIR:  This  will  be  referred  to  the 
Committee  on  Constitution  and  By-laws. 

Dr.  Winston  Y.  Godwin,  Cheraiv. 

RESOLUTION 

WHEREAS,  the  demand  for  quality  medi- 
cal care  is  increasing  steadily  in  South  Caro- 
lina; and 

WHEREAS,  the  rapid  development  of 
scientific  knowledge  and  new  procedures  is 
increasing  the  field  of  potential  service  by 
members  of  the  medical  profession,  NOW, 
THEREFORE, 

BE  IT  RESOLVED  that  the  House  of 
Delegates  of  the  South  Carolina  Medical 
Association  hereby  endorse  an  Amendment 
of  the  Medical  Practice  Act  to  provide  that 
each  licensed  physician  in  South  Carolina 
spend  at  least  one  ( 1 ) week  in  each  calendar 
year  in  some  type  of  postgraduate  education 
which  may  be  duly  certified  in  order  to 
maintain  his  license  to  practice. 

THE  CHAIR:  Will  you  please  bring  the 
Resolution  forward  and  put  your  name  on  it. 
This  will  go  to  the  Reference  Committee  on 
Legislation  and  Public  Relations,  Dr.  Rogers, 
Chairman. 

Are  there  other  Resolutions? 


Dr.  David  Neville,  Greenwood  County 
Medical  Society:  This  Resolution  has  to  deal 
with  the  public  relations  aspect  of  mis- 
conceived charges  that  has  been  a great  con- 
cern to  all  of  us  — the  allowable  benefits  and 
those  that  are  actually  paid  on  the  part  of 
Medicare. 

RESOLUTION 

WHEREAS,  there  is  increasing  protection 
to  the  public  against  untrue  or  fraudulent 
claims  through  truth  in  lending,  truth  in 
packaging,  and  truth  in  advertising  legisla- 
tion; and 

WHEREAS,  the  medical  profession  is  to  be 
increasingly  brought  under  Peer  Review  with 
regard  to  quality,  necessity,  and  appropriate- 
ness of  medical  care;  and 

WHEREAS,  present  Medicare  practices 
have  abused  truth  in  advertising  by  leading 
the  elderly  of  this  country  to  believe  that 
80  percent  of  their  physicians’  fees  after  a 
deductable  would  be  paid  in  benefits  wherein 
80  percent  of  a clandestine  “allowable  fee” 
schedule  is  actually  paid,  and  further  the 
administrators  of  Medicare  have  indicated  to 
the  public  that  the  increasing  cost  of  Part  B 
Medicare  coverage  is  due  to  increasing  phy- 
sicians’ fees  wherein  such  fees  as  paid  by 
Medicare  have  actually  been  decreased; 

BE  IT  RESOLVED  that  the  South  Carolina 
Medical  Association  go  on  record  as  con- 
demning these  misleading  practices  of  the 
Department  of  Health,  Education  and  Wel- 
fare which  result  in  confusion  to  the  elderly 
and  withholding  of  their  benefits,  and  that 
such  administrators  be  further  condemned 
for  trying  to  shift  such  responsibility  for  in- 
creasing cost  of  Part  B Medicare  to  private 
practitioners  who  in  actuality  have  no  voice 
in  the  formulation  or  administration  of  Medi- 
care legislation;  and 

BE  IT  FURTHER  RESOLVED  that  Coun- 
cil of  the  South  Carolina  Medical  Association 
and  the  Board  of  Directors  of  Blue  Shield 
be  directed  to  take  all  practicable  steps  to  see 
that  the  elderly  are  properly  informed  in  the 
light  of  truth  regarding  their  due  benefits  and 
lack  of  benefits  under  present  Medicare 
legislation. 

THE  CHAIR:  Since  this  refers  to  public 
relations  aspects,  this  will  be  referred  to  Dr. 
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Rogers’  Committee  on  Legislation  and  Public 
Relations. 

Are  there  other  Resolutions?  (No  response) 

DR.  J.  D.  THOMAS,  VICE-PRESIDENT, 
PRESIDING: 

THE  CHAIR:  At  this  time,  we  will  have 
the  Reports  of  Officers— first,  from  our  Presi- 
dent, Dr.  Miller.  This  report  was  published 
in  the  Journal  of  the  South  Carolina  Medical 
Association  67:360  (August,  1971). 

THE  CHAIR:  Thank  you,  Dr.  Miller.  This 
Report  will  be  referred  to  the  Reference  Com- 
mittee on  Reports  of  Council  and  Officers. 

At  this  time,  it  is  our  pleasure  to  introduce 
the  President-elect,  Dr.  J.  P.  (Jake)  Booker. 
This  report  was  published  in  the  Journal  of 
the  South  Carolina  Medical  Association 
67:335  (July,  1971). 

THE  CHAIR:  Thank  you,  Dr.  Booker.  This 
Report  will  be  referred  to  the  Committee  on 
Reports  of  Council  and  Officers. 

At  this  time,  we  will  have  the  Report  of 
the  Chairman  of  Council,  Dr.  Hope. 

Dr.  Harold  P.  Hope,  Chairman  of  Council: 
Mr.  President,  Vice-President  and  members  of 
the  House  of  Delegates — Mr.  President,  may 
I make  an  announcement  to  the  House  of 
Delegates  that  I think  might  be  of  interest 
to  all  the  doctors?  During  this  past  year  in 
many  consultations  concerning  nursing  homes, 
I found  that  the  Department  of  Public  Wel- 
fare in  this  State  had  plans  to  reclassify  50% 
of  the  patients  that  are  now  in  skilled  nursing 
home  care  to  intermediate  care.  Before  they 
do  this,  they  will  send  each  physician  a medi- 
cal blank  to  be  filled  out.  This  blank  will  be 
#145  and  I would  like  to  urge  each  physician 
to  give  special  attention  to  filling  out  this 
Form  #145  if  you  want  your  patient  to  con- 
tinue to  be  in  skilled  nursing  care.  Do  not  do 
it  casually  because  if  you  do,  you  will  find 
your  patient  will  be  reclassified  very  soon. 
Thank  you. 

The  remainder  of  Dr.  Hope’s  address  was 
published  in  the  Journal  of  the  South  Carolina 
Medical  Association  67:333  (July,  1971). 

THE  CHAIR:  Dr.  Hope,  thank  you  very 
much  for  this  Report  and,  as  you  say,  it 
doesn’t  do  justice  to  what  happened  because 
I worried  many  a night  when  you  were 
driving  back  to  Union  when  you  were  out 


for  long  hours. 

Your  Report  naturally  would  be  referred  to 
the  Reference  Committee  on  Reports  of 
Council  and  Officers  but  certain  parts  of  this 
should  be  broken  down  to  other  committees. 
The  Peer  Review  part  — needs  a revision  to 
the  By-Laws  and  so  that  part  that  has  to  do 
with  the  Peer  Review  Committee  and  setting 
it  up  will  be  referred  to  the  Committee  on 
Constitution  and  By-Laws.  That  part  that  re- 
ferred to  Blue  Shield,  particularly  the  Fee 
Schedule  — to  work  out  a uniform  fee  sched- 
ule for  Blue  Shield  — that  should  be  referred 
to  the  Insurance  — Blue  Cross  - Blue  Shield 
Committee. 

The  Harrelson  Bill  — which  Dr.  Stone  can 
speak  to  at  the  Reference  Committee  and  on 
the  floor  tomorrow  of  the  House  — should  be 
referred  to  Committee  on  Legislation  because 
that  has  to  do  with  some  amendments,  etc., 
that  should  be  discussed  profoundly. 

Dr.  Tucker  Weston’s  Permanent  Home  part 
should  be  referred  to  Miscellaneous  Business; 
however,  we  hope  that  later  on  today  before 
the  close  of  this  meeting  under  “unfinished 
business,”  he  will  speak  on  this. 

DR.  J.  D.  THOMAS,  VICE-PRESIDENT, 
PRESIDING: 

THE  CHAIR:  At  this  time  we  will  have  the 
Report  of  the  Executive  Secretary. 

This  report  was  published  in  the  Journal 
of  the  South  Carolina  Medical  Association 
67:363  (August,  1971). 

THE  CHAIR:  This  Report  will  be  referred 
to  the  Committee  on  Reports  of  Council  and 
Officers.  At  this  time,  I would  like  to  have 
Mr.  Richard  (Rick)  Pugh  to  stand  so  that 
those  who  have  not  met  him  will  know  who 
he  is. 

At  the  back  of  the  room,  there  are  some 
interns,  residents  or  students  and  I would 
like  for  them  to  please  stand  so  that  we  might 
welcome  them. 

THE  CHAIR:  We  will  now  have  the  Re- 
port of  the  Secretary. 

Dr.  D.  Strother  Pope,  Secretary:  Members 
of  the  Association,  I do  not  have  a formal 
Report,  but  I will  make  this  as  an  appeal  in 
the  extension  of  the  remarks  made  by  our 
Executive  Secretary.  First  thing,  I don’t  be- 
lieve many  men  in  this  audience  who  have 
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not  been  on  Council  realize  the  tremendous 
work  that  Council  does.  I don’t  intend  this  as 
a “love-in”  but  yesterday  morning  when  we 
opened  at  8:30,  every  man  on  Council  was 
present  at  the  meeting.  This  has  been  the 
general  attendance  record  throughout  the 
year.  Ben  Miller  must  have  worked  48  hours 
every  day,  because  when  I tried  to  contact  him 
in  my  own  hometown,  very  frequently  he  was 
out  of  the  city  on  official  business.  I don’t 
see  how  he  has  done  it  and  I do  compliment 
the  men  who  carry  the  load — the  President, 
the  President-elect,  Executive  Secretary,  and 
1 will  omit  Dr.  Stokes  because  he  just  makes 
an  Annual  Report,  (laughter)  but  the  rest  of 
the  members  of  Council  really  work.  Now 
several  times  I have  asked  for  information 
from  the  various  societies,  districts,  hospitals, 
etc.,  we’ve  asked  that  you  give  us  a list  of 
your  officers  and  I think  this  year,  the  remarks 
that  we  have  heard  at  Council,  especially 
those  this  morning  from  Dr.  Stokes,  who  is  a 
member  of  the  Executive  Committee  of  the 
State  Board  of  Health,  asking  for  help  from 
Council  so  that  they  could  have  more  support 
from  the  Medical  Association  and  we  appre- 
ciate it  because  as  Jack  has  told  you,  the 
going  has  been  tough.  I put  the  responsibility 
squarely  on  the  shoulders  of  the  individual 


physician  in  South  Carolina,  because  the  work 
that  has  to  be  done  to  sell  our  story  of  good 
medical  practice  throughout  South  Carolina 
has  to  be  done  by  the  individual  physician. 
No  one  can  approach  a legislative  delegate 
better  than  you  can  in  your  own  district.  If 
you  would  send  us  a list,  we  have  asked 
repeatedly  that  each  county  or  each  district 
select  a political  action  committee  ( if  you 
want  to  call  it  this)  or  if  you  had  rather  say 
people  wdio  are  “key”  men  who  can  approach 
the  Senators  and  Legislators  at  home  in- 
dividually and  explain  the  problems  that  the 
medical  association  is  facing  or  explain  the 
reason  for  defeating  or  supporting  a Bill,  that 
is  wdiere  the  work  is  going  to  be  done.  It 
cannot  be  done  by  Jack  and  Richard  Pugh 
and  these  paid  lobbyists.  We  have  got  to  sell 
our  story  at  home  and  I ask  you  to  send  me 
and  to  send  Jack  a list  of  “key”  people  in  the 
county  societies,  the  district  societies,  the 
people  on  the  hospital  staffs  who  are  whiling 
to  try  to  go  out  and  work  on  key  bills,  so  that 
Jack  can  call  me  or  I can  call  people  and 
say  — will  you  try  to  influence  your  dele- 
gation — or  if  the  men  have  given  specific 
names  that  they  think  they  can  reason  with, 
this  is  the  important  thing  and  this  is  what 
I ask  you  to  do.  Thank  you. 
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JOURNAL 

Advertising  21,755.49 

Subscriptions  5,109.82 


Total  Revenue  from  Journal  

GENERAL 

State  Dues  102,021.50 

Commission  on  Collection  of  AMA  Dues  984.55 

Benevolence  Fund  503.50 

Miscellaneous  1,238.66 


Total  General  Revenue  

Total  Income  from  Investments 

TOTAL  REVENUE  

PERMANENT  HOME  FUND  


JOURNAL  EXPENSES 

Printing  21,335.29 

Editor’s  Expense  330.91 

Salaries: 

Editor  2,750.00 

Secretary  1,725.00 


EXECUTIVE  OFFICE 

Rent  2,610.00 

Office  Supplies  2,465.95 

Exec,  Sec’y.  Travel  and  Expense  3,950.86 

Salaries  41,855.96 

Total  Executive  Office  Expense  


$ 26,865.31 


.$104,748.21 
.$  8,560.10 

SI  13,308.31 
.$  7,622.50 


$ 26,141.20 


50,882.77 
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900.00 


SECRETARY 
Clerical  Help 
Total  Secretary  Expense 

COMMITTEE  ON  PUBLIC  RELATIONS,  J.  I.  WARING,  CHAIRMAN 


Chairman’s  Salary 

350.00 

Chairman’s  Expense 

390.10 

Secretary 

500.00 

Total  P.  R.  Committee  Expense  _ __  — 

4 ERA L EXPENSE 

Delegates’  Travel  and  Expense 

2,936.95 

Other  AMA  Meetings  Travel  Expense 

710.18 

President’s  Expense 

3,083.31 

Treasurer’s  Expense 

100.00 

Telephone  and  Telegraph 

2,608.95 

Postage 

1,923.64 

Insurance 

4,012.30 

Newsletter 

428.89 

Accounting  and  Audit 

1,694.50 

Taxes 

1,928.80 

Medico-Legal 

549.86 

State  Meetings 

Woman’s  Auxiliary  Bulletin 

3,915.19 

2,453.68 

Retirement  Pension  Plan 

2,701.70 

Public  Health  Information  Committee 

147.24 

Miscellaneous  Committee  Expense 

1,773.65 

Benevolence  Fund 

900.00 

Miscellaneous 

2,143.97 

Interest 

367.71 

Hospitality  Room 
President’s  Gift 

177.10 

163.70 

Total  General  Expense 

TOTAL  EXPENSE  

INCOME  FROM  INVESTMENTS 
GENERAL  FUND: 

Peoples  Federal  Savings  & Loan  Ass’n.,  Florence 
Dividends  Reinvested  (Investors  Mutual  Fund) 


PERMANENT  HOME  FUND  (See  Below): 

Total  Income  from  Investments 

INVESTMENTS 

GENERAL  FUND: 

Peoples  Federal  Savings  & Loan  Ass’n.,  Florence 
Investors  Mutual  Fund  (Value  as  of  May  3,  1971  — 
7,099.996  shares  @ $10.40  — $73,839.95) 


Total  General  Fund  

PERMANENT  HOME  FUND: 

First  Federal  Savings  & Loan  Ass’n.,  Aiken 
Security  Federal  Savings  & Loan  Ass’n.,  Aiken 
Anderson  Savings  & Loan  Ass’n.,  Anderson 
First  Federal  Savings  & Loan  Ass’n.,  Anderson 
Home  Building  & Loan  Ass’n.,  Orangeburg 
Pickens  Building  & Loan  Ass’n.,  Pickens 
"First  Carolina  Federal  Savings  & Loan  Ass’n.,  Columbia 
’"Security  Savings  & Loan  Ass’n.,  Florence 


Total  Permanent  Home  Fund  (This  includes  interest 
earned  in  1970  of  $4,820.83) 

*These  include  $7,622.50  collected  for  PHF  in  1970. 


ITEMS  HANDLED  WHICH 
AMA-ERF 
AMA  Dues 
County  Dues 
SocPac  Dues 


ARE  NOT  REVENUE 

$ 3,705.00 
96,880.00 
525.00 
4,990.00 


$ 900.00 


$ 1,240.10 


$ 34,721.32 
$113,885.39 


810.13 
2,929.14 
S 3,739.27 
4,820.83 
$ 8,560.10 


16,279.39 

77,799.76 
$ 94,079.15 

13,200.37 

13,192.59 

13,234.67 

13.237.83 
13,204.27 
12,971.05 

15.757.83 
7,772.50 

$102,571.11 


Dr.  J.  Howard  Stokes,  T reasurer: 

As  in  the  past,  the  great  bulk  of  the  work 
of  the  Treasurer’s  office  has  been  handled 
by  the  business  office.  I am  particularly  in- 
debted to  the  personnel  of  that  office  — Mrs. 
Martha  Gaymon,  Mrs.  Ruth  White  and  Mrs. 
Harriett  Elmore.  They  have  not  only  made  the 


work  of  my  office  more  pleasant  but  life 
itself  more  beautiful. 

Mr.  M.  L.  Meadors  has  been  in  constant 
contact  with  the  Treasurer’s  office  and  has 
given  unstintingly  of  his  time  to  its  problems. 
For  this,  the  Treasurer  is  grateful. 

Richard  Pugh  has  been  most  helpful  and 
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is  a welcome  addition  to  our  business  office 
staff. 

I would  again  remind  this  House  that  the 
dedicated  members  of  your  Council  — and  I 
would  include  the  members  of  the  House 
also  — have  given  their  time  and  devoted 
themselves  untiringly  in  an  effort  to  keep  this 
Association  well  and  solvent  and  that,  my 
friends,  is  no  easy  problem.  And  that  is  my 
report,  sir.  Oh,  ordinarily  among  the  people  I 
would  thank  would  be  the  Secretary,  Dr. 
“Blushing  Pink”  Pope.  Thank  you. 

THE  CHAIR:  This  Report  will  be  re- 
ferred to  the  Committee  on  Reports  of  Offi- 
cers and  Councilors. 

DR.  REN  N.  MILLER,  PRESIDING:  We 
are  under  the  Special  Order  of  Business  that 
comes  at  11  o’clock  and  I turned  my  watch  up 
3 minutes  so  that  I would  be  on  time.  (This 
was  the  meeting  of  the  Corporation  of  Blue 
Shield  which  is  the  House  of  Delegates.  Dr. 
J.  Hal  Jameson  presided  during  this  time,  fie 
is  the  President  of  the  South  Carolina  Medical 
Care  Plan.) 

THE  CHAIR:  We  are  now  under  the  Re- 
ports of  the  Delegates  to  AMA  and  I would 
like  to  call  on  Dr.  John  Hawk,  if  he  would  like 
just  to  make  a statement. 

Dr.  John  C.  Hoick,  Jr.,  Charleston,  AMA 
Delegate:  First,  I would  like  to  express  my 
appreciation  for  the  honor  and  privilege  of 
representing  the  South  Carolina  Medical 
Association  as  a delegate  to  the  AMA.  It  has 
been  a privilege  to  serve  with  Dr.  Tom 
Parker,  as  the  Senior  Delegate,  and  to  have 
with  us  Dr.  Harrison  Peeples  and  Dr.  Tucker 
Weston,  as  the  alternate  delegates,  and,  par- 
ticularly, also  to  have  the  members  of  the 
staff  and  the  President  and  Past  Presidents. 
I have  been  asked  by  Dr.  Parker  to  report  on 
the  Clinical  Convention  of  AMA,  in  Boston, 
last  December.  As  directed  by  Council,  a new 
procedure  has  been  set  up  this  year  in  that  the 
delegate  writes  a report  as  soon  as  possible 
for  publication  in  the  Journal  of  the  South 
Carolina  Medical  Association  rather  than  have 
this  Report  now  6 months  later  or  a year  later 
in  case  of  the  Annual  Meeting,  when  most  of 
the  news  is  out-of-date.  I would,  therefore, 
like  simply  to  say  that  my  Report  is  in  the 
February  issue  of  the  Journal  and  that  I do 


not  believe  it  will  be  worthwhile  or  necessary 
to  take  the  time  to  read  it.  The  Annual  Meet- 
ing is  to  be  in  Atlantic  City,  in  June,  and  I 
would  like  for  all  of  you  who  might  attend  to 
let  Dr.  Tom  Parker  and  me  know  that  you 
are  there  and  where  you  are  and  visit  with 
us  in  the  headquarters  hotel  and,  particularly, 
to  be  available  — if  you  will  — to  attend  some 
of  the  reference  committees  and,  perhaps,  to 
speak  to  some  of  the  issues  that  may  be  on 
the  floor  at  the  time.  For  a small  delegation 
such  as  ours,  it  is  very  difficult  for  us  to  get 
to  all  of  the  Reference  Committees,  of  course, 
because  there  are  usually  6 or  8 going  on  and 
I am  sure  that  Dr.  Cain,  as  a previous  dele- 
gate, will  emphasize  and  bear  me  out  that  it  is 
extremely  helpful  to  have  other  persons  from 
our  State  who  are  willing  to  caucus  with  us  to 
discuss  with  us  some  of  the  issues  that  come 
up  in  the  House  of  Delegates  and  attend  these 
meetings.  Thank  you  very  much. 

THE  CHAIR:  Thank  you  very  much.  We 
feel  that  we  are  very  competently  and  well 
represented  at  the  AMA  with  you  and  Dr. 
Parker.  Is  Dr.  Tom  Parker  in  the  hall?  If  not, 
his  Report  and  the  Report  of  Dr.  Hawk  will 
be  referred  to  Dr.  Martin’s  Committee  on 
Reports  of  Council  and  Officers. 

Dr.  Buekland  Thomas,  who  is  Editor  of  the 
Journal,  is  not  in  the  hall  but  he  has  left  his 
Report  with  Dr.  Joe  Waring.  It  is  always  a 
pleasure  to  see  Dr.  Waring  around  the  meet- 
ing and  he  is  the  Editor  of  all  times  so  I would 
like  to  hear  from  Dr.  Joe  Waring.  This  report 
was  published  in  the  Journal  of  the  South 
Carolina  Medical  Association  67:365  (August, 
1971). 

THE  CPI  AIR:  Thank  you,  Dr.  Waring,  and 
this  will  also  be  referred  to  Dr.  Martin’s 
Committee  on  Reports  of  Council  and  Offi- 
cers. 

We  are  now  under  the  heading  of  Com- 
mittee Reports  and  I have  before  me  the 
Journal  in  which  the  Reports  have  been  pub- 
lished and  I will  go  through  this  and  assign 
them  to  Reference  Committees  so  that  you 
will  know  where  you  would  like  to  go  to 
speak  to  these  Reports.  If  there  are  other 
Reports  that  have  not  been  recorded,  we  will 
call  for  those  at  the  end  of  the  reading  of 
these  Reports  from  the  Journal.  (Reports 
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were  referred  to  proper  Reference  Commit- 
tees. ) 

Dr.  J.  I.  Waring,  Charleston:  May  I say  a 
few  words  to  this,  please?  The  Report  of  the 
Committee  has  already  been  published  in 
which  we  spoke  of  trying  to  develop  a series 
of  educational  spots  to  be  used  on  television. 
These  will  be  thirty  second  spots  and  deal 
with  common  medical  problems  with  a little 
advice  to  the  public  as  to  what  to  do  in  cer- 
tain emergencies,  etc.  We  have  not  completed 
arrangements  for  these  and  one  has  been 
made,  others  are  in  the  process  and  we  hope 
to  get  them  started  very  soon.  We  have  been 
accepted  by  thirteen  television  stations  in  the 
State  and  one  purpose  in  making  this  report 
is  to  ask  you  to  encourage  your  local  tele- 
vision people  to  use  them  as  often  as  possible. 
The  preparation  has  been  made  possible  by  a 
grant  form  the  Regional  Medical  Program 
which  takes  care  of  all  the  preparation,  the 
so  called  art  work  and  having  things  in  readi- 
ness for  the  station,  so  that  this  is  no  expense 
to  the  Association  except  for  a small  amount 
of  mailing  charges.  The  preparation  is  done 
by  the  Audio-visual  Department  of  the  Medi- 
cal University  and  we  hope  that  this  is  a 
pleasing  series  which  we  hope  you  will  like 
and  will  encourage  its  use. 

We  are  under  the  heading  of  the  Report  of 
State  Board  of  Medical  Examiners,  Dr.  Harold 
S.  Gilmore. 

Dr.  Harold  S.  Gilmore:  The  State  Board  of 
Medical  Examiners  held  regular  meetings  in 
1970,  on  May  12th,  June  15,  16th,  17th  and 
18th  and  December  1st,  2nd,  3rd  and  4th. 

During  the  year  the  Board  issued  177 
licenses  by  endorsement  of  credentials.  Two 
physicians  were  doctors  of  osteopathy  and  one 
hundred  seventy-five  were  doctors  of  medi- 
cine. By  written  examination,  42  physicians 
(medicine)  and  2 physicians  (osteopathy) 
were  approved  by  the  Board  for  licensure. 
Seventy-eight  physicians  were  certified  to 
other  states.  The  Board  issued  164  temporary 
licenses  and  82  limited  certificates  to  interns, 
residents  and  institutional  staff  physicians. 

Disciplinary  procedures  were  revised  to 
conform  with  the  changes  in  the  law.  Five 
cases  were  heard  by  the  Board.  One  license 
was  suspended. 


The  current  terms  of  Dr.  Kirby  D.  Shealy 
of  Columbia  (2nd  District)  and  Dr.  Roderick 
Macdonald  of  Rock  Hill  (5th  District)  expire 
this  year. 

In  October  of  1970,  there  were  2205  physi- 
cians (medicine)  and  6 physicians  (osteo- 
pathy) registered  in  South  Carolina. 

(Referred  to  Miscellaneous  Business) 

THE  CHAIR:  Thank  you,  Dr.  Gilmore.  I 
would  like  to  call  on  Dr.  Wyman  King  now 
for  the  Report  of  the  Executive  Committee 
of  the  State  Board  of  Health. 

Dr.  Wyman  King,  Bateshurg:  The  Report 
of  the  Committee  has  been  published  in  the 
Journal. 

THE  CHAIR:  Thank  you,  Dr.  King,  and 
your  Report  has  been  referred  to  Committee 
on  Public  and  Industrial  Health.  Now,  under 
Unfinished  Business  — we  would  like  now  to 
take  up  the  Amendments  to  the  Constitution 
and  I ask  Dr.  Appleby,  as  Chairman  of  the 
Committee,  to  present  these,  please. 

Dr.  J.  Gavin  Appleby:  These  Amendments 
have  lain  on  the  table  for  the  year  and  are  to 
be  voted  on  at  this  time. 

The  first  Amendment  is  to  amend  Article 
IX  of  the  Constitution  which  designates  the 
officers  of  the  Association  by  inserting  a new 
Section  to  be  numbered  Section  4,  renumber- 
ing the  following  Sections  in  the  said  Article 
to  conform;  said  Section  4 to  read  as  follows: 

Section  4.  “A  Speaker  and  Vice-Speaker  of 
(he  House  of  Delegates  to  be  elected  for  a 
term  of  two  years  each  and  to  serve  not  more 
than  two  consecutive  terms.” 

Amend  Article  VI  of  the  Constitution  re- 
lating to  the  Council  by  adding  the  words 
“Secretary”  and  “the”  on  Line  4 the  words 
“Speaker  and  Vice-Speaker  but  without  the 
power  to  vote”. 

Amend  Article  V,  Section  1 of  the  Constitu- 
tion relating  to  the  House  of  Delegates  by 
adding  between  the  words  “Secretary”  and 
the  word  “and”  on  Line  6 the  words  “the 
Speaker  and  Vice-Speaker  but  without  the 
power  to  vote”. 

Those  are  the  constitutional  Amendments 
to  establish  the  positions  of  a Speaker  and 
Vice-Speaker  for  the  Plouse  of  Delegates.  The 
description  of  the  duties  of  the  Speaker  and 
the  Vice-Speaker  go  under  the  By-Laws  and 
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. . . that  call  for  strong  medicine 
. . . the  kinds  that  potent  DRIXORAL  is  reserved  for. 
(Noses  under  1 2 years  of  age 
aren't  eligible.)  For  the  adult  case  of 
nasal/sinus  congestion: 
a tablet  for  the  day  keeps  congestion  away, 
a tablet  at  night,  sleeper's  delight. 


brand  of  dexbrompheniramine  maleate  6 mg.  and  d-isoephedrine  sulfate  120  mg. 

The  round-the-clock  oral  deconge/tant 


Clinical  Considerations:  Indications:  DRIXORAL  is  Indicated  for  round-the- 
clock  relief  of  symptoms  of  upper  respiratory  mucosal  congestion  in  seasonal 
and  perennial  nasal  allergies,  acute  rhinitis  and  rhinosinusitis,  and  eustachian 
tube  blockage. 

Contraindications:  DRIXORAL  should  not  be  given  to  children  under  12  years 
of  age.  DRIXORAL  should  not  be  administered  to  pregnant  women  or  nursing 
mothers  until  the  safety  of  this  preparation  for  use  during  gestation  and  lacta- 
tion Is  established.  The  preparation  is  contraindicated  also  in  patients  with 
severe  hypertension  and  coronary  artery  disease.  Warnings:  As  in  the  case  of 
other  preparations  containing  central  nervous  system  acting  drugs,  patients 
receiving  DRIXORAL  should  be  cautioned  about  possible  additive  effects  with 
alcohol  and  other  central  nervous  system  depressants  (hypnotics,  sedatives, 
tranquilizers).  For  the  same  reason  they  should  be  cautioned  against  hazardous 
occupations  requiring  complete  mental  alertness  such  as  operating  machinery 


or  driving  a motor  vehicle.  Precautions:  Isoephedrine-containing  preparations 
should  be  used  with  caution  in  the  presence  of:  hypertension;  coronary  artery 
disease;  any  other  cardiovascular  disease;  glaucoma;  prostatic  hypertrophy; 
hyperthyroidism;  diabetes.  Adverse  Reactions:  The  physician  should  be  alert 
to  the  possibility  of  all  possible  adverse  reactions  which  have  been  observed 
with  sympathomimetic  and  antihistaminic  drugs.  These  include:  drowsiness; 
confusion;  restlessness;  nausea;  vomiting;  drug  rash;  vertigo;  palpitation; 
anorexia;  dizziness;  dysuria  due  to  vesicle  sphincter  spasm;  headache;  in- 
somnia; anxiety,-  tension;  weakness;  tachycardia;  angina;  sweating;  blood 
pressure  elevation;  mydriasis;  gastric  distress;  abdominal  cramps;  central  ner- 
vous system  stimulation;  circulatory  collapse.  For  more  complete  details,  con- 
sult package  insert  or  Schering  literature  available  from  your  Schering 
Representative  or  Medical  Services  Department,  Schering  Corporation, 
Union,  New  Jersey  07083.  SCH  2654 


. in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED® 
provides  more  complete  relief : 

D belladonna  alkaloids— for  the  hyperactive  bowel 
D simethicone— for  accompanying  distension  and  pain  due  to  gas 
D phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 
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will  read  as  follows: 

Add  to  Chapter  VI  “Duties  of  the  Officers”, 
the  additional  Sections: 

“Section  7.  Speaker  — The  Speaker  of  the 
House  of  Delegates  shall  preside  over  all 
meetings  of  the  House  of  Delegates.  He  shall 
also  serve  as  a non-voting  member  of  the 
Council  concurrent  with  his  term  of  office.  It 
shall  be  his  duty  to  preserve  order  and  to 
follow  the  proper  parliamentary  procedures. 
It  shall  be  the  duty  of  the  Speaker  to  have  the 
representative  of  each  component  County 
Society  checked  by  the  Committee  on  Cre- 
dentials at  the  time  of  the  Annual  Session  and 
to  fill  such  vacancies  by  appointment.  Tem- 
porary appointees  shall  be  members  of  the 
component  society  having  the  vacancy.  He 
shall  appoint  the  House  of  Delegates  Refer- 
ence Committees  and  Credentials  Committee. 
He  may  vote  in  the  House  of  Delegates  only 
in  case  of  a tie  ballot.” 

“Section  8.  The  Vice-Speaker  of  the  House 
of  Delegates  shall  preside  over  the  House  of 
Delegates  in  the  absence  of  the  Speaker.  The 
Vice-Speaker  shall  be  an  ex-officio  member 
of  the  Council  without  the  right  to  vote.  In 
the  event  of  the  Speaker’s  death,  resignation 
or  inability  to  serve,  the  Vice-Speaker  shall 
succeed  him  for  the  unexpired  term.” 

All  those  relate  to  the  Speaker  and  Vice- 
Speaker. 

THE  CHAIR:  These  Amendments  to  the 
Constitution  were  laid  on  the  table  last  year 
and  can  be  voted  on  at  this  moment.  Is  there 
any  discussion  of  this  addition  to  the  Constitu- 
tion? 

Dr.  Albert  E.  Cremer,  Columbia:  I would 
like  to  ask  a question.  These  persons  when 
they  are  so  elected,  is  it  necessary  that  they  be 
delegates  from  one  of  the  district  or  county 
societies  in  order  that  they  serve  these  terms? 
For  instance,  is  someone  who  doesn’t  have 
two  years  left  as  a delegate  eligible  to  be  so 
so  elected;  and,  if  so,  he  will  not  then  con- 
tinue as  a member  of  this  body  and  his  medi- 
cal society  then  will  be  entitled  to  replace 
him  — is  that  the  idea? 

THE  CHAIR:  That  would  be  my  interpreta- 
tion. Are  there  other  questions  for  clarifica- 
tion? 

THE  CHAIR:  Now,  this  requires  a two- 


thirds  vote.  Those  in  favor  of  this  Amend- 
ment — 

Dr.  John  C.  Hawk , Jr.,  Charleston:  Could  I 
ask  for  a clarification?  Here  on  my  desk  is  the 
Page  2 of  Proposed  Amendments  which  has 
entirely  different  wording  about  another  Sec- 
tion, is  that  something  in  addition  to  this? 

Dr.  Appleby:  The  last  thing  I read  was  the 
duties  of  the  Speaker  and  Vice-Speaker  and  I 
believe  we  decided  that  they  would  be  re- 
ferred to  the  Reference  Committee  on  Amend- 
ments to  Constitution  and  By-Laws. 

THE  CHAIR:  We  are  voting  on  only  the 
Amendment  to  the  Constitution.  The  Amend- 
ment to  the  By-Laws  which  will  implement 
and  describe  will  be  referred  to  the  Reference 
Committee  and  we  will  vote  on  that  on 
Wednesday. 

Dr.  Appleby:  The  By-Laws  can  be  changed 
in  any  year. 

Dr.  J.  P.  Cain,  Jr.,  Mullins  ( Recognized ): 
I just  want  to  ask  a question  — why  is  this 
necessary? 

THE  CHAIR:  Dr.  Cain,  I will  speak  to  that. 
It  has  been  felt  that  the  President  could  be 
freed  to  do  other  things  during  the  Annual 
Meeting  and  that  probably  a more  skilled 
person  could  handle  the  parliamentary  part 
of  presiding.  I will  be  glad  to  ask  the  Com- 
mittee on  Constitution  and  By-Laws  to  give 
us  their  reasons. 

Dr.  Appleby:  I think  our  reason  is  similar 
but  we  have  gotten  down  into  some  pretty 
deep  parliamentary  snags  in  the  past  and 
someone  who  was  not  really  familiar  with 
Robert’s  Rules  of  Order  and  the  Constitution 
and  By-Laws  of  the  Association  have  let  the 
meeting  sorta  drife  afield  when  it  could  have 
been  done  much  more  expeditiously.  We  felt 
that  a man  who  really  knew  his  Robert’s 
Rules  of  Order  would  help  the  President  con- 
siderably simply  by  presiding. 

THE  CHAIR:  Are  there  any  other  ques- 
tions? Are  you  ready  for  the  question?  Those 
in  favor  of  the  addition  to  the  Constitution 
will,  please,  stand. 

(A  Standing  vote  was  taken  and  the  Motion 
was  passed,  and  it  was  so  ordered.) 

Dr.  Gavin  Appleby  ( continuing ):  Another 
Amendment  proposed  a year  ago  was  to  add 
students,  interns  and  residents  to  the  member- 


December,  1971 


497 


ship  of  the  Association.  This  requires  an 
Amendment  to  Article  IV  of  the  Constitution 
which  describes  the  composition  of  the  Asso- 
ciation by  deleting  the  word  “and”  on  the  last 
line  and  by  changing  the  period  after  the  last 
word  in  the  said  Article  to  a comma  and  add- 
ing the  words  “other  interns,  residents  and 
student  members”. 

THE  CHAIR:  This  has  been  duly  pro- 
cessed. It  has  been  laid  on  the  table  for  a year 
and  is  up  for  vote.  Are  there  questions  about 
the  meaning  of  this?  Is  there  any  discussion 
regarding  this  addition  to  the  Constitution? 

Dr.  A.  McL.  Martin,  Charleston:  Isn’t  there 
another  one  that  had  to  do  with  delegates 
and  alternate  delegates  that  had  to  do  with 
this  that  we  haven’t  voted  on?  Is  it  in  the 
same  category? 

Dr.  Martin  ( continuing ):  I’m  talking  about 
House  officers  being  alternate  delegates,  don’t 
you  have  to  vote  on  this  other  Amendment 
first? 

Dr.  Applehy:  The  one  you  are  talking  about 
gives  the  Delegate  and  Alternate  Delegate  to 
the  AN1A  a vote  on  Council.  It  is  unrelated  to 
the  Student  and  Intern  Amendment. 

Dr.  S.  M.  Witherspoon,  Charleston:  Do 
they  pay  any  dues? 

Dr.  Applehy:  That  was  clarified  in  the  Re- 
port in  the  Journal.  I will  read  you  what  we 
had  in  the  Journal  itself  if  that  will  help  you 
understand  it  any  better.  (Reading  from 
Report  in  Journal)  ....  “A  special  class  of 
non-voting  membership  without  dues  is  estab- 
lished for  Interns  and  Residents  as  well  as  stu- 
dents who  are  obtaining  their  training  in  the 
State  of  South  Carolina.  There  is  no  require- 
ment for  County  Society  membership  in  this 
special  class.  Membership  will  automatically 
expire  immediately  upon  completion  of  train- 
ing. This  class  of  members  will  be  eligible 
to  participate  in  the  South  Carolina  Medical 
Association’s  insurance  program”. 

THE  CHAIR:  Are  there  any  other  ques- 
tions? Are  you  ready  for  the  question?  Those 
in  favor  of  the  addition  to  the  Constitution, 
please  stand. 

(A  Standing  Vote  was  taken  and  the 
Amendment  was  passed. ) 

Dr.  Applehy  ( continuing ):  Another  Amend- 
ment to  the  Constitution  would  add  as  a 


voting  member  of  the  House  of  Delegates 
the  Alternate  Delegates  to  the  American 
Medical  Association.  This  can  be  accom- 
plished by  amending  Article  V,  Section  1 of 
the  Constitution,  immediately  following  the 
word  “delegates”  on  the  last  line,  by  adding 
the  words  “and  alternate  delegates”. 

THE  CHAIR:  You  have  heard  the  addi- 
tional Amendment  to  the  Constitution.  Are 
there  questions  for  clarification?  Any  dis- 
cussion? Are  you  ready  for  the  question? 
Those  in  favor,  indicate  by  standing. 

(A  Standing  Vote  was  taken  and  the 
Amendment  was  passed. ) 

THE  CHAIR:  We  are  still  under  “Un- 
finished Business”.  Are  there  other  matters 
of  unfinished  business  that  should  be  brought 
to  the  attention  of  the  Chair? 

Dr.  C.  Tucker  Weston,  Columbia:  You  want 
me  to  make  the  Report  on  the  Permanent 
Home? 

THE  CHAIR:  In  just  a little,  Tucker.  There 
are  several  things  that  we  will  be  referring  to 
Reference  Committees  that  amount  to  Amend- 
ments to  the  By-Laws.  One  will  refer  to  this 
first  motion  passed,  which  will  describe  the 
duties  of  the  Speaker  and  Vice-Speaker,  so 
that  will  be  referred  to  the  Committee  on 
Council  and  Officers,  so  if  anyone  wants  to 
speak  to  the  interpretation  of  the  duties. 
There  are  several  other  amendments  to  the 
By-Laws  that  are  to  be  referred.  I believe 
Dr.  Hope  has  a By-law  that  should  be 
.referred  to  the  Reference  Committee  on 
Peer  Review.  It  was  written  to  implement 
the  change-over  to  the  Peer  Review.  Did  we 
refer  that  this  morning,  Dr.  Hope? 

John,  the  change  in  the  By-laws  will  be 
necessary  to  implement  the  continuation  of 
the  Peer  Review  Committee.  We  should  have 
an  addition  to  the  By-Laws.  I wonder  if  you 
could  give  that  to  the  Reference  Committee 
on  Amendments  to  Constitution  and  ByLaws 
this  afternoon  so  that  they  can  bring  it  back 
out  for  discussion. 

Another  subject  that  has  been  brought  up 
is  the  matter  of  a change  from  the  use  of 
Robert’s  Rules  of  Order  to  Sturgis’  Standard 
Parliamentary  Procedure.  This  has  not  been 
presented  or  discussed.  Does  anyone  have  an 
Amendment  that  they  would  like  to  present 
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in  that  area? 

Dr.  Louie  Jenkins,  Charleston:  I was  on  the 
Committee  last  year  that  was  referred  the 
problem  of  conversion  of  the  parliamentary 
guide  Robert’s  Rules  of  Order  to  Sturgis’.  The 
Committee  at  that  time  was  not  familiar 
enough  with  Sturgis  even  though  the  AMA 
had  used  it  recently  as  its  parliamentary  guide 
that  we  could  not  give  the  House  of  Dele- 
gates a qualified  opinion.  In  the  past  year,  I 
have  studied  the  Sturgis’  myself  personally 
and  I would  highly  recommend  it  to  the 
House  of  Delegates  as  its  official  parliamen- 
tary guide  for  the  simple  reason  that  it  is 
much  more  clearly  written.  It  is  designed 
specifically  for  people  such  as  the  physician 
whose  own  natural  inclinations  don’t  yield  to 
parliamentary  knowledge.  It’s  much  more 
clearly  stated  so  that  the  average  individual 
in  any  legislative  or  representative  body  can 
protect  his  rights  and  know  that  as  a member 
of  the  majority  his  will  is  being  exerted  or  as 
a member  of  the  minority,  that  his  rights  are 
being  protected.  I would  strongly  recommend 
to  the  Delegates  and  so  move  that  the  House 
of  Delegates  endorse  Sturgis’  Standard 
Parliamentary  Procedure  as  its  official  guide 
in  place  of  Robert’s  Rules  of  Order. 

THE  CHAIR:  We  have  a motion  that  this 
be  done  and  I would  like  to  take  a vote  on 
this  as  it  has  been  discussed  so  that  we  may 
refer  it  to  the  proper  Reference  Committee. 
Are  there  any  questions  or  any  discussion 
regarding  this? 

Dr.  Forcle  A.  Mclver,  Charleston:  I would 
like  to  make  this  comment  as  a suggestion— 
not  as  a specific  motion— I think  that  for  a 
while  there  may  be  some  difficulty  in  obtain- 
ing copies  and  I would  like  to  ask  that  if  this 
motion  passes,  that  our  State  Office  take 
whatever  steps  are  necessary  to  see  to  it  that 
physicians  are  able  to  obtain  copies  of  this 
book  if  they  need  it  to  learn  what  is  in  it 
before  the  next  meeting. 

THE  CHAIR:  Would  you  like  to  make 
that  as  an  Amendment  to  the  motion? 

Dr.  Mclver:  Well,  the  motion,  I believe, 
is  a Ry-law  and  I would  prefer  simply  to- 
morrow to  make  this  as  a suggestion  and  not 
to  be  incorporated  in  the  By-Laws. 

THE  CHAIR:  Are  there  other  questions?  I 


will  call  for  the  question.  Those  in  favor  of 
this  Amendment  to  the  By-Laws  for  refer- 
ence to  a Reference  Committee  to  be  brought 
back  to  vote  on  finally  on  Wednesday  will, 
please,  indicate  by  saying  “aye”. 

(The  vote  was  taken  and  passed.) 

THE  CHAIR:  This  will  then  be  referred 
to  the  Reference  Committee  on  Constitution 
and  By-Laws.  And  if  you  will,  Dr.  Jenkins, 
write  up  a proper  Amendment  that  we  can 
use. 

There  is  another  matter  and  that  is  the 
subject  of  dividing  the  business  sessions.  This 
is  written  out  in  the  present  By-Laws  that  it  is 
supposed  not  to  be  interrupted  and  that  it  is 
to  be  continuous  until  it  is  completed.  I be- 
lieve the  By-Laws  Committee  have  some 
action  on  this. 

Dr.  Appleby  (Chairman):  The  By-Laws 
Committee  had  a recommendation  on  holding 
the  Scientific  Session  between  the  business 
sessions.  We  have  been  doing  this  for  several 
years  and  it  has  worked  out  real  well  and 
we  thought  that  since  it  is  working  well  and 
has  increased  the  amount  of  audience  par- 
ticipation at  the  Scientific  Session,  we  should 
probably  legalize  it  so  that  it  could  be  con- 
tinued in  the  future.  This  will  require  an 
Amendment  to  Chapter  IV,  Section  1 of  the 
By-Laws  by  striking  out  everything  in  said 
Section  after  the  words  “Annual  Session”  on 
the  third  line,  and  by  adding  instead  the 
following: 

“but  may  complete  its  regular  business, 
including  the  election  of  officers,  before 
or  after  the  General  Meeting,  as  it  may 
see  fit.” 

Along  that  line,  there  was  one  other  addi- 
tion that  the  By-Laws  Committee  recom- 
mended in  the  By-Laws  and  that  concerns 
40  year  membership  in  the  Society.  Hereto- 
fore, it  has  always  been  used  as  having  been 
40  years  of  continuous  membership  and  for 
many  reasons  many  people  do  not  get  40 
years  of  continuous  membership.  They  may 
go  somewhere  for  one  or  two  years  and  have 
their  span  of  continuous  membership  broken, 
so  we  recommend  that  this  be  changed  to  40 
years  of  complete  membership  or  added 
membership  and  that  it  does  not  necessarily 
have  to  be  continuous.  This  would  require  an 
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Amendment  to  Chapter  I,  Section  3 of  the 
By-Laws  of  the  South  Carolina  Medical 
Association  by  deleting  the  word  “consecu- 
tive” on  the  second  line  of  said  section,  so  that 
the  first  sentence  of  said  section  shall  read  as 
follows: 

“.Any  physician  who  has  been  a mem- 
ber in  good  standing  for  forty  years  auto- 
matically shall  become  an  Honorary 
Member  of  die  Association.” 

There  is  a Section  also  recommended  by 
Mr.  Meadors  and  his  office  which  has  to  do 
with  disabled  members  and  it’s  simply  to 
clear  up  the  same  continuous  membership 
business  and  would  require  an  Amendment 
to  Chapter  I of  the  By-Laws  of  the  South 
Carolina  Medical  Association  by  adding 
another  Section  to  be  numbered  Section  9, 
and  to  read  as  follows: 

“Any  member  of  the  South  Carolina 
Medical  Association  who  becomes  dis- 
abled and  is  forced  to  give  up  active 
practice  for  that  reason,  shall  be  en- 
titled to  continue  his  membership  in  the 
Association  without  the  payment  of  dues 
until  the  end  of  such  disability,  and  shall 
be  carried  on  the  rolls  as  a regular  mem- 
ber during  the  period  of  such  disability.” 
THE  CHAIR:  Since  this  is  a Committee 
Report,  it  will  be  referred  directly  to  the 
Reference  Committee  on  Amendments  to 
Constitution  and  By-Laws,  Dr.  Swift  Black, 
Chairman. 

Then,  I would  like  to  make  a correction. 
Mr.  Meadors  just  called  to  my  attention  that 
I referred  the  definition  of  the  duties  of  the 
Speaker  to  the  Committee  on  Reports  of 
Council  and  Officers.  This  is  incorrect  and 
should  have  gone  to  the  Committee  on 
Amendments  of  Constitution  and  By-Laws. 

That  clears  up  the  matter  of  additions 
under  the  idea  of  Constitution  and  By-Laws 
and  we  will  go  on  now  to  other  Unfinished 
Business.  One  is  the  matter  of  the  Permanent 
Home  and  I got  Dr.  Tucker  Weston  to  make 
a brief  presentation  on  this. 

Dr.  C.  Tucker  Weston,  Columbia:  I don’t 
know  whether  you  want  me  to  use  the  mike 
or  not.  Gentlemen,  you  have  had  an  active 
Permanent  Home  Committee  working  for  the 
past  year  chaired  by  Dr.  Frank  C.  Owens, 


of  Columbia,  and  we  have  also  had  an  active 
committee  in  the  Columbia  Medical  Society. 
At  the  present  time,  you  heard  your  Treasurer 
state  this  morning  that  you  had  $102,000.00 
in  Permanent  Home  Funds  of  the  State  Asso- 
ciation and  we  have  somewhat  in  excess  of 
$45,000.00  in  the  funds  of  the  county  society 
in  Columbia.  Our  county  society  in  Columbia 
has  voted  to  give  this  $45,000.00  to  the  State 
Association  on  a negotiated  basis  if  we  will 
have  some  rooms  in  there  for  our  offices  but 
the  State  Association  would  own  the  building. 
The  Council  of  the  Medical  Association  has 
voted  to  combine  with  the  Columbia  Medical 
Society'  subject  to  these  negotiations.  We 
have  investigated  property'  on  Senate  Street 
in  Columbia  which  we  first  thought  was  a 
better  location  because  of  its  proximity  to  the 
Capitol,  but  this  property  is  not  available  and 
what  is  available  is  somewhere  around  $3.50 
a square  foot  or  an  excess  of  $100,000.00  an 
acre.  So  we  have  eliminated  this  area  from 
consideration.  We  have  also  looked  at  prop- 
erty out  on  1-26  and  Greystone  Blvd.  but  the 
owner  is  from  out  of  town  and  we  have  come 
to  the  conclusion  that  a lot  across  the  street 
from  the  new  Columbia  Hospital  would  be 
the  better  location.  This  property  is  owned 
by  Mr.  John  C.  B.  Smith.  The  Highway  De- 
partment is  building  a freeway  through  this 
property  coming  from  the  North  side  of 
Columbia  into  the  Bull  Street  Extension  be- 
hind the  South  Carolina  State  Health  Depart- 
ment, and  going  on  down  Bull  Street.  So  that 
anyone  in  the  Association  would  have  easy 
access  to  this  property  because  it  is  adjacent 
to  this  freeway  and  y'ou  can  come  into  the 
property  immediately  from  the  freeway.  The 
freeway  comes  from  the  Northeast  section  of 
Columbia  and  slopes  downward  and  west- 
ward to  come  into  Bull  Street  behind  the 
State  Board  of  Health.  You  have  the  little 
sheets  marked  in  black  is  the  property  we  are 
talking  about.  This  is  a blou'n  up  map  of  it 
given  to  me  by  the  Highway  Department.  The 
Columbia  Hospital  is  sitting  here.  There  is 
an  access  road  from  Sunset  Drive  down  to 
the  new  extension  which  will  be  constructed. 
There  are  19.8  acres  of  land  East  of  the  free- 
vray  where  it  comes  in  here  and  we  are 
negotiating  for  a possible  two  or  three  acres 
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of  this  land.  We  cannot  come  to  any  serious 
negotiating  with  Mr.  Smith  until  the  Highway 
Department  settles  their  claim  for  the  28 
acres  of  land.  We  were  hoping  that  we  woidd 
be  able  to  report  to  you  that  we  could 
accomplish  this  by  now  but  Mr.  Smith  and 
the  Highway  Department  have  not  gotten 
together  so  we  presented  this  Report  to 
Council  yesterday.  (Dr.  Weston  pointed  out 
to  the  House  the  location  of  the  property  on 
a map. ) 

We  are  making  progress  and  we  hope  that 
by  the  end  of  the  summer,  Mr.  Smith  and  the 
Highway  Department  can  come  to  some  con- 
clusion because  two  months  ago  the  Highway 
Department  told  me  that  they  were  going  to 
let  the  contracts  for  this  freeway  in  May  but 
they  haven’t  come  to  a conclusion  with  Mr. 
Smith  yet.  We  asked  Council  yesterday  to 
continue  our  Committee  so  that  we  could 
continue  working  next  year. 

If  any  of  you  want  to  ask  any  questions, 
we  will  be  happy  to  try  to  answer  them  for 
you. 

While  I am  standing,  these  committee 


rooms  are  listed  on  this  blackboard  here, 
would  you  like  for  me  to  read  these  out  for 
them? 

THE  CHAIR:  Yes,  but  let’s  wait  just  a 
moment  with  that.  On  this  Report,  it  is  a very 
profound  thing.  We  have  to  think  about  it  a 
great  deal  and,  naturally,  there  will  be  a lot 
of  discussion.  There  are  some  points  that 
should  be  clarified  and  I believe  this  ought 
to  be  referred  to  the  Report  of  Council  and 
Officers  and  I will  ask  Dr.  Tucker  Weston  to 
pursue  this  and  then  we  will  call  it  out  and 
get  a further  report  on  the  last  day  of  the 
meeting. 

We  are  still  under  Unfinished  business. 
Does  anyone  know  any  additional  Unfinished 
Business  that  should  be  discussed?  Are  there 
any  items  of  New  Business?  If  there  are  no 
items  of  New  Business,  I would  like  for  Mr. 
Meadors  to  make  a couple  of  announcements, 
then  I will  ask  either  him  to  read  or  Tucker 
to  read  the  assignment  of  the  locations  of 
the  Reference  Committees.  The  meeting  was 
recessed  after  those  announcements. 

Part  II  of  the  minutes  will  follow  in  a future 
issue  of  the  Journal. 


New  Members,  SCMA 
Dr.  Harry-Cardinal  Kaine 
122  Lincoln  Rd. 

Brooklyn,  N.  Y.  11225 
Dr.  Martin  H.  Keeler 
80  Barre  St. 

Charleston,  S.  C.  29401 
Dr.  Robert  G.  Mahon,  Jr. 

24  Vardry  St. 

Greenville,  S.  C.  29601 
Dr.  Charles  L.  Randolph 
Raysor,  NAY 
Orangeburg,  S.  C.  29115 
Dr.  Charles  H.  Truluck,  Jr. 
441  AY.  Cheves  St. 

Florence,  S.  C.  29501 
Dr.  Freddie  E.  Wilson 
129  Mallard  St. 

Greenville,  S.  C.  29601 
Dr.  Ronald  S.  Wise 
Greenwood  Medical  Center 
Greenwood,  S.  C.  29646 


50  YEARS  AGO 

December,  1921 

The  Editor  noted  that  die  Annual  Meeting 
in  Columbia  had  reached  the  high  water 
mark  of  attendance.  Forty  percent  of  the 
total  membership  registered  and  membership 
was  at  its  highest  point  on  record.  Dr.  B.  O. 
AATitten  made  a plea  for  greater  interest  in 
the  mentally  afflicted  of  the  state.  Dr.  Allen 
Jervey  of  Tryon  published  a paper  on  the 
dangers  of  “spiritual  healing.” 


December,  1971 


501 


Dr.  Tom  L.  Austin  has  been  appointed  the 
first  director  of  pediatrics  for  the  new  Rich- 
land Memorial  Hospital.  Dr.  Austin  is  a 
graduate  of  Texas  A & M University  and 
received  his  M.D.  at  Baylor  Medical  School 
in  Houston.  He  completed  his  internship  at 
Johns  Hopkins  Hospital  in  Baltimore.  Dr. 
Peter  C.  Gazes  has  received  a five  year 
appointment  to  the  editorial  board  of  the 
American  Heart  Journal.  Dr.  Gazes,  a pro- 
fessor of  medicine  and  chief  of  the  division 
of  Cardiology  at  the  Medical  University, 
has  written  extensively  on  cardiovascular 
disease. 

Dr.  F.  L.  Clark  has  been  named  the  new 
chief  of  staff  at  the  Lexington  County  Hos- 
pital.  Others  named  by  the  entire  hospital 
medical  staff  were  Dr.  Richard  W.  Thomas, 
vice  chief,  and  Dr.  William  F.  Ward,  Jr., 
secretary.  Dr.  F.  G.  Latimer  was  named 
chief  of  medicine;  Dr.  Jerry  D.  Rostein, 
chief  of  radiology ; Dr.  Guy  A.  Clavert,  chief 
of  pathology;  Dr.  Charles  R.  Crews,  chief  of 
surgery;  Dr.  James  T.  Wiggins,  chief  of 
pediatrics;  Dr.  Ralph  S.  Owens,  chief  of 
orthopedics ; and  Dr.  J.  Neyle  Bennett,  chief 
of  obstetrics. 

Dr.  F.  Larry  Gant,  for  the  past  ten  years 
a practicing  physician  in  Spartanburg,  has 
been  named  Medical  Director  for  the 
Reynolds  Aluminum  Company.  Dr.  Gant 
will  assume  his  new  post  in  Corpus  Christi, 
Texas.  Dr.  Joseph  R.  Dorchak  has  been 
named  director  of  the  Cardiopulmonary 
laboratory  at  Spartanburg  General  Hospital. 
Dr.  Dorchak  has  been  assistant  professor 
of  medicine,  Medical  College  of  Wisconsin ; 
chief,  Clinical  Hemodynamics  Laboratory, 
Veterans  Administration  Center,  Wood, 
Wisconsin;  and  director  of  Cardiovascular 


Ultrasound,  Milwaukee  General  Hospital. 

Dr.  D.  F.  Wade,  a medical  officer  at  the 
Naval  Shipyard  for  seven  years,  has  joined 
the  VA  Hospital  in  Charleston.  Dr.  Wade 
received  his  M.D.  from  Oklahoma  Univer- 
sity and  served  his  internship  at  St.  Anthony 
Hospital  in  Oklahoma  City.  Dr.  Clarence 
W.  Legerton  of  Charleston  was  appointed 
by  Mayor  Gaillard  as  the  City  Council 
representative  to  the  County  Commission 
on  Drug  Abuse  Control.  Dr.  M.  Steve  Fow- 
ler, Jr.  has  assumed  duties  as  chief  of  staff 
at  Lower  Florence  County  Hospital.  He 
graduated  from  the  Medical  College  of  Vir- 
ginia. 

Dr.  Lorie  W.  Moore  has  been  appointed 
Acting  Director  of  the  Department  of  Path- 
ology and  Laboratory  Medicine  for  the  new 
Richland  Memorial  Hospital.  Dr.  Moore 
received  his  M.D.  from  the  Medical  Univer- 
sity of  South  Carolina  and  interned  at 
Tampa  General  Hospital  in  Tampa,  Florida, 
serving  a four-year  pathology  residency 
there.  Dr.  James  P.  B.  Goodell  of  James- 
town, New  York,  has  joined  the  staff  of 
the  Hilton  Head  Medical  Center  for  the 
practice  of  internal  medicine.  Dr.  Goodell 
has  been  in  the  private  practice  of  internal 
medicine  in  Jamestown  since  1947. 

Dr.  Herbert  Schreiber  has  been  elected 
chief  of  staff  at  the  Kershaw  County  Mem- 
orial Hospital.  Dr.  Alton  Holland  was  named 
secretary  and  Dr.  Robert  Davis  was  elected 
a member  of  the  executive  committee.  Dr. 
Kenneth  W.  Krueger  was  re-elected  chief  of 
staff  of  the  Byerlv  Hospital  in  Hartsville. 
Dr.  M.  B.  Nickles,  Jr.  will  serve  as  vice 
chief  of  staff  and  Dr.  James  0.  Morphis, 
Jr.  as  secretary. 
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THE  LORDS  OF  THE  GENTILES 

Thomas  Parker,  M.D. 


In  the  simpler  days  of  yore,  those  who 
sought  power  usually  gained  it  by  force  of 
arms,  combined,  of  course,  with  the  necessary 
intrigue;  and  did  so  unashamedly  in  their  own 
names  and  for  the  benefit  of  themselves  and 
their  followers.  Even  in  our  day,  we  learn 
from  Chairman  Mao  that  “political  power 
grows  from  the  barrel  of  a gun.” 

In  our  effete  Western  civilization,  at  pres- 
ent, the  intrigue  comes  first.  Moreover,  those 
who  exercise  authority  over  us  are  called 
benefactors,  and  possibly  even  think  of  them- 
selves as  such.  But  make  no  mistake  about  the 
force.  On  the  front  page  of  the  AMA  News 
for  October  25th  is  an  article  describing  Secre- 
tary of  HEW  Elliot  Richardson’s  testimony 
before  the  House  Ways  and  Means  Commit- 
tee. The  following  phrases  come  in  tumultu- 
ous succession:  “To  tighten  controls  on 

provider  costs  and  inefficiencies;”  “the 
Administration  seeks  the  power  to  establish,” 
“to  require  carriers  and  fiscal  intermediaries 
to  apply  control  measures;”  and  “requiring 
the  states  to  compel  providers.” 

A companion  article  on  the  American  Pub- 
lic Health  Association’s  support  of  HMO’s 
quotes  “the  APHA  policy  statement,  which 
emphasizes  per  capita  pre-payment,  ( and ) 
says  that  an  HMO  should  theoretically  take 
responsibility  for  a totally  comprehensive 
scope  of  persona]  health  services.”  Of  course 
the  government  and  planners  in  general 
accept  the  World  Health  Organization  defini- 
tion of  good  health,  which  the  AMA  originally 
accepted,  but  from  which  it  withdrew  its 
approval  in  1971.  The  WHO  defines  good 
health  as  a “state  of  total  physical,  mental, 
and  social  well-being,  and  not  simply  the 
absence  of  disease  or  infirmity.”  The  AMA 
wisely  conceded  that  the  task  of  providing 
social  well-being  for  all  exceeded  its  com- 
petence. It  will  be  a happy  day  when  our 
government  recognizes  similar  limitations. 

In  bestowing  these  benefactions,  our  nders 
proclaim  their  acts  to  be  both  moral  and  legal, 


adopting  to  define  legality  the  concept  pro- 
claimed by  Aaron  Burr  and  Herbert  Brownell 
that  “the  law  is  that  which  is  plausibly  pro- 
claimed and  forcibly  maintained.”  As  the 
planners  plan,  they  do  so  mostly  in  secret,  as 
was  explained  to  the  Greenville  County  Medi- 
cal Society  last  summer  by  one  of  its  repre- 
sentatives on  the  local  planning  commission; 
not  that  the  public  is  necessarily  excluded 
from  the  planning  sessions,  but  because  the 
proposals  and  the  discussions  thereof  are  not 
publicized  until  the  time  for  implementation 
comes. 

There  are,  however,  more  subtle  ways  of 
producing  social  change  than  the  use  of  naked 
force.  Lenin  stated  that  if  he  could  have 
control  of  a child  for  the  first  six  years  of  his 
life,  the  child  would  be  a communist  forever. 
In  the  Congressional  Record  of  September 
17,  1971,  page  E 9755,  and  of  September  22, 
1971,  page  E 9S64  are  two  speeches  by  the 
Honorable  John  R.  Rarick,  Congressman  from 
Louisiana,  which  deal  with  “several  legislative 
proposals  in  a variety  of  forms,  but  all  seeking 
to  turn  control  over  the  lives  of  our  children 
in  some  manner  to  the  Federal  Government.” 
One  such  proposal  has  indeed  been  adopted 
by  both  Houses  as  an  amendment  to  the 
Social  Security  Amendments  of  1971,  HR-1 
and  now  awaits  only  the  signature  of  the 
President  to  become  law.  The  various  bills 
are  generically  classified  as  Child  Develop- 
ment/Child Advocacy  bills,  and  are  ap- 
parently based  upon  the  recommendations  of 
the  Report  to  the  President  of  the  White 
House  Conference  on  Children  of  1970.  The 
recommendations  are  startling. 

For  example,  the  traditional  American 
family  of  man  and  wife  living  in  the  same 
house  with  their  children  is  described  as  a 
“nuclear  family.”  But  times  are  changing,  and 
the  report  recommends  legal  approbation  of 
these  types  of  families: 

“(a)  Commune  family,  monogamous  — 
Household  of  more  than  one  monogamous 
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couple  with  children  sharing  common  facili- 
ties, resources,  and  experiences:  Socialization 
of  the  child  is  a group  activity. 

“(b)  Commune  family,  group  marriage  — 
Household  of  adults  and  offspring  known  as 
one  family  where  all  individuals  are  married 
to  each  other  and  all  are  parents  to  the  chil- 
dren. Usually  develops  a status  system  with 
leaders  believed  to  have  charisma. 

“(c)  Unmarriecl-parent-and-child  family  — 
Usually  mother  and  child  where  marriage  is 
not  desired  or  possible  . 

“(d)  Unmarried-couple-and-child  family  — 
Usually  a common-law  type  of  marriage  with 
the  child  their  biological  issue  or  informally 
adopted. 

“(e)  Homosexual-couple-and-child  family— 
The  child  is  informally  or  legally  adopted. 

“Apparently  believing  that  it  is  the  function 
of  the  Federal  Government  to  minister  to  the 
needs  of  all  children  and  their  families,  the 
MTiite  House  Conference  on  Youth  advocates 
the  following: 

“(1)  A child  advocacy  system  at  national, 
state,  and  neighborhood  levels  to  delineate 
the  needs  of  children  and  families,  to  promote 
solutions,  to  authorize  studies,  to  hold  hear- 
ings, and  to  promote  the  goal  of  healthy  chil- 
dren and  healthy  families. 

“(2)  Block  workers  appointed  to  help 
people  living  in  individual  blocks  to  support 
families  in  their  block,  to  know  who  moved 
in  and  who  moved  out. 

“(3)  Mental  health  services,  legal  aid.  day 
care  centers,  food  programs,  protective  hous- 
ing, housing  and  recreational  facilities,  adol- 
escent activity  clubs,  a 24-hour  information 
source,  etc.  etc. 

“(4)  Approval  of  the  Report  of  the  Joint 
Commission  on  the  Mental  Health  of  Children 
which  emphasizes  the  need  for  comprehensive 
services  for  the  mental  health  of  children  and 
youth. 

“(5)  Neighborhood  human  service  centers 
as  the  most  efficient  and  effective  means  of 
gathering  and  providing  human  services  for 
children,  youth  and  families. 

“(6)  Parent  and  child  care  centers  (0-3 
years ) . 

“(7)  A free,  federally  supported  public 
education  in  the  United  States  for  children 


at  age  three. 

“(8)  Because  of  the  growing  influence  of 
child’s  peers,  parents  should  encourage  inter- 
racial, inter-cultural  association  of  children 
across  economic  lines.  Small  low  cost  housing 
units,  sprinkled  purposefully  in  suburbia,  and 
full  integrated  schools  would  substantially 
enrich  the  value  understanding,  competence, 
and  self  assurance  of  America’s  growing  chil- 
dren. 

“(9)  To  ensure  children  have  their  right 
to  have  some  control  over  their  lives— to  estab- 
lish Child  Power  — institutions  and  programs 
that  affect  children  should  be  required  to 
actively  involve  children  in  their  planning 
and  decision  making  processes. 

“(10)  Children  in  schools  should  have  the 
freedom  to  express  ideas  verbally  and  in 
print;  as  well  as  by  wearing  buttons,  badges, 
armbands,  or  insignia;  should  have  freedom 
from  corporal  punishment,  and  freedom  to 
folloic  their  own  taste  in  clothing  and  groom- 
ing. 

“(11)  A reexamination  should  be  made  of 
the  extent  to  winch  a child  is  entitled  to  seek 
medical  and  psychiatric  assistance,  birth  con- 
trol information,  and  even  abortion  without 
parental  consent  and  over  parental  opposition. 

“(12)  To  establish  a commitment  to  pro- 
vide and  promote  diverse  forms  of  leisure 
opportunities  to  all  children  without  regard 
to  their  race,  culture,  sex,  geographic  location 
or  economic  status. 

“(13)  All  construction  of  housing,  business, 
industry,  and  service  facilities  ( such  as  hos- 
pitals) which  receive  federal  funds  should  be 
required  to  provide  developmental  child  care 
services,  either  by  including  such  services  in 
the  construction  or  ensuring  permanent  funds 
for  participation  in  existing  or  planned  facili- 
ties. 

“(14)  To  achieve  stability,  the  poor  and 
blacks  should  reproduce  more  and  middle 
class  whites  should  reduce  their  natality.” 

There  is  considerable  discussion  of  the 
Mental  Health  Proposals.  There  is  mention 
of  the  concept,  “if  therapy  is  good  for  people 
in  trouble,  then  it  is  bound  to  be  good  or 
better  for  people  who  function  well.”  “Or  in 
stronger  terms,  if  mental  treatment  can  make 
sick  minds  and  bodies  well,  in  the  wTOng 
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hands  of  politicians  and  social  planners,  it  can 
make  well  minds  conform  — it  can  make  well 
minds  sick.” 

It  might  be  well  to  mention  the  qualifica- 
tions required  of  a child  advocate  — the  per- 
son who  is  to  cruise  his  assigned  territory 
looking  for  children  who  are  being  abused  or 
deprived  of  their  rights  by  too  strict  teachers, 
racist  cops,  or  fecund  parents.  The  child 
advocate  must  have  a high  school  diploma 
or  its  equivalent.  Then,  having  found  an 
abused  child,  he  will  have  recourse  to  a 
lawyer  provided  by  the  federal  government, 
whose  duty  it  is  to  secure  proper  protection 
and  rights  for  the  child. 

Lest  you  consider  the  above  statement  far 
fetched,  S-1414  (Ribicoff)  reads  as  follows: 

“DUTIES  AND  FUNCTIONS  OF 
NEIGHBORHOOD  OFFICES  OF  CHILD 
ADVOCACY 

“Sec.  1173.  (a)  It  shall  be  the  duty  and 
function  of  each  Neighborhood  Office  Of 
Child  Advocacy  to— 

“(1)  provide  an  assessment  of  the  needs 
of  children  who  reside  in  the  neighborhood 
served  by  such  Office; 

“(2)  publicize  its  services  to  all  residents 
of  the  neighborhood  served  by  the  Office  and 
to  all  professionals  providing  services  affect- 
ing children  in  such  neighborhood; 

“(3)  provide  counseling  to  any  family 
with  children  residing  within  the  neighbor- 
hood served  by  such  Office  which  desires 
counseling  assistance; 

“(4)  provide  to  any  such  family  referral 
and  purchasing  of  services  when  determined 
to  be  necessary  or  proper  after  assessment  of 
needs  and  counseling; 

“(5)  collect  data  and  maintain  current  rec- 
ords regarding  its  activities  and  the  services 
provided  by  it;  and 

“(6)  provide  training  services. 

“(b)  (1)  The  assessment  of  Neighborhood 
Offices  of  Child  Advocacy  shall  include,  but 
not  be  limited  to,  evaluations  of  nutritional, 
medical,  psychological,  social,  educational, 
recreational,  vocational,  and  economic  needs 
of  the  families  served  by  any  such  Office. 

“(2)  (A)  The  counseling  function  of  Neigh- 
borhood Offices  of  Child  Advocacy  shall  in- 
clude the  provision  by  any  such  Office  of 


advice  and  guidance  to  any  family  residing 
in  the  neighborhood  served  by  such  Office 
which  desires  assistance  in  locating  and 
using  appropriate  services  to  meet  their 
needs,  including,  but  not  limited  to,  the 
following  nutrition;  family  income  sup- 
plementation; housing;  transportation;  sanita- 
tion; recreation;  adult  education;  disease 
prevention;  education;  medical  care;  employ- 
ment; day  care  and  preschool  programs; 
family  planning  and  birth  control  services; 
genetic  counseling;  prenatal  care  and  home- 
maker services;  budget  planning;  youth  em- 
ployment services;  vocational  training;  re- 
habilitation; consumer  education;  special 
education;  residential  care;  specialized  foster 
homes;  group  homes  and  institutional  serv- 
ices; family,  marital,  and  premarital  counsel- 
ing; protective  services;  legal  services;  and 
inpatient  and  outpatient  “mental  health  treat- 
ment services.” 

Naturally  such  programs  take  money  so 
S-1414  provides: 

“AUTHORIZATION  OF 
APPROPRIATIONS 

“Sec.  1181.  For  the  purpose  of  carrying  out 
the  provisions  of  this  part  they  are  author- 
ized to  be  appropriated  for  each  fiscal  year, 
commencing  with  the  fiscal  year  ending  June 
30,  1972,  such  amounts  as  may  be  necessary. 

“ACCEPTANCE  OF  SERVICES  TO  BE 
ON  VOLUNTARY  BASIS 

“Sec.  1182.  No  Neighborhood  Office  of 
Child  Advocacy  shall  coerce  any  family  to 
accept  services  provided  by  such  Office,  but 
each  such  Office  shall  actively  encourage 
all  eligible  residents  of  the  neighborhood 
served  by  such  Office  to  accept  the  services 
provided  by  the  Office  and  all  residents  of 
such  neighborhood  to  participate  as  vol- 
unteer workers  in  carrying  out  the  activities 
of  the  Office.” 

It  may  be  that  you  think  that  middle  class 
Americans  are  too  well  balanced  mentally  to 
entertain  such  fantastic  ideas;  but  quite 
evidently  our  lawmakers  lack  such  balance. 
Or  maybe  they  are  well  balanced  enough, 
but  just  subscribe  to  the  tenets  of  the  godless 
conspiracy  which  seeks  one-world  socialism. 
Maybe  they  are  “Insiders”.  At  any  rate,  the 
House  adopted  the  Brademas  amendment  to 
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HR  1,  about  which  we  have  been  talking, 
before  the  copies  of  the  amendment  had  even 
been  distributed  to  the  members  of  the  House 
so  that  they  could  read  the  proposed  amend- 
ment. It  was  passed  sight  unseen. 

Also,  since  as  a law-abiding  citzen,  you 
have  to  obey  the  laws  they  pass,  and  pay  for 


them,  maybe  you  should  just  start  watching 
your  lawmakers  and  their  proposals  and 
voting  records  a little  more  closely.  As  Tom 
Anderson  said,  “I  used  to  worry  about  my 
grandchildren  living  under  communism. 
Now  I worry  about  having  to  do  it  myself.” 


THE  SOUTH  CAROLINA  DEPARTMENT 
OF  MENTAL  HEALTH 

William  S.  Hall,  M.D. 

State  Commissioner  of  Mental  Health 


The  South  Carolina  Department  of  Mental 
Health  has  received  the  go-ahead  from  the 
State  Budget  and  Control  Board  for  con- 
struction of  “Village  A,”  a new  therapeutic 
community  concept  which  is  projected  as  the 
proper  direction  for  the  Department’s  new 
construction  program  for  the  coming  years. 

Village  A is  one  of  several  projected  for 
construction  on  a new  campus  site  north  of 
Columbia  and  near  Crafts-Farrow  State  Hos- 
'pital.  Cost  of  construction  of  the  initial 
village  has  been  estimated  at  $4.5  million 
and  will  be  financed  under  the  bonding 
authority  of  the  Department  and  will  accom- 
modate approximately  250  patients. 

The  Village  System  concept  is  a product 
of  the  Engineering  and  Planning  Division  of 
the  Department  of  Mental  Health  augmented 
by  Department  professional  personnel,  and 
the  Clemson  University  School  of  Architec- 
ture and  Prof.  George  Means.  It  was  de- 
veloped after  an  in-depth  study,  visitation  to 
other  mental  health  programs  and  facilities, 
and  numerous  staff  conferences  spanning 
over  three  years. 

The  Village  plan  is  based  on  the  best  evi- 


dence and  opinion  obtainable  over  the  three 
and  one-half  year  period  of  study,  according 
to  Dr.  Racine  Brown,  Director,  Program  De- 
velopment services  of  the  Department.  Mr. 
Milford  Hunter,  chief  of  the  Department’s 
Engineering  and  Planning  Division,  headed 
the  architectural  phase  of  the  study  along 
with  Prof.  Means. 

The  plan  recognizes  that  a substantial  num- 
ber of  patients  will  require  mental  health  care 
in  addition  to  that  available  through  the 
comprehensive  community  mental  health  cen- 
ters which  are  located  statewide  in  the  larger 
cities.  It  anticipates  the  need  for  special 
lesources  for  certain  categories  of  patients, 
although  it  is  uncertain  at  present  as  to  how 
these  categories  are  to  be  defined. 

The  projected  plan  explicitly  draws  the  dis- 
tinction between  the  physical  space  mission 
of  a psychiatric  hospital  and  that  of  a general 
hospital;  implicitly  it  raises  the  question  of 
whether  the  organizational  model  borrowed 
from  the  general  hospital  is  the  most  appro- 
priate one  for  the  psychiatric  hospital. 

The  plan  projects  a hospital-community 
linkage  system  which  make  it  credible  to  con- 
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strue  the  hospital  as  a programmatic  exten- 
sion of  the  community  mental  health  system. 

In  architectural  presentation  the  village 
system  is  a grouping  of  buildings,  clustered 
according  to  the  specific  role  in  the  total 
treatment  program. 

Approval  of  construction  of  the  initial 
village  construction  will  make  it  possible  for 
the  Department  to  begin  a building  program 
over  two  or  three  decades  which  will  even- 
tually see  the  replacement  of  all  the  older 
buildings  now  in  use. 

As  patients  are  transferred  into  the  new 
facilities,  the  older  structures,  many  now 
marginal  from  the  standpoint  of  fire  and 


safety  standards,  will  be  razed  or  where  feas- 
ible will  undergo  extensive  remodeling  and 
renovation. 

In  the  case  of  those  buildings  which  can 
be  reclaimed  the  Department  is  considering 
their  use  as  mid  or  intermediate  level  nursing 
units  which  are  now  very  much  needed  to 
cope  with  a growing  geriatric  population. 

Such  facilities  would  fill  the  gap  which  now 
exists  between  the  intensive  care  assignment 
of  South  Carolina  State  Hospital,  the  long- 
term care  role  which  has  been  assumed  by 
Crafts-Farrow  State  Hospital  which  now 
admits  patients  55  years  of  age  and  older,  and 
the  skilled  nursing  care  available  in  the 
limited  150-bed  John  M.  Fewell  Pavilion. 


JUST  PUBLISHED 

by  the  South  Carolina  Medical  Association 
Committee  on  Historical  Medicine 

A HISTORY  OF  MEDICINE  IN  SOUTH  CAROLINA  1900-1970,  Volume  3,  by 
Joseph  I.  Waring,  M.D.  of  the  Medical  University  of  South  Carolina,  author  of  two  pre- 
ceding volumes  on  South  Carolina  medicine.  Illustrated,  elothbound,  189  pages. 

This  volume  describes  the  activities  of  the  South  Carolina  Medical  Association 
since  1900,  gives  biographical  sketches  of  the  72  presidents  of  the  period,  and  furnishes 
information  on  local,  county,  and  specialty  societies  and  other  related  medical  organiza- 
tions. 


ORDER  FORM 


Joseph  I.  Waring,  M.D.,  Chairman 
Waring  Historical  Library 
Medical  University  of  South  Carolina 
80  Barre  Street 

Charleston,  South  Carolina  29401 
Please  send  me — 


( ) eopieS  _ A HISTORY  OF  MEDICINE  IN  SOUTH  CAROLINA  1900-1970 

by  Joseph  I.  Waring,  M.D. — Volume  3 — $7.50  each  plus  25^  for  post- 
age and  handling. 

( ) copies  — Volume  1 (1670-1825)  — - $7.50  each  plus  25^  post. 

( ) copies  — Volume  2 (1825-1900)  — $7.50  each  plus  25^  post. 


( ) Check  enclosed 

( ) Please  send  bill 

Please  make  checks  to 
J.  I.  Waring,  M.D.,  Chairman 


Name 

Address 

City State. 

Zip 


December,  1.971 


507 


Tired  of  solo  Pediatrics? 

Bored  with  too  much  free  time  in  your 
large  group?  Just  beginning  practice? 

Looking  for  a change? 

Join  a board  pediatrician  in  a twice 
Look  Magazine  All-American  City. 

A progressive,  southern  North  Carolina  college  community. 
Well  established  practice. 

(919)  276-7570 


THIRD  ANNUAL  FAMILY  PRACTICE 
REFRESHER  COURSE 
February  6-12,  1972 

Because  of  the  favorable  response  in  pre- 
vious years,  the  Third  .Annual  Family  Practice 
Refresher  Course  will  be  held  February  6-12, 
1972,  at  the  Sheraton-Fort  Sumter  Hotel, 
Charleston,  SouR"  Carolina.  In  addition,  two 
one-half  day  sessions  devoted  to  Otolaryngol- 
ogy will  be  presented  the  afternoon  of  Feb- 
ruary 12  and  the  morning  of  February  13. 
This  latter  can  be  taken  separately  or  as  a 
continuation  of  the  Family  Practice  Course. 
Registration  for  the  courses  is  separate. 

The  Faculty  of  the  School  of  Medicine  of 
the  Medical  University  of  South  Carolina  and 
two  guest  speakers  from  out-of-state  will 
present  a review  of  the  recent  advances  and 
applications  of  current  practice  methods  in 
internal  medicine,  surgery,  pediatrics,  neurol- 
ogy, psychiatry,  urology,  and  otolaryngology. 

The  Course  will  begin  at  8 a.m.  on  Monday, 
February  7 and  will  be  completed  at  12:30 
p.m.  Saturday,  February  12.  A series  of  lec- 
tures will  be  presented  from  8 a.m.  to  5:30 
p.m.  daily  with  an  evening  session  devoted  to 
a demonstration  and  discussion  of  marijuana 
and  other  drugs.  The  Otolaryngology  section 
will  commence  at  2 p.m.  Saturday,  February 
12,  running  until  4:45  p.m.  and  continuing 
Sunday,  February  13,  from  9 a.m.  until  11:45 
a.m. 

Application  has  been  made  to  the  Ameri- 
can Academy  of  General  Practice  for  course 
approval,  and  accreditation  of  approximately 
40  credit  hours  for  the  basic  course  and  4% 
hours  additional  for  the  Otolaryngology 


course  is  anticipated.  In  past  years,  many 
practitioners  have  found  this  course  valuable 
in  preparing  for  examination  by  the  American 
Board  of  Family  Practice  which  is  to  be  held 
April  29-30,  1972. 

A detailed  course  agenda  as  well  as  regis- 
tration and  room  reservation  forms  will  be 
forwarded  to  all  those  who  express  interest. 
Please  direct  inquiries  to: 

Vince  Moseley,  M.D.,  Director 
Division  of  Continuing  Education 
Medical  University  of  South  Carolina 
80  Barre  Street 

Charleston,  South  Carolina  29401 


The  American  Board  of  Family  Prac- 
tice announces  that  it  will  give  its  next 
examination  for  certification  in  various 
centers  throughout  the  United  States. 
The  examination  will  be  over  a two- 
day  period  on  April  29-30,  1972.  In- 
formation regarding  the  examination 
can  be  obtained  by  writing: 

American  Board  of  Family  Practice, 
Nicholas  J.  Pisacano,  M.D.,  Secretary 
American  Board  of  Family  Practice, 
Inc. 

University  of  Kentucky  Medical 
Center 

Annex  #2,  Room  229 
Lexington,  Kentucky  40506 
PLEASE  NOTE:  Deadline  for  re- 
ceiving completed  applications  in  the 
Board  office  is  February  1,  1972. 
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DEATHS 


DR.  LEON  BANOV 

Dr.  Leon  Banov,  83,  retired  director  of  the 
Charleston  County  Health  Department  was 
killed  on  November  4 in  an  automobile  wreck 
in  Charleston.  Dr.  Banov  received  a degree 
in  pharmacy  in  1907  from  the  Medical  Uni- 
versity of  South  Carolina,  later  becoming  an 
instructor  in  the  School  of  Pharmacy.  He  re- 
ceived a degree  in  medicine  in  1917  and  in 
1926  became  professor  of  public  health  and 
preventive  medicine  at  the  medical  college. 
Dr.  Banov  held  numerous  memberships  in 
professional  organizations  and  received  many 
awards  and  honors,  including  an  honorary 
doctor  of  law  degree  from  the  College  of 
Charleston. 


DR.  W.  M.  BENNETT 

Dr.  William  Marshall  Bennett,  64,  of 
Walterboro  died  on  November  4 at  the  Med- 
ical University  Hospital.  Dr.  Bennett  gradu- 
ated from  the  Medical  University  of  South 
Carolina  and  had  practiced  medicine  for 
forty-two  years  in  Colleton  County.  He  was  a 
member  of  the  American  Academy  of  General 
Practice,  the  Southern  Medical  Association, 
and  many  other  professional  and  civic  or- 
ganizations. 


CLINICAL  CENTER  STUDY  OF 
CONTROL  MECHANISM  IN 
ERYTHROPOIESES  AND  HEMOGLOBIN 
SYNTHESIS 

The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  for  the  study  of  the 
control  of  erythropoiesis  and  hemoglobin  syn- 
thesis. This  study  is  being  conducted  by  the 
National  Heart  and  Lung  Institute’s  Molecular 
Disease  Branch  at  the  Clinical  Center,  Na- 
tional Institutes  of  Health,  Bethesda,  Mary- 
land. 

Patients  with  a diagnosis  of  hemolytic 
anemia,  hemoglobinopathy,  thalassemia,  or 
untreated  folic  acid  deficiency  or  pernicious 
anemia  are  needed.  Patients  with  a high  de- 
gree of  reticulocytosis  are  particularly  desired. 
Selected  patients  will  be  admitted  for  evalua- 
tion, the  obtaining  of  peripheral  blood,  and  a 
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bone  marrow  specimen.  When  indioated 
specific  therapy  will  be  initiated. 

Upon  completion  of  their  studies,  patients 
will  be  returned  to  the  care  of  the  referring 
physician.  He  will  receive  a summary  of  the 
diagnostic  findings  and  therapeutic  recom- 
mendations. 

Physicians  interested  in  having  their  pa- 
tients considered  for  admission  to  these 
studies  may  write  or  telephone: 

Arthur  W.  Nienhuis,  M.D. 

Clinical  Center,  Room  7D-04 
National  Institutes  of  Health 
Bethesda,  Maryland  20014 
Telephone:  301-496-2632 
W.  French  Anderson,  M.D. 

Clinical  Center,  Room  7D-03 
National  Institutes  of  Health 
Bethesda,  Maryland  20014 
Telephone:  301-496-6861 
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Miltown 

(meprobamate) 

WALLACE  PHARMACEUTICALS  M 
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SOCPAC  Luncheon  Speaker,  James  R. 

Mann  198 
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tion   463 

By-laws  of  the  South  Carolina  Medical  Care 

Foundation  465 

Clinical  Convention  of  the  AMA — Boston, 

1970  (John  C.  Hawk,  Jr.,  M.D.)  70 

Committee  on  Cooperative  Activities — 1970 

Subcommittees  22 

Committees  of  the  House  of  Delegates 407 

Minutes  of  Council,  October  28,  1970  65 

Minutes  of  Council,  February  17,  1971 178 

Minutes  of  Council,  May  2,  1971 325 

Minutes  of  Council,  May  9,  1971 326 
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New  Members,  SCMA 69,  144,  181,  247,  295, 

330,  359,  438,  501 
President’s  Page  -.20,  62,  130,  176,  237,  285,  322, 

355,  400,  437,  457 
Purpose  of  Medical  Care  Foundation 464 


SYMPOSIUM:  PRESCRIBING  EXERCISE  FOR 
THE  MAINTENANCE  OF  CARDIOVASCULAR  HEALTH 

DATES:  Feb.  11,  12,  11)72  FEE  : $50.00  Medical  Doctors 

Feb.  11  9:00  a.m.  - 5:30  p.m.  $15.00  Interns  in  Residence 

Feb.  12  9:00  a.m.  - 3:45  p.m.  PAYMENT  OF  FEES : May  pre-register  by  paying 

fee  in  full 

PLACE:  University  of  North  Carolina  at  Charlotte 
HOUSING:  (Downtowner  Motor  Inn)  North-South  Basketball  these  evenings  at  nearby 
Coliseum 

(N.  C.  State,  Clemson,  Georgia  and  University  of  North  Carolina) 

-\Tanip  Return  this  form  to  : 

Institute  for  Urban  Studies  & 

Address Community  Service 

Street  or  Box  No.  City  State  Zip  Code  UNCC,  UNCC  Station 

Payment  is  enclosed  ( ) yes  ( ) no  Charlotte,  N.  C.  28213 

Make  checks  payable  to:  Institute  for  Urban  Studies  & Community  Service 

A TIMELY  PROGRAM  FOR  HEART  MONTH 
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Position  Available — Emergency  Room 
physician.  Maximum  starting  salary 
$30,000  plus  liberal  benefits.  Estab- 
lished 4-man  emergency  department. 
Contact:  Medical  Director,  Columbia 
Hospital,  Columbia,  South  Carolina 
29204.  Phone : 803-252-6301,  ext.  318. 


AMERICAN  PHYSICIANS  ART 
ASSOCIATION 

We  would  like  to  invite  our  medical  col- 
leagues to  become  members  of  our  national 
non-profit  organization  which  is  dedicated  to 
furthering  art  interests  of  the  medical  profes- 
sion; to  broadening  the  physician’s  knowledge 
and  appreciation  of  the  past  and  present;  to 
stimulating  physician  artists  to  produce  works 
of  art  in  the  fields  of  painting,  sculpture, 
photography,  graphic  arts,  design  and  creative 
crafts;  to  holding  a national  annual  exhibition 
of  physicians’  art  works;  and  to  stimulating 
regional  art  exhibitions  of  physicians’  works 
at  local,  state  and  specialty  meetings. 

Our  art  exhibit  is  held  annually  in  con- 
junction with  the  annual  meeting  of  the  Amer- 
ican Medical  Association.  The  APAA  has  a 
membership  which  extends  across  the  entire 
United  States,  Canada  and  Latin  America. 
Every  state  in  the  Union  is  represented 
through  a Regional  Director.  It  is  the  hope  of 
the  APAA  to  establish  a central  photographic 
archive  of  its  members’  art  works,  to  be  used 
for  year  round  press  and  magazine  publicity 
in  the  physicians’  home  towns  as  well  as 
nationally. 

You  do  not  necessarily  have  to  be  currently 
engaged  in  any  art  activity  to  become  a mem- 
ber. We  also  welcome  the  support  of  anyone 
interested  in  furthering  physicians’  art  in 
America,  as  our  organization  is  totally  sup- 
ported by  the  members  and  friends  of  the 
APAA.  The  types  of  membership  are: 

Life  Sponsor  Membership  $200.00 
Sponsor  Membership  30.00 

Regular  Membership  15.00 

* Associate  Membership  5.00 

(^Associate  Membership  is  for  Medical 
students,  interns,  and  residents. ) 

If  you  are  interested  in  becoming  a mem- 
ber, or  if  you  wish  further  information,  please 
contact  the  President  of  APAA,  A.  M.  Gott- 
lieb, M.D.,  3801  Miranda  Avenue,  Palo  Alto, 
California  94304. 


516 


The  Journal  of  the  South  Carolina  Medical  Association 


■ r 


PARTICIPATING 

PHARMACY 


OF  SOUTt 


PRESCRIPTION  DRUG 
PROGRAM 


THE  SEAL  OF  SERVICE 

Look  for  this  seal  in  your 
neighborhood  pharmacy. 

Appearing  in  as  many  as  400  Local  Drugstores  in 
42  Counties  of  South  Carolina.  For  members  of 
groups  with  Out-Of-Hospital  Prescription 
Drug  benefits,  Blue  Cross  will  pay  the  drugstore 
directly.  Simply  present  your  Prescription  Drug 
ID  Card  to  your  nearest  participating  Pharmacy. 

Ask  us  about  this  new  service. 


When  disease  is  ruled  out 
and  psychic  tension  is  implicated 


\hlium  (diazepam) 
2-mg,  5-mg,  10 -mg  tablets 


helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 

Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in 
frequency  and  / or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2Vz  mg,  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2'A  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  ana  tolerated  (not  for 
use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  in  Tel-E-DoseT  M packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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